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17.  Psychologists  working  in  the  National  Health  Service  consistently  report  large 
discrepancies  between  intelligence  quotient’s  quoted  as  evidence  in  support  of  certifi- 
cation or  recertification  and  those  obtained  by  themselves  when  testing  the  same 
individuals  a few  days  later.  The  following  are  some  of  the  factors  which  account 
for  these  discrepancies : — 


(a)  When  he  is  certified,  the  patient  may  be  asked  a few  general  knowledge 
questions  and  a rough  mental  age  assessed.  Granted  average  opportunity, 
such  questions  may  give  a fair  indication  of  a person’s  mental  level,  but 
patients  in  mental  deficiency  institutions  tend  to  be  precisely  those 
members  of  the  population  to  whom  this  docs  not  apply,  since  they  tend 
to  be  those  who  have  had  only  restricted  opportunities  for  acquiring 
general  information.  Furthermore,  if  non-standard  items  are  used,  there 
is  a danger  that  the  examiner  may  judge  the  results  according  to  his  own 
criteria  rather  than  by  reference  to  criteria  established  for  the  population 
as  a whole. 


(b)  The  test  is  frequently  used  to  provide  evidence  of  what  a person  cannot 
do.  This  bias  is  unfortunate,  and  the  certificate  may  be  misleading  if  it 
only  mentions  items  failed  when,  as  often  happens,  the  patient  shows 
variability  in  performance  and  has  in  fact  passed  items  more  difficult 
higher  in  the  scale.  Further,  it  may  prejudice  subsequent  treatment  in  the 
institution  if  it  is  relied  upon  as  a valid  assessment:  of  the  patient’s  ability. 

(c)  Sometimes  abbreviated  versions  of  standard  tests  are  used  (practical  items 

may  for  instance,  be  omitted)  but  performance  is  compared  with  norms 

based  on  the  full  test  and  an  invalid  result  is  thus  obtained. 

(d)  Previous  test  results  mentioned  in  the  case  notes  (between  1 and  5 years 

old,  and  often  inaccurate  in  the  first  place)  are  commonly  referred  to  at 
subsequent  recertifications.  It  is  in  some  cases  possible  to  trace  such 

copying  over  as  many  as  15  to  20  years,  no  real  retest  having  taken  place 

m the  interim.  This  is  of  course  particularly  unfortunate  in  the  case  of 
cnildren  tested  before  mental  development  is  complete. 


• If'J?  ls  wor^h  nojlng  that  the  use  of  abbreviated  test  procedures  tends  to  result 
SwfreStaa  i°u°  the  mtelIlSence  quotient.  In  the  past  those  certified  as  mentally 
detective  were  seldom  accurately  assessed,  and  it  seems  likely  that  this  has  played 
a part  in  hindering  progress  in  their  education  and  training 


Petitions 

19.  A further  matter  for  concern  in  connection  with  certification  is  the  procedure 
followed  m the  presentation  of  petitions.  It  is  not  unusual  for  petitions  to  be 
heard  m buildings  which,  in  the  public  mind,  are  closely  associated  with  crime 
i^s  cons?qu®p,ces’  Defectives  are  not  readily  able  to  appreciate  the  intentions 
of  the  law  m this  respect.  In  the  case  of  non-delinquent  patients,  considerable 
mental  distress  could  be  avoided  if  petitions  were  heard  in  a place  normally 
wttWhl  Cfre  “^treatment  Of  defectives  and  not  in  a place  associated 

with  the  conviction  of  offenders.  In  the  case  of  delinquent  defectives,  subsequent 

cam  indlr  thl1 Tt0n-  1*re"dered.more  difficult  by  the  initiation  of  treatment  and 
care  under  the  Acts  m the  atmosphere  of  the  court  buildings. 

nroLM?eri^8aLd?CU?entS(  inAicate  neiIher  the  assets  of  the  individual  nor  the 
&bJriihTr^tSeT“t  * **  a ‘!le  parents  of  a certified  defective  are 

faced  with  a recital  of  ascertained  deficiencies  and  the  judicial  authorities  cannot 

Tcome  mmthebinsV7uat  iS  t0„be  e*pected J"  the  institution.  Patie°tslL“ 
Darenh  are  ntr  SS  i*  misapprehension  about  their  future,  and  their 
WieviL  tLt  fth?v  whfbe  umJecessary  resentment.  Patients  may  be  admitted 
V?8  1 ,,y  Wl11  be  th®re  for  a year’s  “training  for  a trade”  to  be  creeled 

foAfe6  equa  ly  erroneous  information  from  fellow  patients  that  they  will  be  there 
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Evidence  was  taken  from  the  Royal  Medico-Psychological  Association 
on  two  days,  12th  and  27th  October,  1954,  For  convenience,  the 
minutes  of  both  days’  evidence  are  printed  togethei . 
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MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

EIGHTH  DAY 

Tuesday,  12th  October,  1954 

Present 

The  Rt.  Hon.  the  Lord  Percy  op  Newcastle,  P.C.  ( Chairman ) 

Mrs.  H.  A..  Adrian,  J.P.  Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Sir  Russell  Brain,  Bt„  D.M.,  P.R.C.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Mr.  H.  B.  H.  Hylton-Foster,  Q.C.,  M.P. 

Miss  H.  M.  Hedley  ( Secretary ) 

Dr.  Noel  Harris,  M.D.,  F.R.C.P.,  D.P.M.  ( President ),  Dr.  N.  H.  M.  Burke,  O.B.E., 
D.P.M.,  Dr.  T.  Tennent,  M.D.,  F.R.C.P.,  D.P.H.,  D.P.M.,  and  Dr.  A.  Walk,  M.D., 
D.P.M.,  on  behalf  of  the  Royal  Medico-Psychological  Association, 
called  and  examined. 

Miss  M.  L.  Woodhead  was  in  attendance. 


Memorandum  submitted  by  the  Royal  Medico-Psychological  Association 
PREAMBLE 

1 The  Council  of  the  Royal  Medico-Psychological  Association  wishes  to  thank 
the 'Royal  Commission  for  inviting  it  to  submit  a memorandum  of  its  views  on 
the  matters  which  the  Commission  is  considering. 

2.  The  Association  now  has  over  1,300  members,  representing  every  branch  of 
psychiatric  practice.  Its  work  is  organised  in  geographical  Divisions  of  which 
there  are  three  in  England  and  Wales,  besides  a Scottish  and  an  Irish  Division. 
For  other  purposes,  the  members  are  grouped  in  scientific  Sections,  for  Clinical 
Psychiatry,  Social  Psychiatry  and  Psychotherapy,  Child  Psychiatry  and  Mental 
Deficiency  respectively.  The  Association  is  governed  by  a Council  consisting  of 
the  Officers,  Representatives  of  the  Divisions  and  Sections  and  additional  nominated 
members,  reflecting  all  aspects  of  the  Association’s  work. 

3.  During  the  last  few  years  the  Association  has  given  attention  to  the  need  for 
revised  legislation  in  regard  .to  both  mental  disorder  and  mental  deficiency.  In 
1949  a sub-committee  examined  and  reported  on  the  provisions  of  the  Northern 
Ireland  Mental  Health  Act ; in  1951,  tentative  proposals  regarding  mental  deficiency 
were  drawn  up,  and  in  1953  similar  work  was  done  in  regard  to  mental  disorder 
and  the  psychopathic  states. 

4.  The  present  memorandum  of  evidence  has  been  prepared  by  a special  com- 
mittee of  the  Association,  constituted  as  follows : — 

N G Harris  M D F R.C.P.,  D.P.M.,  Physician  for  Psychological  Medicine 
to  the  Middlesex  Hospital;  President-Elect  of  the  Association  (to  be  inducted 
on  14th  July,  1954).  (Chairman.) 
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Alexander  Walk,  M.D.,  D.P.M.,  Physician  Superintendent,  Cane  Hill  Hospital, 
Coulsdon,  Surrey ; Hon.  Librarian  to  the  Association  ; Co-Editor  of  the  Journal 
of  Mental  Science.  { Secretary .) 

M.  J.  Brookes,  M.R.C.S.,  L.R.C.P.,  D.P.M.,  Medical  Superintendent,  Shelton 
Hospital,  Shrewsbury ; Secretary  of  the  Parliamentary  Committee  of  the 
Association. 

N.  H.  M.  Burke,  O.B.E.,  M.R.C.S.,  L.R.C.P.,  D.PjM.,  D.M.R.E.,  late  Medical 
Superintendent,  Cell  Barnes  Hospital,  St.  Albans ; Chairman  of  the  Education 
Committee  and  of  the  Mental  Deficiency  Section  of  the  Association. 

J.  S.  Ian  Skottowe,  M.D.,  M.R.C.P.,  D.P.M.,  Psychiatrist,  The  Warneford  and 
Park  Hospitals,  Oxford  ; late  Physician  Superintendent,  St.  John’s  Hospital. 
Aylesbury ; Chairman  of  the  Parliamentary  Committee  of  the  Association. 

G.  M.  Woddis,  M.R.C.S.,  L.R.C.P.,  D.P.M.,  Medical  Superintendent,  The 
Coppice,  Nottingham ; Secretary  of  the  Northern  and  Midland  Division  of  the 
Association. 

5.  The  reports  of  the  previous  sub-committees  mentioned  above  were  taken  as  a 
basis,  and  summaries  were  circulated  to  all  members  resident  in  England  and  Wales, 
while  at  the  same  time  comments  and  suggestions  were  invited.  The  replies  received 
were  scrutinized  and  all  suggestions  were  given  full  consideration.  In  regard  to 
Mental  Deficiency,  this  work  was  done  by  the  Executive  Committee  of  the  Mental 
Deficiency  Section.  The  draft  memorandum  was  finally  considered  and  approved 
by  a special  meeting  of  the  Council  of  the  Association. 

6.  The  Council  is  confident  that  the  views  expressed  here  command  general 
support  and  represent  the  most  complete  agreement  attainable  among  the  members 
of  the  Association. 

7.  Having  thus  set  out  the  procedure  by  which  the  Association’s  evidence  has 
been  compiled,  it  is  proposed,  for  the  sake  of  convenience,  to  use  the  first  person  in 
the  remainder  of  this  memorandum. 

GENERAL  PRINCIPLES 

8.  When,  in  1925,  our  predecessors  in  the  Association  gave  their  evidence  before 
the  Royal  Commission  presided  over  by  the  late  Lord  Macmillan,  their  leading 
proposals  were  designed  to  secure  the  provision  of  facilities  for  out-patient  treatment 
and  for  the  in-patient  treatment  of  a considerable  proportion  of  cases  on  a voluntary 
basis,  both  in  mental  hospitals  and  in  special  clinics  to  be  established  in  connection 
with  medical  schools  and  general  hospitals ; further,  they  recommended  that  a 
provisional  order  should  be  instituted  as  an  intermediary  measure  before  resort  to 
certification ; and  that  the  procedure  for  mental  disorder  should  be  dissociated  .from 
the  Poor  Law. 

9.  In  general,  the  Report  of  the  Commission,  published  in  1926,  was  in  agreement 
with  these  principles,  and  the  Report  was  welcomed  by  the  Association  as  one  in 
which  “ a broad  vision  and  high  ideals  were  blended  with  common  sense  and 
practicability”.  The  Mental  Treatment  Act  of  1930  gave  partial  effect  to  the 
Report’s  recommendations,  and  has  been  the  foundation  for  all  subsequent  progress, 
but  it  has  always  been  a matter  for  regret  that  it  was  not  possible  to  introduce 
comprehensive  legislation  ; so  that,  for  certified  patients,  procedure  is  still  governed 
largely  by  the  Act  of  1890,  and  a number  of  defects  in  this  Act,  whioh  were 
pointed  out  in  the  previous  Commission’s  Report,  remain  unremedied. 

10.  Legislative  changes  not  directly  concerned  with  mental  treatment,  particularly 
the  Local  Government  Act  of  1929  and  the  National  Health  Service  Act  of  1946. 
have  enabled  great  progress  to  be  made  in  the  provision  of  psychiatric  services. 
Out-patient  centres  are  widely  distributed  ; a psychiatric  consultant  service  is 
available  to  most  general  hospitals  and  for  other  purposes  ; within  the  mental 
hospitals,  where  a large  proportion  of  patients  are  voluntary,  a liberal  regime 
with  a minimum  of  .restrictions  prevails.  Classification  of  patients  has  in  many 
instances  been  greatly  improved  by  the  provision  of  special  admission  and  con- 
valescent units,  and  the  introduction  of  new  methods  of  treatment  has  led  to 
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greater  therapeutic  activity  everywhere.  A great  expansion  of  social  work  and 
after-care  has  been  made  possible  by  the  development  of  the  new  profession  of 
psychiatric  social  worker.  The  most  striking  advance  is  seen,  perhaps,  in  areas 
where  the  mental  hospital  has  become  a centre  from  which  a comprehensive 
psychiatric  service  is  provided,  and  which  enjoys  the  esteem  and  confidence  of 
the  public.  A number  of  in-patient  psychiatric  units  exist,  mainly  in  the  teaching 
hospitals,  and  a few  well-staffed  university  departments  of  psychiatry,  including 
the  Institute  of  Psychiatry  in  London,  have  been  established.  On  the  other  hand 
the  mental  hospitals  have  had  to  contend  with  the  prevailing  financial  stringency 
and  with  a very  serious  shortage  of  nursing  staff,  with  consequent  overcrowding 
and  a threat  of  a lowering  of  standards.  Apart  from  this,  there  is  insufficient 
provision,  except  in  London,  for  the  in-patient  treatment  of  cases  of  neurosis  and 
of  children  suffering  from  mental  and  nervous  disorders  of  all  kinds. 

11.  In  the  field  of  mental  deficiency  there  was,  between  the  wars,  a large 
increase  in  the  number  of  institutions  and  an  expansion  of  local  authority  services, 
in  accordance  with  the  Mental  Deficiency  Acts  of  1913  and  1927.  Even  in  1939, 
however,  some  counties  had  failed  to  provide  any  accommodation  for  defectives. 
The  National  Health  vService  Act  of  1946  has  enabled  all  parts  of  the  country 
to  share  in  the  resources  available.  It  is  well  known,  however,  that  the  number 
of  beds  provided  falls  far  short  of  the  demand.  Within  the  institutions  advances 
in  general  medicine  have  resulted  in  better  care  for  the  lower-grade  patients, 
while  the  training  and  resettlement  of  the  higher  grades  has  been  successfully 
pursued  and  has  been  favoured  by  present  conditions  of  full  employment.  In 
this  field,  as  in  that  of  mental  disorders,  modem  psychiatric  thought  lays  stress 
on  treatment  aiming  at  the  patient’s  return  to  the  community. 

12.  New  legislation  should  establish  the  principle  of  voluntary  and  temporary 
treatment  for  both  mental  disorder  and  mental  deficiency,  reserving  the  judicial 
order  for  as  few  cases  as  possible.  But  because  of  .the  more  indefinite  limits 
of  mental  deficiency  and  the  doubt  and  misunderstanding  which  exist  among 
the  public  concerning  its  nature  and  treatment,  we  think  that  in  this  field 
additional  safeguards  should  be  provided. 

13.  We  believe  that  both  for  mental  disorder  and  for  mental  deficiency  mere 
amendment  and  consolidation  would  not  adequately  meet  present  needs,  and  we 
recommend  that  a new  comprehensive  Mental  Health  Act,  covering  the  whole 
psychiatric  field,  should  take  the  place  of  existing  legislation.  We  give  our 
recommendations  for  mental  disorder  .and  mental  deficiency  separately  as  Parts  1 
and  2 of  this  memorandum. 

14.  Much  attention  has  recently  been  given  to  the  problems  presented  by  persons 
suffering  from  forms  of  mental  abnormality,  not  generally  recognised  as.  either 
certifiable  mental  disorder  or  as  mental  deficiency,  but  which  nevertheless  affect  their 
behaviour  so  as  to  render  them  delinquent  or  otherwise  anti-social.  _ Such  persons 
are  now  commonly  known  as  “ psychopaths  ”.  Where  the  condition  is  severe, 
some  measure  of  control  is  required  for  the  protection  of  others,  and  all  possible 
treatment  should  be  given.  We  have  included  proposals  for  dealing  with  this  type 
of  patient  in  Part  3. 

15.  Much  thought  has  also  been  given  to  the  special  problems  of  mental  decay 
and  other  forms  of  mental  disorder  occurring  in  old  age.  We  have  discussed  this 
subject  in  Part  1,  as  in  general  we  believe  that  these  problems  can  be  solved  by 
suitable  arrangements  within  the  framework  of  the  general  and  mental  health 
services,  rather  than  by  special  legislation. 

16.  Throughout  we  have  tried  to  simplify  the  present  law  and  to  frame  proposals 
which  are  practicable  in  present  circumstances  and  which  we  hope  will  be  acceptable 
to  public  opinion.  We  believe  that  any  future  legislation  should  be  flexible  enough 
to  mieet  the  needs  of  a great  variety  of  individual  sufferers,  and  to  encourage  a 
right  therapeutic  relationship  between  them  and  those  who  minister  to  their  care 
and  treatment. 

30474  A2 
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PART  1 

MENTAL  DISORDER 


Treatment  in  the  community 

17.  The  organisation  of  psychiatric  out-patient  clinics  is  the  responsibility  of 
Regional  Hospital  Boards,  and  such  clinics  now  exist  at  a large  number  of  centres. 
There  are  still  many  districts,  however,  where  the  distance  from  the  nearest  clinic 
is  too  great  for  its  rise  except  as  a diagnostic  centre.  The  limitation  of  medical 
staffs  and  of  psychiatric  social  workers  makes  further  expansion  difficult  at  present. 
This  applies  also  to  domiciliary  services ; where  these  have  been  effectively  developed 
the  demands  for  admission  to  hospital  have  been  considerably  reduced. 

18.  Recently  new  forms  of  community  care  have  been  provided  in  the  form  of 
therapeutic  social  clubs  ; and  in  a few  places  there  are  day  hospitals,  where  various 
forms  of  treatment  can  be  given  without  the  need  for  admission  as  an  in-patient. 

19.  Local  health  authorities  are  responsible  for  taking  measures  for  the 
prevention  of  mental  illness,  for  the  care  of  patients  otherwise  than  in  hospital, 
and  for  their  after-care  on  discharge  from  hospital.  Clearly,  however,  the  medical 
■and  social  services  .provided  from  the  hospital  must  be  an  integral  part  of  such 
care  and  after-care.  In  the  case  of  patients  leaving  hospital  it  is  most  undesirable 
that  there  should  be  any  break  in  the  continuity  of  treatment  and  support  during 
the  period  of  readjustment  to  normal  life.  Close  co-operation  between  the  local 
authority  and  the  hospitals  is  therefore  essential  in  the  patients’  best  interests.  The 
degree  to  which  this  now  exists  varies  very  greatly  in  different  areas  ; we  refer  to 
this  matter  again  under  the  heading  of  “ Mental  Welfare  Officers  ”.  We  recommend 
that  the  principle  of  co-ordination  should  be  expressly  recognised  in  future  legis- ' 
lation,  and  that  the  authorities  concerned  should  be  encouraged  to  pool  the  staffs 
needed  for  the  purpose,  by  way  of  joint  appointments  or  secondment. 

20.  The  work  of  the  Mental  After  Care  Association  should  be  supported,  so  that 
its  activities  can  be  extended  to  parts  of  the  country  where  it  cannot  operate  at 
present,  and  similar  work  should  be  undertaken  directly  by  local  authorities.  There 
is  a need  for  the  establishment,  in  large  centres  of  population,  of  hostels  fc* 
patients  capable  of  normal  self-supporting  occupation,  but  who  have  no  families 
and  for  whom  ordinary  lodgings  are  unsuitable. 

In-patient  treatment  outside  the  Mental  Treatment  Ads 

21.  Treatment  outside  the  Mental  Treatment  Acts  is  provided  at  a number  of 
special  units  which  are  part  of  or  connected  with  general  hospitals,  and  in  certain 
other  special  hospitals.  Such  are,  for  instance,  the  psychiatric  unit  of  St.  Thomas’s 
Hospital;  Woodside  Hospital,  which  is  part  of  the  Middlesex  Hospital  group; 
Belmont  Hospital ; the  Cassel  Hospital,  and  the  Park  Hospital  at  Oxford.  These 
deal  entirely  with  cases  of  .neurosis  or  of  early  or  mild  psychotic  disorder ; they 
are  not  subject  to  inspection  by  the  Board  of  Control,  and  admission  is  without 
any  kind  of  formality. 

22.  We  regard  the  establishment  of  these  special  units  and  hospitals  as  a welcome 
development,  which  we  should  like  to'  see  extended,  especially  at  university  centres. 
In  present  circumstances,  however,  some  caution  is  needed  to  ensure  that  such 
special  units  do  not  absorb  an  undue  proportion  of  available  resources  in  money 
■and  in  medical  and  nursing  man-power,  to  the  detriment  of  the  mental  hospitals 
where  the  bulk  of  psychiatric  in-patient  work  must  continue  to  be  carried  out. 

In-patient  treatment  under  the  Mental  Treatment  Acts— Admission  of  patients 

A.  Voluntary  patients 

23  The  admission  of  patients  to  mental  hospitals  on  a voluntary  basis  has 
been  an  unqualified  success,  and  the  majority— in  some  hospitals  the  great  majority 
—of  patients  are  now  admitted  in  this  way. 

24  In  the  last  few  years  it  has  been  suggested  that  the  necessity  for  making  a 
written  application,  and  the  requirement  that  72  hours’  notice  of  departure  should 
be  given  act  as  deterrents  to  admission,  and,  experimentally,  arrangements  have 
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been  made  for  the  admission  of  a certain  number  of  “ informal  ” patients.  This 
has  been  done  toy  declaring  some  detached  part  or  unit  to  be  a separate  hospital 
outside  the  Mental  Treatment  Acts. 

25  This  scheme  appears  to  toe  logical  and  unexceptionable  when  the  building  so 
used' is  genuinely  separate  from  the  main  hospital  and  was  designed  and  provided 
for  the  reception  of  cases  of  the  type  envisaged.  It  may,  however,  be  detrimental 
if  the  building  is  one  which  was  meant  to.  toe  an  integral  part  of  the  hospital,  e.g., 
an  admission  unit  equipped  with  facilities  which  were  meant  to  be  shared  by  the 
whole  hospital.  It  appears,  moreover,  that  in  such  cases  legal  subterfuges  have 
been  used,  e.ig„  granting  patients  in  the  main  hospital  leave  “ on  trial  ” to  enable 
them  to  go  to  the  “ informal  ” division  for  special  treatment.  To  overcome  these 
drawbacks  it  has  been  suggested  that  the  laiw  should  allow  of  “ informal  ” patients 
being  admitted  to  any  part  of  the  mental  hospital ; or  alternatively,  that  all 
voluntary  admissions  should  be  without  formality. 

26  We  have  come  to  the  conclusion  that  it  would  toe  invidious  for  there  to  be 
two  categories  of  voluntary  patients  within  the  hospital.  In  general,  we  favour 
the  abolition  of  all  formalities  for  the  admission  of  adult  voluntary  patients  ; we 
recognise,  however,  that  this  possibility  depends  on  whether  discharge  formalities 
can  also  ’be  dispensed  with.  Undoubtedly,  the  deterrent  effects  of  the  need  for  a 
written  application  have  'been  increased  toy  the  use  of  over-elaborate  and  clumsily 
worded  forms,  and  therefore  we  would  strongly  advise  that,  if  the  present  require- 
ments are  retained,  any  form  used  should  be  of  the  simplest  kind  containing  only 
the  barest  words  indicating  the  patient’s  wish  to-  enter  the  hospital.  Patients  unde! 
the  age  of  16  should  continue  to  be  admitted  as  at  present. 

V We  believe  that  no  useful  purpose  is  served  by  sending  notifications  of  adult 
admissions  to  the  Board  of  Control,  and  we  recommend  that  this  requirement 
should  toe  abolished. 


27a  We  recommend  also  that  the  reference  in  Section  1 of  the  1930  Act  to 
the  admission  being  “for  mental  illness”,  should  toe  deleted,  so  as  to  remove  any 
doubt  as  to  'the  propriety  of  admitting  cases  not  generally  labelled  ‘ mental  , e.g., 
cases  of  neurosis  or  psychopathy,  of  organic  brain  disease  or  of  'bodily  illness 
thought  to  be  of  psychological  origin. 

28  Section  1 of  the  Mental  Treatment  Act  lays  down  that  a voluntary  patient 

shall  give  72  hours’  notice  of  his  intention  to.  leave.  It  has,  'however,  been  held 
that  in  fact  there  is  no  legal  sanction  for  detaining  the  patient  during  this  time. 
We  have  considered  whether  it  would  'be  better  to  dispense  altogether  with  this 
requirement.  The  experience  of  hospitals  and  units  working  outside  the  Acts 
seems  to  show  that  it  is  possible  to  deal  with  emergencies  even  in  the  absence 
of  any  statutory  period  of  notice.  If  the  mental  hospital  is  designated  for  emergency 
admissions  under  the  procedure  proposed  in  a later  section,  it  should  be  easy  to 
deal  speedily  with  cases  where  it  would  toe  unsafe  for  the  patient  to  be  at  large. 
On  the  other  hand,  there  are  many  cases  where  emergency  action  would  hard  y be 
justified,  but  where  delay  is  desirable  in  order  that  the  relatives  may  be  sent  f°r, 
or  merely  to  enable  the  patient  to  change  his  mind.  Total  abolition  of  the  statutory 
notice  would  certainly  help  to  remove  any  feelings  of  constraint  m the  minds or 
voluntary  patients,  and  on  the  whole  we  would  .prefer  that  the  patient  s discharg  , 
like  his  admission,  should  be  free  from  formality.  If  the  statutory  notice  is  retained, 
it  should  be  dearly  stated  that  a patient  who  expresses  and  maintains uhis  intention 
ito  leave  should  be  discharged  within  a specified  time  even  if  he  does  not  give 
written  notice.  . 

29  On  the  other  hand,  we  should  like  to  see  a reconsideration  of  Section  - (3) 
of  the  Mental  Treatment  Act,  which  forbids  the  retention  as  a voluntary  patient 
of  one  who  becomes  incapable  of  expressing  himself  as  willing  01  unwilling  to 
receive  treatment.  We  have  in  mind  especially  the  numerous  patients  who  in .the 
course  of  their  stay  in  the  mental  hospital  are  overtaken  by  senility  or  by  deteriora- 
tion due  to  organic  disease,  so  that  their  last  months  or  years  are  spent  m a state  of 
mental  decay.  In  such  cases,  to  insist  on  a change  of  status  is  to  inflict  ha[dship 
on  the  patient  and  his  family,  and  we  think  that  the  doctrine  of  the  coMin  ui ig 
will  ” ought  to  be  applied.  A safeguard  might  be  introduced  here  by  laying  down 

30474 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


270 


ROYAL  commission  on  mental  illness  and  mental  deficiency 


B in^^the'tfme  of  the  previous  Royal  Commission,  various  proposals  were  put 
forward,  by  ‘“8  ^“0“  a^enSy  agreed  th°at  the  Mlprooetee  oTXtiflca- 
timXoul°dnbe  SS^taV  l£  ..sort  Tbe  Co— n 

» provisional  order  no  g*  “ ‘^3^  this  order  should  be 
volition.  Not  Without  reiuctanL  y however,  made  provision  for 

ta^^tfon  of^a  dtapS^ 

W1i*i'  Tt  is  well  known  that  Section  5 has  not  been  used  to  the  extent  that  was 
, 3 aIV3rtiTLcause  of  its  limited  application,  hut  mainly  because  there  was  no 

areas  as  the  simpler  and  cheaper  procedure.  „ . , 

„ LrnWpver  the  twenty-three  years’  experience  of  _ the  working  of  Section  5 

Sioi  20  ofto  LtSacy  Act.  Neither  provision  has  given  rise  to  criticism  or  to 
complaints  of  improper  detention.  ..... 

as  On  the  other  hand,  there  is  ample  evidence  that  judicial  intervention  is  no 

condition.  Undoubtedly  such  certifications  still  continue.  . 

•34  Wp  believe  that  the  time  has  come  to  extend  to  all  .patients  admitted  to  mental 

ta  te ^normal  method  of  admission  for  patients  other  than  voluntary  ones  and 
apart  from  the  emergency  procedure  mentioned  later. 

7c  The  application  should  be  made,  as  now,  by  a relative,  or  by  the  mental 
if"  -ffip-r  nf  thp  local  authority  and  there  should  be  two  medical  recommenda- 

^ual  medical  attendant,  and  the  other 

by  a specially  approved  practitioner. 

36  Approval  for  this  purpose  should  be  given  only  to  practitioners  who  possess 
special  cmaiifications  in  psychiatry,  or  have  at  least  had  psychiatric  experience.  In 
the  caseQof  a patient  to  be  admitted  to  a public  mental  hospital  s should  be  per- 
missible for  the  second  recommendation  to  be  given  by  a medical  oiheer  of  the 
hospital  itself.  In  many  instances,  in  fact,  this  is  highly  desirable.  Personal  con^ct 
with  prospective  patients  leads,  wherever  it  is  already  practised,  to  a more  judicious 
selection  of  cases  and  the  diversion  of  many  to  voluntary  admission  or  to  out- 
patient  or  domiciliary  treatment.  In  areas  where  recommendations  are  made  by 
medical  officers  of  observation  units  in  general  hospitals,  they  should  work  m close 
touch  with  the  mental  hospital  to  secure  the  same  result. 

37  In  order  to  ensure  that  the  highest  possible  number  of  -recoverable > cases  should 
receive  the  whole  of  their  treatment  under  this  section, > we  recommend  that  the 
neriod  of  detention  should  be  up  to  one  year  in  the  first  instance,  and  that  Ml  cases 
where  recovery  is  expected,  this  period  should  be  extendable  by  MoiuTthn 

of  six  months  on  the  authority  of  the  Board  of  Control.  In  view  of  the  right  now 
possessed  by  the  appropriate  relatives  to  order  a patients  discharge  at any  time, 
ft  seems  unnecessary  for  the  application  for  extension  to  be  made  by  them  or  by 
a mental  welfare  officer,  and  we  propose  that  it  should  be  made  by  the  Medical 
Superintendent  after  notice  to  the  appropriate  relative. 
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38.  Since  “ temporary  ” admission  would,  under  our  proposals,  be  the  rule 
and  no  longer  the  exception,  we  do  not  think  that  the  special  provision  under  Section 
5 (9)  and  (10)  of  the  Mental  Treatment  Act  for  visitation  and  examination  by  two 
members  of  the  Hospital  Management  Committee  is  necessary  or  desirable. 

39.  We  have  considered  whether  any  additional  safeguards  ought  to  be  provided 
to  compensate  for  the  abolition  of  the  magistrate’s  order  for  all  initial  admissions. 
In  our  view,  the  patient’s  greatest  safeguard  lies  in  the  integrity  and  skill  of  the 
medical  and  ancillary  professions.  We  have  moreover  proposed  the  substitution 
of  two  medical  recommendations  for  the  present  single  certificate.  A further  safe- 
guard now  exists  in  the  relatives’  power  of  discharge.  Nevertheless  we  think  it 
reasonable  that  an  unwilling  patient  should  have  better  opportunities  of  stating 
his  objections  and  it  may  be  of  securing  a reconsideration  of  his  case. 

40.  We  propose,  therefore,  in  the  first  place  that  the  Board  of  Control  should  be 
strengthened  so  as  'to  make  possible  a personal  visitation  of  any  case  in  which 
they  may  feel  doubts  as  to  the  propriety  of  the  patient’s  detention,  or  where  letters 
received  from  the  patient  appear  to  show  a reasonable  cause  for  inquiry. 

41.  Secondly,  we  propose  that  all  patients  admitted  under  this  section  should  be 
given  the  right  of  an  interview  with  a magistrate  unconnected  with  the  management 
of  the  hospital.  The  patient  should  be  informed  of  this  right,  and  of  his  right  of 
correspondence,  by  means  of  a printed  statement ; this,  however,  should  not  have 
the  appearance  of  a formal  document  but  should  be  incorporated  in  a leaflet  or 
brochure  giving  general  information  about  the  hospital.  After  interviewing  the 
patient,  the  magistrate  would  either  endorse  the  application  form,  or  else  make 
a recommendation  for  discharge  to  the  Hospital  Management  Committee. 


C.  Patients  under  judicial  order 

42.  As  already  stated,  we  recommend  that  the  judicial  reception  order  should  be 
used  only  for  those  who  can  no  longer  be  retained  as  temporary  patients,  either 
at  the  end  of  12  months,  or  during  the  second  year  where  recovery  seems  unlikely ; 
or  at  the  end  of  two  years  in  any  case  where  further  detention  is  necessary.  It 
should  therefore,  be  permissible  to  apply  for  an  order  from  a convenient  date 
a short  time  before  the  expiry  of  the  first  year— say  a fortnight— or  at  any  subsequent 
time  up  to  the  end  of  the  two  years. 

43  We  propose  that  the  order  should  be  made  by  a specially  appointed  magistrate 
unconnected  with  the  management  of  the  hospital  on  the  application  of  a relative, 
or  of  a mental  welfare  officer  after  giving  notice  to  the  appropriate  relative.  There 
should  be  two  medical  recommendations,  of  which  one  should  be  by  a practmoner 
specially  approved  (as  in  the  previous  section) ; , in  the  case  of  a public  mental 
hospital,  he  should  preferably  be  one  of  the  hospital  staff. 

44  We  think  that  the  opportunity  should  be  taken  to  make  changes  in  the 
terminology  used,  which  we  believe  would  go  far  towards  removmg  the  so-caUed 
“ stigma  ” attached  to  the  judicial  order.  This  is  largely  bound  up  with  use  of 
the  words  “certification”  and  “certified  patient”,  which  to  many  of  the  public 
suggest  however  wrongly,  the  irrecovarability  of  the  patient  and  his  permanen 
incarceration  ’ The  term  “person  of  unsound  mind”  is  also  objectionable  * tang 

conclusion  should  be  stated.  To  designate  the  P^«ntsi  state  toe  wo^  t„ 

should  be  replaced  by  some  innocuous  term,  such  as  rec  p P 

45.  We  recommend  that  judicial  reception  reporlfand 

at  the  end  of  a year,  and jhoul  ® the7 patient  will  already  have  been 

certificates  sent  to  the  Boaid  of  Control  P _rescr;bed  intervals  might 

in  hospital  for  at  least  a year  before  the  order ^ the  f "he  first,  third.  fifth, 

be  altered  so  that  the  report  would  be  required  at  the  end  or  me 
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seventh  and  tenth  year  after  the  making  of  the  order  and  thereafter  at  five-yearly 
intervals  The  wording  of  the  certificate  should  he  altered  to  correspond  with  the 
new  terminology  of  the  order  ; and  as  the  patient  maybe  on  leave  at  the  time  the 
report  is  made,  we  suggest  that  the  certificate  should  be  worded  as  follows,  that 
the  patient  is  still  suffering  from  mental  illness  and  is  not  yet  fit  to  be  dischaiged 
from  his  present  status  In  order  to  assist,  the  scrutinising  Commissioner  we 
suggest  that  the  report,  in  addition  to  describing  the  patient  s present  condition, 
should  give  a brief  account  of  his  progress  since  the  last  report  was  sent. 


D.  Emergency  admissions 

46  Many  cases  arise  in  which  it  is  necessary  that  the  patient  should  be  removed 
to  hospital  immediately.  Under  the  existing  law  there  are  a number  of  different 
procedures  for  this.  Some  of  these  are  little  used,  and  the  ones  to  be  considered 
are  principally  the  three-day  order  enabling  a patient  to  be  admitted  lor  observation 
to  a specially-designated  hospital  (Lunacy  Act,  Section  20  as  amended  m l 946),  and 
the  urgency  order  for  the  admission  of  a patient  to  a mental  hospital  (Section  11). 
Section  11  originally  applied  to  private  patenits  only,  'but  since  1930  has  been 
available  to  all  patients.  Section  20  originally  applied  to  “ pauper  ” patients,  and 
•the  places  to  which  they  could  be  .removed  were  the  workhouses,  later  superseded 
by  local  authority  hospitals.  Since  1948,  however,  mental  hospitals  or  parts  of 
•mental  hospitals  have  also  been  designated  under  this  Section.  Apart  from  local 
difficulties,  this  has  worked  well,  and  we  approve  of  the  arrangement  generally. 
There  appears  now  to  be  no  essential  difference  of  purpose  between  the  Section  1 1 
and  the  Section  20  procedure,  and  we  consider  that  there  should  be  a single 
unified  procedure  for  emergency  admissions. 

47.  We  recommend  that  the  mental  welfare  officer  should  have  power  to  remove 
any  patient  in  need  of  immediate  care  to  a hospital  designated  for  the  purpose, 
either  a general  or  a mental  hospital.  The  order  would  cover  three  days,  and 
would  be  extendable  to  twenty-one  days  on  an  order  signed  by  the  Medical 
Superintendent  of  the  mental  hospital  or  medical  officer  in  charge  of  the  observation 
unit. 

48.  We  refer  later  to  the  position  of  mental  welfare  officers,  and  to  the  arrange- 
ments which,  on  their  own  initiative,  ane  being  made  for  establishing  a recognised 
course  of  training  for  entrants  to  this  service.  Assuming  that  such  training  will 
become  general,  we  think  that  mental  welfare  officers  may  properly  be  entrusted 
with  these  powers,  and  that  there  is  no  need  to  require  that  their  action  should  be 
supported  by  a medical  recommendation,  although  in  many  cases  they  will  act 
on  information  from  a medical  practitioner. 

49.  We  believe,  however,  that  there  are  cases  in  which  the  patient’s  family 
are  unwilling  to  call  in  an  officer  of  the  local  authority,  and  would  prefer  to  deal 
directly  with  the  hospital.  We  recommend,  therefore,  that  the  same  power  to 
make  a three-day  order  should  be  allowed  to  an  appropriate  relative  or  friend, 
who  in  this  case  should  be  supported  by  a medical  recommendation,  to  be  given 
by  any  medical  practitioner. 

50.  We  contemplate  that  in  general  all  mental  hospitals  (including  registered 
hospitals  operating  outside  the  National  Health  Service)  would  be  designated,  but 
there  should  be  power  to  restrict  the  designation  in  particular  cases  at  the  request 
of  the  hospital  to  meet,  for  instance,  the  needs  of  small  hospitals,  or  of  those 
set  aside  for  special  categories  of  patients. 

51.  These  provisions  would  make  possible  a limited  period  of  observation  under 
competent  psychiatric  care  of  patients  in  whose  case  a considered  decision  as  to 
disposal  cannot  otherwise  be  reached.  We  summarise  here  some  of  the  methods 
of  disposal  which  are  now  available  or  would  be  made  available  under  our 
proposals:  — 

(1)  Discharge  home,  as  not  in  need  of  further  treatment,  or  after  successful 
emergency  treatment.  Referred,  if  necessary,  to  the  patient’s  own  medical 
attendant,  or  to  an  out-patient  clinic,  or  to  the  after-care  service  of  the 
local  authority. 

(2)  Admission  to  a general  hospital  for  treatment  of  bodily  illness. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  MEDICO-PSYCHOLOGICAL  ASSOCIATION 


273 


(3)  Admission  to  a geriatric  unit. 

(4)  Admission  to  a special  neurosis  hospital,  or  to  a psychiatric  unit  of  a 

general  hospital. 

(5)  Admission  to  the  mental  hospital  as  :a  voluntary  or  temporary  patient. 

(6)  Admission  to  a convalescent  home. 

We  recommend  that,  where  an  observation  unit  is  provided  as  part  of  a general 
hospital,  its  use  should  not  necessarily  be  restricted  to  cases  under  order.  It  should 
be  permissible  to  admit  for  observation  without  formality  suitable  patients  who 
present  themselves  voluntarily,  for  instance  patients  who  have  made  a previous 
recovery  in  the  unit  and  who  seek  assistance  there  at  the  onset  of  a relapse. 


E.  Priority 

52.  At  present,  certified  admissions  have  absolute  priority  over  voluntary 
admissions,  since  the  magistrate's  order  is  a direction  and  not  merely  an  authority 
to  receive.  Consequently,  under  conditions  of  overcrowding,  it  has  often  been 
necessary  for  mental  hospitals  to  close  their  doors  to  voluntary  patients,  sometimes 
for  long  periods,  although  in  fact  a number  of  these  may  have  been  more  urgently 
in  need  of  care  than  other  patients  sent  under  order.  Further,  patients  have 
been  unnecessarily  certified  in  order  to  secure  their  admission.  We  recommend 
that  in  future  all  admissions  should  he  put  on  an  equal  footing,  the  Medical 
Superintendent  being  given  the  same  discretion  to  decide  on  priority  as  is  now 
enjoyed  by  the  admitting  officers  of  general  hospitals. 


Mental  welfare  officers 

53.  The  duties  in  connection  with  mental  treatment  formerly  carried  out  by 
relieving  officers  were,  by  the  National  Health  Service  Act,  1946,  transferred  to 
officers  of  the  local  authority.  This  was  done  by  substituting  the  words  “duly 
authorised  officer”  for  “relieving  officer”  wherever  they  occurred  in  the  Acts;  but 
no  precise  instructions  were  given  to  local  authorities  as  to  the  appointment,  qualifica- 
tions and  duties  of  these  officers.  Local  authorities  were  left  free  to  “ authorise  ” 
officers  belonging  to  any  of  the  .recognised  professions,  or  specially  recruited,  and 
to  require  them  to  'be  engaged  wholly  in  statutory  duties  under  the  Acts  or  to 
participate  in  other  form  of  mental  health  work. 

54.  There  has  since  grown  up  a movement  among  the  duly  authorised  officers 
and  other  mental  health  workers  to  organise  themselves  into  a professional  body 
under  the  name  of  “ mental  welfare  officers  ”.  This  term  has,  therefore,  been 
used  throughout  this  memorandum. 

The  Association  has  recently  conferred  with  the  Society  of  Mental  Welfare 
Officers  with  a view  to  establishing  a national  system  of  training  for  such  enters, 
and  it  is  intended  to  pursue  the  matter  jointly  with  the  Society  of  Medical  Officers 
of  Health. 

55  The  need  for  such,  a national  scheme  is  apparent  from  the  widely  divergent 
views  taken  by  local  authorities  of  the  functions  of  mental  welfare  officers.  In 
many  areas  there  is  close  co-ordination  between  the  local  authority  and  ffie 
hospitals  • here  the  mental  welfare  officers  co-operate  with  the  medical  staff  of  the 
mental  hospitals  and  'with  their  psychiatric  social  workers  at  out-patient  climes, 
in  the  patients’  homes  and  at  the  hospitals  themselves  as  part  of  a comprehensive 
mental  health  service.  Elsewhere,  a much  narrower  view  prevails  ; duly  authorised 
officers  are  restricted  to  carrying  out  their  statutory  duties  under  the  Acts  and  are 
largely  out  of  touch  with  the  services  provided  by  the  hospitals. 

We  are  glad  to  know  that  the  Society  of  Mental  Welfare  Officers  “dorses  the 
wider  conception  of  this  work,  and  in  framing  our  recommendations  regarding  the 
SsTSeSs  we  have  assumed  that  this  conception  will  prevail  everywhere 

56  We  suggest  that  practical  recognition  should  be  given  to  this  principle  of 
colordffiation  fy  recogufsing  the  mental  welfare  officer’s  right  to  obtain  specialist 
advice  in  conjunction  where  practicable  with  the  patient s general  practitioner, 
ffiis  wotUd  be  done  either  by  referring  a patient  to  a suitable  out-patient  clinic 

: [o  Which  he  should  be  conveyed  if  necessary,  or  by  arranging  for  a domiciliary  visit 
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bv  a psychiatric  specialist.  Conversely,  the  mental  welfare  officer  should  be  required, 
whe/Sng  oa  the  action  to  be  taken,  to  have  regard  to  the  opinion  and  advice 
which  a psychiatric  specialist  may  have  given. 


Protection  of  persons  exercising  duties 

57.  The  provisions  of  Section  16  of  the  Mental  Treatment  Act  1930  have  been 
generally  effective  in  protecting  medical  practitioners  and  mental  welfare  officers 
against  unfounded  litigation.  Nevertheless,  it  would  seem  that  the  section  ought 
to  be  amended  to  include  certain  persons  not  now  covered.  Such  are  medical 
practitioners  and  psychiatric  social  workers  who  may  give  information  to  a mental 
welfare  officer  UDon  which  the  latter  takes  action  ; or  psychiatric  specialists  acting 
as  consultants  to  observation  units  in  general  hospitals,  who  may  give  advice  but 
do- not  themselves  write  certificates  or  recommendations.  Such  persons  might  be 
held  not  to  be  doing  “ anything  with  a view  to  signing  or  carrying  out  an  order, 
etc  ” or  “ anything  in  pursuance  of  the  Acts  ”,  and  therefore  not  to  be  protected. 
We  recommend  that  protection  should  be  extended  to  all  persons  giving  advice  or 
information  in  a professional  capacity  in  connection  with  procedure  under  the  Acts. 


Discharge  of  patients 

4.  Voluntary  patients 

58.  As  already  explained,  we  are  recommending  that  a voluntary  patient  should 
be  able  to  leave  without  having  to  give  notice.  If,  however,  the  requirement  that 
notice  shall  be  given  is  retained,  it  should  be  made  clear  that  this  may  be  waived 
and  the  patient  allowed  to  depart  immediately,  and  on  verbal  request  only,  ll:  the 
Medical  Superintendent  does  not  consider  this  detrimental.  The  Medical  Supenn- 
tendent  should  retain  his  present  powers  of  discharging  a patient 


on  his  own 


initiative. 

59.  We  do  not  recommend  any  change  in  the  procedure  for  the  discharge  of 
patients  under  16  years  of  age. 

60.  If  our  proposal  that  a patient  should  he  allowed  to  retain  his  voluntary  status, 
notwithstanding  his  loss  of  volition,  is  adopted,  then  special  provision  should  he 
made  to  give  a power  of  discharge  in  such  cases  to  the  appropriate  relative.  This 
power  should  be  exercised  in  the  same  way  as  in  the  case  of  temporary  patients  or 
patients  under  order. 


B.  Temporary  and  reception  order  patients 

Discharge  by  the  hospital  authorities 

61.  Under  the  present  law,  discharge  may  be  ordered  'by  two  members  of  the 
Hospital  Management  Committee  on  the  advice  of  the  Medical  Superintendent. 
We  do  not  think  that  this  procedure  accords  well  with  the  conception  of  the  mental 
hospital  as  primarily  a place  of  treatment  and  cure.  Since,  throughout  his  stay,  it 
will  have  been  emphasised  to  the  patient  that  his  detention  is  necessary  to  his 
welfare  and  will  be  terminated  as  soon  as  his  state  of  health  allows,  it  follows  that 
the  Medical  Superintendent  should  be  able  to  carry  out  this  promise  personally. 
Moreover,  we  think  it  undesirable  that  a patient  should  be  required  to  appear  before 
a lay  committee  whose  members  cannot  be  expected  to  know  how  -best  to  discuss 
his  case  with  him.  We  recommend  therefore  that  the  Medical  Superintendent  should 
have  the  power  to  discharge  a patient  of  his  own  authority. 

62.  We  think  that  the  provision  by  which  three  members  of  the  Committee  may 
order  a patient’s  discharge  without  the  Medical  Superintendent’s  advice  should  be 
retained  as  being  an  established  safeguard  which  may  be  of  value  in  special  cases. 

63.  We  do  not  think  that  there  is  need  for  any  difference  in  procedure  according 
to  whether  the  patient  has  recovered  or  not. 

Discharge  by  order  of  relatives 

64.  Previous  to  1948  the  power  of  ordering  discharge  was  possessed  by  relatives 
of  private  patients  only,  but  by  the  National  Health  Service  Act  this  power  was 
extended  to  the  “ appropriate  relative  ” of  every  patient.  On  the  whole  the  change 
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has  been  found  beneficial ; it  renders  discharge  procedure  more  flexible,  and  has 
made  for  increased  confidence  in  the  hospital  on  the  start  of  the  patients’  families. 
In  framing  our  proposals,  we  have  assumed  that  the  system  will  be  continued.  On 
the  other  hand  the  use  of  this  power  unwisely  may  result  in  premature  discharge 
with  consequent  harm  to  the  patient,  and  no  protection  is  given  to  the  patient 
against  a relative  who  may  -be  ill-disposed  towards  him  or  at  least  unable  to  give 
him  proper  care. 

65.  We  have  considered  whether  any  such  protection  ought  to  be  given,  for 
instance,  by  extending  the  grounds  on  which  a barring  certificate  can  be  issued,  as 
has  been  done  in  Northern  Ireland.  The  present  barring  certificate  refers  only 
to  a patient  who  is  “dangerous  and  unfit  to  be  at  large”,  and  though  this  is 
generally  interpreted  as  including  a patient  who  is  dangerous  to  himself  by  reason 
of  suicidal  tendencies,  it  would  seem  that  the  clause  had  regard  more  to  risks  to 
the  public  than  to  the  patient’s  interests.  We  think  that  the  wording  here  should 
be  altered  to  provide  for  danger  to,  as  well  as  danger  from  the  patient,  such  as 
danger  arising  from  neglect  or  cruelty,  and  we  recommend  that  the  Medical  Super- 
intendent should  be  able  to  issue  a barring  certificate,  on  the  same  terms  as  at 
present,  if  he  can  state  that  in  his  opinion  “ the  patient’s  discharge  will  lead  to 
danger  to  himself  or  others”.  The  relative  should  have  a right  of  appeal  to  the 
Hospital  Management  Committee,  and  from  them  to  the  Board  of  Control. 

66.  We  think  also  that  the  definition  of  the  “ appropriate  relative  ” needs  revision. 
It  would  appear  that  at  present,  in  the  absence  of  a spouse  or  parent,  an  unreason- 
able wish  to  order  discharge  on  the  part  of  one  of  the  relatives  must  prevail  against 
'the  unanimous  opinion  of  all  the  others.  It  seems  also  that  the  relatives’  power 
of  discharge  will  need  to  be  limited  in  the  case  of  patients  received  under  Section  30 
of  the  Magistrates’  Courts  Act,  1952,  since  its  exercise  might  make  the  magistrate’s 
order  of  no  effect. 

67.  The  present  provision  of  Section  79  of  the  Lunacy  Act,  by  which  any  relative 
or  friend  (apart  from  the  “ appropriate  relative  ”)  may  apply  to  the  Committee 
for  the  patient’s  discharge,  should  be  retained,  the  wording  of  the  undertaking  being 
altered  to  accord  with  changed  conditions. 


Discharge  to  the  care  of  the  local  authority 

68  .Previous  to  1948  the  Poor  Law  authority  had  a duty  to  remove  and  maintain 
any  patient  who  on  discharge  from  a mental  hospital  might  otherwise  have  been 
homeless.  There  is  now  no  such  duty  on  the  part  of  the  local  health  authority; 
the  hospital  can  only  notify  with  the  object  of  enlisting  the  authority  s 'help  We 
think  it  wrong  that  any  patient  should  be  retained  in  hospital  solely  because  there 
is  nowhere  for  him  to  go,  and  we  recommend  that  local  authorities  should  be 
required  to  admit  such  patients  to  appropriate  accommodation  under  Part  ill  ot  the 
National  Assistance  Act. 


Leave  of  absence 

69.  Different  provisions  apply  to  the  grant  of  leave  of  absence  to  patients,  ^ccord- 
inc  to  whether  they  are  private  padents  in  registered  hospitals  or  licensed  houses, 
S patiMts -of  any  class  in  public  mental  hospitals  Apart  from  short  leave  of  up 
To  four  days,  the  former  patients  can  be  given  longer  leave  on  trial  or  for  the 
nf  their  health  • the  latter  may  be  granted  leave  on  trial  only.  In  registered 
“ eg  ven  by  the  “'Manager  ” <i.e„  the  Medical  Superintendent)  wife 

the  concurrence  of  two  members  of  the  Committee.;  in  public  mental  hospitals,  by 
two  (members  on  the  advice  of  the  Medical  Superintendent. 

70  We  think  that  these  anomalies  should  be  removed,  since,  among  other  reasons, 
paSnh  of  all  classes  may.  from  time  to  ‘.me  be  in  need  of  treatment  which  is 
best  given  or  can  only  be  given  outside  the  mental  hospita  . 

n\  Wr,  i-v-iiow*  that  there  is  no  need  for  any  distinction  between  the  different 

SSSsHHSSS 

ManagemeiU  CoZiS  ThUh  t^olved,  unless  there  is  a need  for  monetary 
assistance.  a 4 

30474 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


276 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


72.  We  recommend  that  the  Medical  Superintendent  should  have  power  to  grant 
any  patient  leave  of  absence  and  to  terminate  this  at  his  discretion.  The  grant 
of  leave  should  be  for  a specified  period  of  up  to  three  months,  renewable  within 
the  statutory  time  limits  in  the  case  of  a temporary  patient,  and  indefinitely  in  the 
case  of  a reception  order  patient,  provided  the  order  itself  is  renewed  as  recom- 
mended above. 

73.  It  is  often  necessary  to  send  a patient  for  a short  period  to  another  mental 
hospital  to  enable  some  special  investigation  or  treatment  to  be  carried  out.  At 
present  this  is  done  by  way  of  formal  transfer,  involving  special  transfer  orders, 
and  the  full  admission  procedure,  including  the  sending  of  notices  and  reports  to 
the  Board  of  Control,  has  to  be  gone  through  twice  over.  We  recommend  that 
it  should  be  made  possible  to  effect  such  temporary  transfers  by  a grant  of  leave 
of  absence  from  the  sending  hospital  and  without  any  formality  on  the  part  of 
the  receiving  hospital. 

74.  There  is  at  present  no  provision  for  the  grant  of  leave  of  absence  to  a voluntary 
patient,  it  being  .assumed  that  where  leave  is  desired  the  patient  will  discharge 
himself  and  later  apply  for  readmission.  This  involves  unnecessary  work  in  com- 
pleting forms,  making  out  new  case-papers,  etc.,  and  moreover  the  procedure  generally 
is  disliked  by  the  patients  themselves.  We  recommend  that  voluntary  patients  should 
be  allowed  leave  in  the  same  way  as  others. 

75.  It  is  our  hope  that  in  future  more  use  will  be  made  of  the  procedure  of 
“ extended  leave  ” to  enable  mild  chronic  patients  to  be  boarded-out  with  relatives 
or  friends. 

76.  The  Hospital  'Management  Committee  should  have  power  to  make  monetary 
allowances,  within  prescribed  limits,  to  patients  on  leave.  There  are  cases,  however, 
where  it  is  more  appropriate  for  the  patient’s  maintenance  to  be  paid  by  the 
National  Assistance  Board,  e.g.,  where  the  patient’s  family  are  already  being 
assisted,  or  where  the  patient  himself  had  been  assisted  'before  his  admission  to 
hospital.  Moreover,  in  “ extended  leave  ” cases,  the  financial  responsibility  should 
always  be  undertaken  by  the  Board,  for,  since  hospitals  work  within  a strictly 
limited  budget,  money  spent  on  boarded-out  patients  would  ‘be  at  the  expense 
of  those  remaining  resident.  It  is  important  that  in  deciding  on  the  amount  to 
be  allowed  to  the  patients,  the  Board  should  have  regard  to  the  recommendations 
of  the  hospital  authorities,  to  meet  the  special  circumstances,  medical  or  social, 
of  each  case ; and  it  should  not  be  necessary  for  (the  patient  to  make  his  own 
application  for  assistance. 


Absence  without  leave 

77.  We  think  that  the  period  of  14  days  during  which,  a patient  absent  without 
leave  may  be  brought  back  might  with  advantage  be  extended  to  28  days. 

78.  We  recommend  a change  in  the  procedure  for  recapture.  At  present  the 
only  persons  who  may  retake  a patient  are  officers  and  .servants  of  the  hospital 
or  other  persons  authorised  in  writing  by  .the  Medical  Superintendent.  Some  doubt 
exists  as  'to  the  powers  of  the  police,  although  commonly  the  police  are  willing  to 
act  at  the  request  of  the  hospital.  There  is  no  authority  to  lodge  the  patient  any- 
where pending  the  arrival  of  staff  from  the  hospital ; moreover,  since  he  can  only  be 
returned  to  the  hospital  from  which  he  is  absent,  much  inconvenience  and  expense 
in  time  and  money  result  whenever  a patient  finds  his  way  to  a distant  part  of 
the  country. 

79.  We  'recommend,  therefore,  that  power  should  be  given  to  the  police  and  to 
mental  welfare  officers  to  apprehend  such  a patient  and  for  the  latter  to  lodge  him 
temporarily  in  any  hospital  designated  if  or  emergency  admissions.  It  should, 
moreover,  not  be  compulsory  for  Ithe  patient  to  be  returned  to  his  original  hospital, 
and  in  cases  where  a considerable  journey  is  involved,  arrangements  should  be  made 
for  the  patient’s  transfer  to  a mental  hospital  nearer  to  the  place  where  he  was 
apprehended,  if  there  are  no  special  reasons  to  the  contrary. 
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Transfer  of  patients 

80.  The  present  provisions  governing  tihe  transfer  of  patients  from  one  mental 
hospital  to  another  are  in  general  satisfactory.  Much  benefit  has  resulted  from  the 
abolition  of  chargeability,  so  that  patients  can  now  be  moved  freely  for  convenience 
of  visiting  or  special  treatment,  although  the  present  pressure  on  accommodation 
often  means  that  transfers  can  only  be  effected  on  an  exchange  basis.  Considerable 
difficulty  still  exists,  however,  in  effecting  transfers  from  one  part  of  the  United 
Kingdom  to  another,  since  orders  made  in  one  part  of  the  Kingdom  are  not  valid 
elsewhere.  We  recommend  that  the  Act  should  include  provisions  enabling  tem- 
porary or  'reception  order  patients  to  be  transferred  as  required  between  England 
and  Wales,  Scotland,  Northern  Ireland,  the  Isle  of  Man  and  the  Channel  Islands, 
■and.,  by  treaty,  to1  and  from  the  Irish  Republic.  We  recommend  also  that  the 
procedure  for  the  transfer  of  private  patients  should  be  simplified ; in  particular, 
it  seems  unnecessary  that  the  previous  consent  of  the  Board  of  Control  should 
be  required. 


Patients’  property 

81  The  existing  provisions  for  the  protection  of  patients’  property  while  in 
hospital  operate  very  satisfactorily  in  long-stay  cases,  and  we  should  like  to  pay 
a tribute  to  the  kindly  and  personal  interest  taken  by  the  officers  of  the  Court  of 
Protection,  of  -the  Official  Solicitor’s  Department,  and  of  local  authorities  acting 
as  Receivers,  in  the  welfare  of  the  patients  with  whom  they  are  concerned.  Never- 
theless we  consider  that  there  is  a great  need  for  a simple  and  rapid  interim  procedure 
which  can  be  brought  inito  action  within  a matter  of  days  from  the  time  oi  the 
patient’s  admission.  We  have  in  mind  cases  where  delay  may  mean  grievous 
financial  loss  to  the  patient;  for  instance,  where  rent  oharges  accumulate  because 
no  one  has  authority  to  terminate  'the  tenancy  although  it  is  plain  that  the  patient 
will  never  be  fit  to  return  to  his  home;  or  where  a small  business  will  lose  all 
saleable  value  unless  it  is  sold  immediately  or  someone  is  appointed  to  manage  it. 

Notification  of  death  to  coroner 

82  The  law  at  present  requires  that  -the  death  within  the  hospital  of  any  temporary 
or  certified  patient  shall  be  reported  to  the  coroner  in  a prescribed  form,  ^mg 
particulars  of  any  unusual  circumstances  .attending  the  death  and  of  any  injuries 
present  at  (the  time ; this  requirement  does  not  apply  to  voluntary  patients.  It 
appears  that  in  a number  of  areas  the  provision  is  interpreted  by  file  coroner  as 
reauiring  him  to  investigate  every  death,  and  to  have  the  relatives  of  every  patient 

immediately  notified  to  .the  coroner  in  accordance  with  the  usual  j£ac?“ L°f  ^ 
hnsnitals  We  believe,  therefore,  that  statutory  notification  to  the  coroner  is 
unnecessary  and  undesirable,  and  we  recommend  that  it  should  be  discontinued. 

Powers  and  duties  of  the  Medical  Superintendent 

St  The  provision  by  which  the  medical  officer  or  one  of  .the  medical  offers  of 

■was  first  macted [m  ’ ' b due  to  divided  and  confused  responsibilities  within 

of  the  asylum  as  a pla.ee  of  ul  Meg?,al  superintendents  often 

comptotned^^t^^ospital  Committees  ^^^^-^^^^^^^been^bette^dele^ 

^ss"^  a^it  w^a  hundred  ^ears 

opinion  was  endorsed  by  the  previous  Comnusaon  and  we  are  to  run  B 
with  the  conclusions  expressed  in  paragraphs  189  to  195  of  their  report.  ^ 

30474 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


278 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


84.  We  have  given  consideration  to  another  aspect  of  the  Medical  Superinten- 
dent’s position,  arising  out  of  the  better  medical  staffing  of  mental  'hospitals  dn 
recent  years,  and  the  enhanced  status  and  clinical  independence  of  the  senior 
staff.  It  has  been  suggested  that  the  'Medical  Superintendent’s  statutory  responsi- 
bilities, in  such  matters  as  the  discharge  of  patients  or  the  writing  of  continuation 
reports*,  should  be  transferred  to  the  medical  officers  in  charge  of  individual  cases. 
We  do  not  advise  this,  for  several  -reasons.  It  would,  we  think,  be  impracticable 
to  define  the  professional  standing  or  rank  which  would  entitle  a medical  officer 
to  undertake  these  responsibilities.  “Consultant  status”  has  been  suggested,  hut 
it  must  be  remembered  that  the  hierarchical  structure  set  up  by  the  Minister  of 
Health  for  the  purpose  of  determining  conditions  and  terms  of  service  is  liable 
to  alteration  at  any  time.  It  might  also  be  difficult  to  decide  who  was  the  appropri- 
ate medical  officer  to  carry  out  the  statutory  duty,  for  instance,  in  oases  where  a 
patient  has  ibeen  transferred  temporarily  from  -one  department  of  the  hospital  to 
another  in  the  interests  of  his  proper  classification  or  treatment. 

85.  We  think  it  best  that  the  Medical  Superintendent  alone  should  be  referred 
to  in  the  legislation ; but  it  should  be  understood  that  this  indicates  his  duty  to 
ensure  that  the  provisions  of  the  law  are  carried  out,  rather  than  an  obligation 
to  act  personally  dn  every  case.  The  principle  of  delegation  is  recognised  in  the 
Mental  Deficiency  Regulations,  1948  (Paragraph  6),  where  .it  is  laid  down  that  certain 
duties  imposed  on  the  Superintendent  may  be  performed  by  some  other  person 
duly  authorised  by  him.  We  think  that  this  principle  should  be  made  of  general 
application. 

Licensed  houses  and  homes 

86.  The  previous  Royal  Commission  was  unanimous  in  recommending  that  the 
present  system,  under  which  a limited  number  of  licensed  houses  exist,  should 
come  to  an  end ; the  members  were  divided  as  to  whether  these  houses  should  be 
abolished  altogether  or  should  be  placed  upon  a new  footing.  No  action  was 
taken  on  any  of  these  recommendations,  but  the  Mental  Treatment  Act  of  1930 
permitted  the  establishment  of  approved  nursing  homes  for  the  reception  of  volun- 
tary and  temporary  patients. 

87.  Since  the  'admission  of  temporary  patients  involves  the  element  of  detention, 
and  since  under  our  proposals  the  differences  between  the  temporary  and  the 
reception  order  patient  will  be  still  further  diminished,  there  seems  to  be  little 
purpose  in  maintaining  the  distinction  between  the  approved  nursing  home  and 
the  licensed  house,  and  we  recommend  that  they  should  be  amalgamated  under  a 
single  designation. 

88.  Economic  conditions  in  'recent  years  have  prevented  the  establishment  of 
more  than  a few  approved  nursing  homes,  and  have  considerably  reduced  the 
numbers  of  'licensed  houses.  Those  that  remain  are,  we  believe,  efficiently  con- 
ducted and  meet  a real  public  demand.  Some  would  be  placed  on  an  economically 
sounder  footing  and  might  be  saved  from  extinction  (if  they  were  allowed  ito  extend 
their  accommodation  to  provide  for  a larger  number  of  patients ; 'at  present  this 
is  prohibited  by  Section  207  (5)  of  the  Lunacy  Act  of  1890.  We  recommend  that 
the  disability  should  be  removed,  and  this  would  follow  naturally  from  the  amalga- 
mation of  the  status  of  these  houses  with  that  of  approved  nursing  homes.  We 
believe  that  the  licensing  or  approving  authority  should  in  all  cases  be  the  Board 
of  Control  and  [that  the  establishment  of  new  (homes,  as  well  as  ithe  enlargement 
of  existing  ones  should  be  permitted.  We  suggest  that  approval  might  ibe  for  all 
categories  of  patients,  or  limited  ito  certain  categories  only.  :In  general  we  are  in 
agreement  with  the  recommendations  made  in  paragraph  244  of  the  previous  Com- 
mission’s Report  -as  to  the  conditions  under  which  homes  might  be  approved. 

Criminal  patients 

89.  Although  the  detention  and  care  of  “ Broadmoor  ” patients  is  outside  the 
terms  of  reference  of  the  Royal  Commission,  'we  think  it  may  be  permissible  for 
us  to  state  our  views  concerning  the  admission  of  such  patients  to  ordinary  mental 
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hospitals,  inasmuch  as  their  presence  may  be  held  to  affect  the  welfare  of  other 
hospital  patients.  Further,  wie  are  putting  forward  proposals  concerning  certain 
patients  not  now  classified  as  “ Broadmoor  ” patients,  'but  for  whom  we  believe 
that  special  provision  should  'be  made. 

90.  In  general  we  are  satisfied  that  “ Broadmoor  ” patients  may  continue  to  be 
admitted  to  mental  hospitals  by  order  of  the  Home  Secretary.  They  are,  for  the 
most  part,  persons  serving  sentences  for  comparatively  minor  crimes,  and  had  their 
mental  disorder  been  present  at  the  time  of  the  offence,  or  arisen  after  their 
liberation,  there  would  have  been  no  question  of  the  propriety  of  their  admission 
to  the  mental  hospital. 

91.  Local  conditions,  however,  may  make  a particular  patient  unsuitable  to  be 
received  in  a particular  hospital.  We  recommend,  therefore,  that  in  all  cases  the 
Medical  Superintendent  of  the  receiving  hospital  should  be  given  full  details  of 
the  case  before  the  order  is  made,  and  regard  should  be  paid  to  any  representations 
he  may  wish  to  make. 

92.  A proportion  of  patients  certified  while  serving  a prison  sentence  are  detained 
at  Broadmoor.  When  t'heir  sentence  expires  they  cease  to  be  “ Broadmoor  ” patients, 
and  are  transferred  to  ordinary  mental  hospitals.  We  think  that  in  future  such 
transfers  should  be  subject  to  the  opinion  of  the  Medical  Superintendent  of 
Broadmoor  that  the  patients  are  suitable  for  ordinary  mental  hospitals,  and  if  he 
considers  them  not  to  be  suitable  they  should  remain  at  Broadmoor  under  the 
provisions  suggested  below. 

93.  An  anomaly  which  we  suggest  should  be  rectified  is  the  loss  by  “ Broadmoor  ” 
patients  of  the  remission  of  sentence  which  they  might  have  earned  by  good  conduct 
had  they  remained  in  prison.  This  is  generally  felt  as  a grievance  and  causes  dis- 
content, which  may  easily  spread  to  other  hospital  patients.  We  recommend  that 
remission  should  be  granted  on  a favourable  conduct  report  by  the  Medical 
Superintendent. 

94.  The  term  “ Broadmoor  patient  ”,  which  has  been  introduced  to  take  the  place 
of  the  former  “ criminal  lunatic  ”,  is,  we  think,  an  unfortunate  one.  In  the  public 
mind  “Broadmoor”  implies  murder  and  other  crimes  of  violence,  and  mental 
disorder  manifested  by  homicidal,  tendencies ; but  the  prison  patients  selected  for 
admission  to  mental  hospitals  are  precisely  the  ones  who  are  free  from  such 
tendencies.  We  suggest  that  some  less  misleading  term  should  be  used.,  such  as 
“ Home  Office  patient  ”. 

95.  On  the  other  hand,  patients  are  from  time  to  time  admitted  to  mental  hospitals 
who  on  common-sense  grounds  ought  to  be  sent  to  Broadmoor  or  some  similar 
institution.  As  an  example  we  may  take  the  case  of  a man  who  has  served  a sentence 
for  attempted  murder.  Some  time  after  his  release  he  shows  signs  of  mental  dis- 
order and  is  certified  and  admitted  to  a mental  hospital.  (It  is  even  possible  that  he 
had  been  insane  previously  and  had  been  detained  at  Broadmoor.)  In  hospital  it 
becomes  evident  that  his  homicidal  tendencies  are  again  active,  and  his  presence 
may  cause  great  alarm  to  his  fellow-patients  as  well  as  to  the  staff.  Under  the 
present  law,  nothing  can  be  done  until  the  patient  actually  attempts  murder,  and 
then  the  whole  procedure  of  committal  and  trial  must  be  gone  through  before  he 
can  be  given  the  control  and  supervision  which  he  needs. 

96.  This  is  in  striking  contrast  to  what  obtains  in  the  field  of  mental  deficiency. 
Under  the  Mental  Deficiency  Acts,  two  large  institutions  receive  violent  and  danger- 
ous patients  by  simple  administrative  arrangement  and  without  the  need  for  criminal 
proceedings. 

97.  We  do  not  suggest  that  anything  on  this  scale  is  necessary  in  the  field  of 
mental  disorder,  since  mental  hospitals  are  well  able  to  care  for  patients  liable  to 
ordinary  outburstis  of  violence,  but  we  think  that  in  cases  where  there  is  a reasonable 
apprehension  of  homicide,  or  a homicidal  attack  has  actually  been  made,  the  Board 
of  Control  should  be  empowered  to  order  the  patient’s  transfer  to  Broadmooi  or 
some  analogous  institution.  It  is  not  expected  that  more  than  ten  or  twelve  cases 
a year  would  need  to  be  dealt  with  in  this  way.  Similarly  a patient  already  m 
Broadmoor  and  whose  sentence  expires  should  be  retained  there  if  he  appears 
to  be  dangerous. 
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Mental  disorder  in  old  age 

98.  The  Association  has  in  recent  years  given  much  thought  to  the  problems  of 
mental  disorder  and  decay  occurring  in  old  age.  In  addition  to  research  carried 
on  by  individual  members,  a special  committee  was  set  up  .in  1951  to  study  questions 
arising  from  the  increase  in  the  number  of  such  patients  in  mental  'hospitals,  and  to 
make  recommendations. 

99.  We  wish  to  endorse  the  conclusions  arrived  at  by  the  committee  and  their 
recommendations.  An  abbreviated  version  of  its  Report  is  submitted  as  an  Appendix 
to  this  memorandum. 

100.  It  was  never  the  intention  that  the  county  asylum,  later  the  mental  hospital, 
should  be  used  for  the  reception  of  patients  showing  mild  mental  decay  in  old  age. 
Such  persons  were  regarded  as  properly  cared  for  in  the  workhouses  and  workhouse 
infirmaries,  and  their  successors  the  public  assistance  institutions  and  the  chronic 
wards  of  municipal  and  county  hospitals.  During  recent  years,  however,  there  lias 
been  a serious  reduction  in  such  accommodation,  due  in  the  first  place  to  the  closing 
of  old  and  obsolete  institutions  and  the  upgrading  of  .infirmaries  to  hospitals  dealing 
mainly  with  acute  illness ; and  latterly  to  'war  damage  and  staff  shortage.  This  has 
happened  at  a time  when  the  aged  , population  has  become  greater,  both  absolutely 
and  relatively,  and  when  various  more  or  less  unforeseen  social  factors,  described 
in  the  report,  have  favoured  hospital  rather  than  home  care.  The  consequence  has 
been  the  increasing  use  of  the  mental  hospitals  for  this  class  oi  patient. 

101.  On  the  other  hand,  recent  research  has  shown  that  a large  proportion  of 
patients  in  this  age  group  suffer  from  mental  illnesses  quite  similar  to  those 
occurring  at  earlier  ages,  and  equally  responsive  to  the  skilled  treatment  given  in 
mental,  hospitals. 

102.  It  follows  that  facilities  for  careful  observation  and  diagnosis  are  required, 
and  that  patients  should  be  admitted  to  whichever  type  of  hospital  best  suits  their 
needs. 

103.  Cases  of  mild  senile  decay  should  be  provided  for,  if  able-bodied  in  local 
authorities’  Part  III  accommodation  ; if  physically  infirm,  in  geriatric  sections  of 
general  hospitals,  or  annexes  connected  with  them.  Cases  of  senile  decay  associated 
with  severely  disturbed  behaviour  are  properly  admitted  to  the  mental  .hospitals,  an 
also  cases  of  mental  illness  (psychosis),  such  as  depressions  and  delusional  states, 
which  are  liable  to  arise  in  old  age  more  commonly  than  is  often  supposed. 

104.  The  admission  to  mental  hospitals  of  large  numbers  of  mildly  demented  old 
people  leads  to  severe  overcrowding  and  to  the  exclusion  of  oiher  patients  in  need 
of  active  treatment,  and  these  are  the  reasons  which  have  prompted  us  to  suggest 
remedies.  Wo  deprecate  very  much,  however,  any  suggestion  that  the  patients 
themselves  are  harmed  or  made  unhappy  by  their  environment  in  the  mental  hospitals. 
They  are  housed  in  separate  wards  and  do  not  associate  with  cases  of  acute  mental 
illness ; they  are  looked  after  by  nurses,  to  whom  their  care  is  a welcome  relief  and 
change  from  their  other  duties.  Their  occasional  disturbed  behaviour  is  understood 
and  tolerated.  They  appreciate  the  company,  or  merely  the  presence,  of  the  young 
people  whom  'they  meet  at  associated  entertainments.  When  physically  ill  they  cun 
be  nursed  in  their  own  wards  and  often  in  their  own  'beds. 

105.  The  proposal  is  sometimes  made  that  all  patients  over  a certain  age— 60  ur 
65— should  -be  entitled  to  admission  to  mental  hospitals  under  some  special  legislative 
provision,  and  so  be  exempted  .from  the  “ stigma  of  certification  We  believe  that 
such  proposals  are  based  on  imperfect  acquaintance  'with  mental  disorder  as  a whole, 
■and  are  unjust  to  other  patients  who  are  equally  deserving  of  consideration. 

106.  If  the  proposals  we  have  put  forward  for  the  admission  of  all  cases  as  either 
voluntary  or  temporary  patients  are  adopted,  very  few  senile  patients  will  .remain 
to  be  dealt  with  by  reception  order,  since  the  great  majority  will  'have  been  dis- 
charged or  have  died  within  two  years  of  admission,  or  will  have , acquired  voluntary 
status ; and  tihe  stigma  of  the  reception  order  itself  will  have  been  largely  removed 
by  the’suppression  of  the  opprobrious  terms  associated  with  it, 
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107.  We  conclude,  therefore,  that  no  special  legislation  is  needed  to  deal  with  the 
mental  disorders  of  the  aged,  and  that  the  problems  we  have  discussed  can  be 
solved  toy  practical  measures  within  the  framework  of  the  general  health  services 
and  of  .the  comprehensive  mental  treatment  'legislation  advocated  here. 


PART  2 


MENTAL  DEFICIENCY 

108.  Before  outlining  our  proposals  for  changes  in  the  law,  it  is  necessary  to  state 
briefly  what  we  consider  to  toe  -the  nature  of  mental  deficiency  and  how  this 
conception  should  influence  legislative  action. 

109.  Mental  deficiency  is  not  to  toe  regarded  as  a disease  or  group  of  diseases  in 
the  medical  sense,  tout  as  a term  covering  a large  number  of  individuals  whose 
common  feature  is  a Mure  to  .acquire  the  ability  to  meet  the  mmimum  require- 
ments of  the  society  in  which  they  live.  They  may  indeed  be  suffenng  from  the 
effects  of  physical  disease  or  injury,  maldevelopment  before  birth,  brain  injury  at 
birth  or  later,  abnormalities  in  the  chemistry  of  the  body,  infections  of  the  brain 
in  childhood  or  .adolescence  and  so  forth.  Others,  however,  owe  their  disability 
adverse  "erndronimental  conditions  in  early  life.  And  there  are  many  who  are  not 
a unlit  at  ively  different  from  normal  individuals,  but  who  happen  to  belong  to  th 
lowest  .group  of  a continuous  range  of  mental  .giftedness  extending  over  the  whole 
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115.  We  recommend  that  in  future  legislation  the  wider  conception  of  mental 
defect  should  be  recognised,  and  that  it  should  be  expressly  stated  that  the 
condition  of  arrested  or  incomplete  development  of  mind  shall  be  judged  by  the 
patient’s  social  inadequacy. 

Terminology 

116.  It  is  generally  agreed  that  the  present  terms  are  disturbing  to  the  public  and 
especially  to  the  relatives  of  the  patients.  The  adjective  “ mental  ” is  so  closely 
associated  in  the  public  mind  with  severe  memtad  disorder  as  to  be  unacceptable  in 
any  other  sense ; press  articles  and  news  items  constantly  confuse  mental  disorder 
and  deficiency:  We  suggest  that  in  the  new  Act  the  words  at  present  used  as  the 
definition  should  become  the  title  itself,  i.e.,  the  term  “person  suffering  from 
incomplete  or  arrested  development  of  mind  ” should  be  used  instead  of  “ mentally 
defective  person  ”.  This  might  ibe  abbreviated  to  “ undeveloped  ” or  “ under- 
developed person  “ socially  inadequate  person  ”,  or  “ patient  ”,  as  the  sense  may 
require. 

Age  limit 

117.  The  present  Act  requires  that  there  should  be  evidence  that  the  defect  has 
arisen  before  the  age  of  18.  We  recommend  that  an  age  Limit  should  be  retained, 
but  there  might  be  advantage  in  raising  it  to  21.  The  justification  for  this  is  that 
social  inadequacy  may  not  become  evident  until  the  individual  is  faced  with  the 
need  for  adaptation  to  adult  conditions,  such  as  employment  or  national  service. 

Classes  of  defect 

118.  We  are  of  the  opinion  that  there  is  no  need  to  retain  the  present  legal 
distinctions  and  definitions  of  the  grades  of  idiot,  imbecile,  feeble-minded  and  moral 
defective,  and  these  terms  should  not  appear  in  documents  -which  may  be  seen 
by  the  patient  or  his  relatives,  though  clinically  the  /first  three  terms  may  still  be 
found  of  use  to  describe  briefly  the  degree  of  defect. 

119.  We  suggest  instead  that  the  following  definitions  should  be  used  for  the 
term  “ socially  inadequate 

“ The  expression  * socially  inadequate  ’ shall  be  deemed  to  include  such 
conditions  .of  arrested  or  incomplete  development  as  render  persons  in  whom 
they  exist : — 

(a)  Incapable  of  guarding  themselves  against  common  physical  dangers. 

(b)  Incapable  of  managing  themselves  or  -their  affairs  or,  being  children,  of 
being  taught  to  do  so. 

(c)  Unable  to  conform  to  the  generally  accepted  standards  of  social  behaviour 
or,  being  children,  of  being  taught  to  do  so. 

(d)  Incapable,  in  the  case  of  children,  of  benefiting  from  the  education  pro- 
vided in  schools  under  the  Education  Acts  or  unsuitable  for  attendance 
at  such  schools.” 

120.  For  the  purpose  of  deciding  on  a patient’s  eligibility  to  be  admitted  to 
hospital  without  judicial  order,  as  explained  below,  we  would  introduce  a further 
distinction  between  patients  who  are  incapable  of  understanding  what  is  involved  in 
-their  admission  and  those  not  so  incapable. 

121.  We  also  recommend  the  abolition  of  the  list  -of  special  circumstances  render- 
ing a defective  “ subject  to  be  dealt  with  ” ; as  will  be  seen  later  we  are  recom- 
mending that  wihere  a judicial  order  is  applied  for  it  should  be  on  the  general  grounds 
of  a need  for  care  and  treatment. 

Aims  of  care  and  treatment 

122.  Although  many  defectives  need  permanent  care,  there  a.re  cases  in  which 
improvement  may  be  brought  about  by  medical  treatment,  and  these  may  be 
expected  to  become  more  numerous  with  advances  in  medical  knowledge.  Many 
other  patients  of  the  -higher  -grade  can,  by  careful  training,  be  enabled  to  resume 
their  place  in  the  community.  We  think  that  this  medical  and  curative  aspect 
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should  be  emphasised,  rather  than  that  of  legal  control,  and  we  therefore  recommend 
that  the  term  “ care  and  treatment  ” should  be  used  instead  of  “ care,  supervision 
and  control  ”,  iand  that  the  places  where  care  is  provided  should  be  called  hospitals 
instead  of  institutions. 


Methods  of  admission  to  hospital 

123.  There  should  he  provision  for  four  classes  of  admission  to  care  and  treatment. 

(a)  To  hospital  for  temporary  treatment. 

{ b ) To  hospital  without  judicial  order,  either  voluntarily  or  by  “ placing  ”, 

(c)  To  emergency  accommodation  pending  the  making  of  an  order. 

(d)  To  hospital  or  guardianship  under  judicial  order. 

(a)  Temporary  treatment 

124.  By  this  is  meant  admission  to  hospital  for  a limited  period  for  purposes  of 
observation  and  diagnosis,  or  for  a short  course  of  treatment,  or  on  grounds  of 
domestic  urgency.  Admission  for  the  last  two'  reasons  has  already  'been  sanctioned 
by  the  Ministry  of  Health  (Circular  5/52)  and  the  procedure  has  proved  most  valu- 
able, enabling  many  patients  to  be  cared  for  at  home,  but  admitted  to  hospital 
during  physical  illness,  or  while  .the  mother  takes  a much-needed  holiday.  We 
recommend  that  such  admissions  should  be  for  not  more  than  three  months  at  a 
time,  and  should  be  without  formality  and  subject  only  to  acceptance  by  the  Medical 
Officer.  Similar  notification  to  the  Board  of  Control  as  is  now  used  should  be 
required  of  the  Medical  Officer. 


(•b)  Admission  without  order 

12 5.  We  'believe  that  the  principle  of  voluntary  admission  should  be  applied  in 
the  field  of  mental  deficiency  in  a similar  way  to  that  provided  for  mental  disorder, 
and  we  recommend  accordingly  that  the  Medical  Officer  of  a hospital  for  defectives 
should  be  empowered  to  accept : — 

(i)  At  the  patient’s  own  request,  a patient  over  the  age  of  16  years. 

(ii)  At  the  request  of  the  parent  or  guardian,  or  of  the  local  authority  where 
there  is  no  parent  or  guardian,  a patient  under  16  years  of  age. 

(iii)  At  the  request  of  the  parent  or  guardian,  or  of  the  local  authority  where 
.there  is  no  parent  or  guardian,  a patient  over  the  age  of  16  who  is  incapable 
of  forming  an  understanding  of  what  is  involved  in  his  admission. 


126.  A request  under  (ii)  should  be  supported  :by  one  recommendation,  made 
by  any  medical  practitioner.  For  admissions  under  (iii),  two  medical  recommenda- 
tions should  be  required,  of  which  one  should  be  made  by  a medical  practitioner 
specially  qualified  and  experienced  in  mental  deficiency  and  approved  for  the 
purpose  by  the  Board  of  Control.  It  should  be  permissible  for  not  more  than  one 
of  the  recommendations  to  be  made  by  a member  of  the  staff  of  the  receiving 
hospital. 

127.  Each  case  admitted  under  the  provisions  of  this  section  should  be  the  subject 
of  special  psychiatric  examination,  and  a formal  report  should  be  sent  to  the  Board 
of  Control  not  later  than  six  months  after  admission  and  thereafter  at  prescribed 
intervals. 


128.  Leave  of  absence.  The  Medical  Officer  should  have  power  to  grant  to 
patients  under  this  section  leave  of  absence  for  any  period. 

129.  Discharge  and  withdrawal  The  Medical  Officer  should  have  the  power  to 
discharge  any  patient  under  this  section.  A voluntary  patient  under  (i)  should 
have  the  right  to  discharge  himself ; and  the  parent,  guardian  or  local  authority  as 
the  case  may  be,  should  be  empowered  to  withdraw  a patient  admitted  under  (ill 
or  (iii) ; in  all  cases  on  giving  72  hours’  notice.  A patient  admitted  under  (ii)  should 
be  automatically  discharged  cm  reaching  the  age  of  16;  he  could,  however,  be 
“Sited  under  paragraph  (i)  or  (iii)  or  under  judicial  order,  whichever  is 
appropriate. 
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(c)  Emergency  admissions 

130  The  present  procedure  by  which  defectives  may  in  emergency  'be  admitted 
to  a “ place  of  safety  ” is  satisfactory.  There  is,  however,  at  present  no  stated  limit 
to  the  time  during  which  the  patient  may  be  retained  in  the  “ place  of  'safety  , 
and  we  suggest  that  a period  of  not  more  than  two  months  should  be  allowed.  The 
procedure  should  only  be  used  with  a view  to  placing  the  patient  under  order,  and 
(temporary  admissions  needed  for  other  reasons  should  be  effected  'under  the 
procedure  recommended  in  section  (a)  above. 

(d)  Admissions  under  judicial  order 

131.  We  recommend  the  retention  of  the  judicial  order  for  cases  in  which  the 
patient  is  ineligible  for  admission  under  section  (b)  or  in  which  there  has  been 
failure  to  use  the  facilities  of  section  (b)  or  they  have  ceased  to  be  used,  or  where 
it  is  desired  to  place  the  patient  under  guardianship.  In  all  such  cases  it  should 
'be  necessary  to  show  clearly  that  admission  to  in-patient  care,  or  to>  guardianship, 
is  essential  in  the  interests  of  the  patient  or  for  the  protection  of  the  public. 

132.  Patients  ineligible  for  admission  under  section  (<b)  will  be  those  over  the 
age  of  16  who  do  not  themselves  request  admission  and  who-  are  capable  of  under- 
standing what  admission  involves.  Cases  where  there  'has  been  failure  to  use  the 
facilities  of  section  (b)  will  be  those  where  the  parent  or  guardian  falls  or  refuses 
to  apply  for  the  patient’s  admission  although  'this  is  urgently  necessary.  Cases 
where  the  facilities  of  section  '(b)  have  ceased  to.  be  used  will  be  those  where  a 
patient  admitted  without  order  discharges  himself,  or  is  withdrawn  'by  the  parent 
or  guardian,  though  still  in  need  of  care  and  treatment. 

133.  We  believe  that  in  all  such  cases  the  intervention  of  a justice  is  essential  for 
the  reassurance  of  the  relatives  and  the  public,  the  protection  of  the  medical  practi- 
tioner and  officials  concerned,  and  the  public  assertion  of  the  principle  of  the  liberty 
of  the  subject.  Especially  when  dealing  with  the  higher  grades  of  defectives,  safe- 
guards are  needed  beyond  what  is  required  in  the  field  of  mental  disorder,  because 
the  nature  of  the  condition  is  not  always  apparent  to  the  relatives  or  the  public  ; 
moreover,  because  of  the  need  for  consistent  care  and  stable  environment  it  would 
be  impracticable  to  concede  to  the  relatives  of  defective  patients  under  order  (who 
hy  definition  have  failed  to  provide  the  necessary  care),  the  same  powers  of  discharge 
as  may  be  allowed  in  the  case  of  mental  illness. 

134.  In  addition  to  the  above,  the  judicial  order  will  'be  needed  for  cases  in  which 
a court  recommends  that  a petition  for  such  an  order  should  be  presented.  The 
provisions  of  the  present  Sections  8 and  9 of  the  Mental  Deficiency  Act,  1913, 
by  which  orders  may  be  made  by  the  court  itself,  and  in  certain  circumstances  by 
the  Home  Secretary,  should  be  retained. 

Procedure  for  judicial  order 

135.  The  petition  should  in  all  cases  be  presented  by  the  local  authority,  and 
should  include  a statement  of  the  reasons  why  action  is  being  taken,  and  of  the 
evidence  showing  that  admission  is  essential  for  the  welfare  of  the  patient  or  the 
protection  of  the  public. 

136.  There  should  be  two  medical  certificates,  and  one  of  them  should  be  given 
by  a specially  qualified  practitioner.  This  should  apply  also  to  the  medical  evidence 
required  under  Section  8. 

137.  The  present  rules  as  to  time  limit  should  continue. 

138.  Since  the  use  of  the  judicial  order  will  be  limited  to  cases  where  there  is  a 
proved  need  for  admission,  it  should  not  be  necessary  to  obtain  the  consent  of  the 
parents  or  guardian  ; but  they  should  have  the  right  to  be  present  at  the  proceed- 
ings and  to  be  heard  or  to  be  represented. 

139.  In  the  case  of  patients  who  have  discharged  themselves  or  have  been  with- 
drawn from  hospital,  it  is  inadvisable  that  proceedings  should  take  place  within 
the  hospital.  Such  patients  should  normally  be  allowed  to  leave,  and  the  case  notified 
to  the  local  authority,  who  will  take  action  if  this  appears  necessary.  But  where 
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the  -Medical  Officer  is  of  the  opinion  that  the  patient’s  departure  from  hospital 
would  involve  danger  to  himself  or  others,  he  should  have  power  to  -issue  a certi- 
ficate barring  the  discharge  and  to  retain  the  patient  in  hospital  until  a petition 
can  be  presented  and  hc-ard  ; in  such  cases  the  hearing  might  take  place  within  the 
hospital. 

Orders  by  the  Home  Secretary 

140.  These  apply  to  patients  found  to  be  defective  while  undergoing  penal 
detention.  We  do  not  support  the  suggestion  sometimes  made  that  such  orders 
should  cease  to  operate  when  the  court’s  sentence  has  reached  its  end.  It  has  been 
found  by  experience,  however,  that  the  present  limitations  placed  upon  the  granting 
of  parole  and  licence  to  patients  admitted  under  such  orders  hampers  their  proper 
treatment,  and  we  recommend  that  the  rules  be  reconsidered. 


Provisions  regarding  Patients  under  Care 
Periodical  reconsideration 

141.  The  present  system  of  -periodical  reconsideration  is  in  our  opinion  necessary, 
and  for  ithe  reasons  previously  stated  we  consider  the  justices’  function  is  an 
essential  part  of  the  procedure.  We  recommend,  however,  that  it  should  apply  only 
to  cases  under  order. 

142.  The  change  from  a yearly  to  a five-yearly  period  between  successive  recon- 
siderations is,  we  -think,  too  abrupt,  and  we  recommend  that  the  prescribed  periods 
should  be  1,  1,3  and  5 years,  and  then  every  5 years. 

143.  No  value  is  seen  in  the  special  reconsideration  at  the  age  of  21,  and  we 
recommend  its  abolition. 

144.  At  each  reconsideration,  the  parents  or  guardian  should  have  a right  to 
attend,  and  they  should  be  notified  beforehand  of  the  intended  visitation.  They 
should  have  the  right  to  obtain  an  independent  psychiatric  opinion  on  these 
occasions  on  giving  due  notice.  The  Regulations  should  provide  that  such  an 
independent  examination  should  be  held  at  a suitable  time  before  the  patient  is 
seen  by  the  Visitors.  The  examination  should  be  held  at  the  hospital  unless  the 
Medical  Officer  agrees  otherwise,  and  he  should  have  the  right  to  be  present,  lne 
external  examiner  should  have  full  access  to  the  clinical  records  and  other  docu- 
ments in  the  case. 

Leave  and  licence 

145.  We  recommend  that  Ithe  iMedical  Officer  should  have  power  to  grant 
temporary  leave  of  absence  to  any  patient  up  to  a maximum  ofsix  weeks.  For 
any  longer  period,  absence  should  be  under  licence,  and  this  should  continue  to  be 
granted  by  the  Medical  Officer  with  the  concurrence  of  two  members  of  the 
Committee. 

146.  The  purpose  of  granting  licence  is  ito  provide  the  most  suitable  form  of  hdP 
for  the  individual  patient.  Its  continuance  should  depend  solely  on  the  need  for  th  s 
form  of  help,  and  not  on  any  arbitrary  time-limit.  In  many  cases,  the  full  benefis 
of  Horace  can  only  -be  received  if  the  patient  remains  in  direct  contaa  with  and 
guidance  is  given  by  the  hospital  which  has  been  responsible  for  him  from  the 

beginning.  . . . . ... 

147  The  clause  in  the  “form  of  authority”  restricting  association  with  the 
nnnosita MX  is  not  in  our  opinion  appropriate  if  interpreted  m any  strict  sense, 

ihMlVbfSptod  by  a clan/,  la  mare  general  -anas,  restraining  the  recent  from 
forming  any  undesirable  associations. 

Abscnce  without  leave  ti  nts  absent  without  leave  should  be  discharged 

48.  We  recommend  that  Patents  ^ ^ m suggest  alsQ  ^ cll!lnges 

should  be made* 7te  procedure  for  retaking  such  patients  on  the  same  hues  as 
those  recommended  for  mental  hospitals. 
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Discharge  from  order 

149.  We  recommend  that  the  Board  of  Control’s  present  power  of  discharge 
should  continue.  In  addition,  the  visiting  justices,  at  any  of  their  visits,  should 
have  (the  power  to  order  a patient’s  discharge  on  the  advice  of  the  Medical  Officer. 

150.  Under  ithe  present  Acts,  a patient  discharged  from  order  'but  still  needing 
supervision  can  only  receive  this  if  he  is  “ ascertained  ” as  .a  new  case  by  the 
local  authority.  We  recommend  that  it  should  be  made  possible  for  a patient  to  be 
discharged  directly  (to  statutory  supervision. 

Transfer  to  mental  hospital 

151  Cases  arise  from  time  to  time  in  which  it  is  desirable  to  transfer  a patient 
temporarily  from  a mental  deficiency  to  a mental  hospital  for  the  purpose  of  some 
special  treatment  which  can  most  conveniently  be  given  there.  We  recommend  that 
such  a transfer,  for  a maximum  period  of  three  months,  should  be  made  possible, 
subject  to  the  consent  of  the  Medical  Officer  of  the  receiving  hospital,  without  any 
formality  beyond  the  granting  of  leave  or  licence  to  the  patient. 

152.  Transfer  of  defective  patients  to  mental  hospitals  for  'longer  periods  may 
be  needed  because  of  supervening  mental  illness.  In  such  cases  the  ordinary  pro- 
cedure for  admission  to  the  mental  hospital  as  a voluntary  or  temporary  patient 
should  be  followed,  but  neither  this  nor  any  subsequent  reception  order  should 
supersede  an  order  made  under  this  part  of  the  Act,  and  on  discharge  from  the 
mental  hospital  the  patient  should,  if  the  order  is  still  in  force,  be  returned  to  the 
mental  deficiency  hospital  or  to  licence  from  that  hospital. 

The  Medical  Officer 

153.  In  the  above  recommendations,  the  term  “ medical  officer  ” has  been  used 
throughout,  as  it  is  in  the  present  Acts,  to  denote  the  medical  practitioner  to  whom 
the  statutory  responsibilities  and  duties  in  connection  with  hospital  care  are  confided. 
This  is  because  there  is  no  uniformity  in  the  administration  of  places  in  which  defec- 
tives are  cared  for,  or  in  the  kind  of  medical  skill  available  to  them.  While  the 
larger  institutions  are  generally  under  the  control  of  a Medical  Superintendent  and 
have  a medical  staff  trained  and  experienced  in  psychiatry  and  in  the  particular  field 
of  mental  deficiency,  many  defectives  are  cared  for  in  small  units  under  the  control 
of  lay  persons  or  nurses,  with  medical  attention  given  by  a general  practitioner. 
We  recommend  that  in  future  all  in-patient  defectives. should  have  skilled  psychiatric 
supervision  made  available  to  them  either  by  grouping  small  units  with  large  ones 
under  a Medical  Superintendent,  or  where  this  is  impracticable,  by  arranging  for 
periodic  visitation  of  the  unit  by  a psychiatrist  of  similar  standing.  In  hospitals 
where  there  is  a medical  staff  of  sufficient  status,  the  principle  of  delegation  should 
apply,  as  recommended  for  mental  hospitals. 

Notification  of  deaths  to  coroners 

154.  Our  recommendations  under  this  heading  in  connection  with  mental  hospitals 
apply  equally  to  mental  deficiency  hospitals. 

General  Recommendations 
Unified  responsibility  for  care 

155.  The  present  division  of  responsibility  between  the  local  and  hospital 
authority  for  the  same  patient  at  different  stages  of  his  life  has  the  same  disad- 
vantages for  mental  defectives  as  we  have  previously  pointed  out  in  connection  with 
mental  disorder.  Every  means  should  be  devised  to  promote  co-ordination  and 
unity  in  the  care  of  the  patients. 

156.  In  carrying  out  its  duties  under  the  Act  the  local  authority  should  invariably 
make  use  of  skilled  psychiatric  assistance.  In  particular  the  examination  of  suspected 
cases  of  mental  defect  should  be  made  by  a psychiatrist  experienced  in  this  field. 

Community  care 

157.  An  expansion  of  facilities  is  needed  for  community  care,  both  of  patients 
discharged  or  on  licence  from  hospitals  and  of  those  not  requiring  hospital  care. 
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158.  Clubs  under  psychiatric  supervision  and  with  suitable  recreational  facilities 
should  ‘be  established ; they  might  be  combined  with  out-patient  clinics,  and  some 
might  develop  along  the  lines  of  “ day  hospitals  ", 

159.  Residential  hostels  are  needed  for  patients  on  licence  and  at  work,  as  well 
as  for  uncertified  defectives  of  various  ages  who  cannot  live  with  relatives  and 
cannot  make  suitable  arrangements  for  themselves.  Some  of  these  hostels  could 
be  provided  jointly  by  the  local  and  hospital  authorities.  Occupation  centres  and 
special  workshops  should  be  further  developed. 

Financial  support 

160.  In  discussing  the  granting  of  leave  to  patients  in  mental  hospitals  we  drew 
attention  to  the  need  for  co-operation  between  the  National  Assistance  Board  and 
the  hospital,  and  recommended  that  the  Board  should  have  regard  to  the  medical 
and  social  requirements  of  each  case,  on  the  advice  of  the  hospital.  We  believe 
that  the  same  principles  apply  to  the  mentally  defective.  Financial  support  of  the 
patient  in  the  community,  should  not  be  divorced  from  the  general  treatment  of 
which  it  must  be  a part ; it  should  not,  therefore,  be  left  to  the  unguided  action  of 
the  Board  operating  a fixed  scale  of  assistance. 

161.  In  the  case  of  patients  under  supervision  by  the  local  authority,  we  recom- 
mend that  the  authority  itself  should  have  power  to  give  financial  support. 


Civil  responsibilities  of  defectives 

162  There  appears  to  be  a need  for  clarification  of  the  law  of  contract  and  tort 
in  regard  to  mental  defectives,  as  well  as  of  their  civil  status,  and  we  recommend 
that  these  matters  should  ‘be  examined  with  a view  to  a re-statement  or  revision 
of  the  law. 

163  As  regards  marriage,  the  Association  has  stated  its  views  m evidence  given 
before  the  Royal  Commission  on  Marriage  and  Divorce.  It  asked  for  clarification 
of  the  provisions  of  Section  8 (1)  ( b ) of  the  Matrimonial  Causes  Act,  and  suggested 
‘that  the  section  should  be  taken  to  apply  only  to  defectives  ascertain^  or 
“ certified  ” under  the  Act.  If  our  present  proposals  are  adopted,  a suitable  alteration 
will  be  needed  in  this  interpretation. 


PART  3 

PSYCHOPATHIC  STATES 

164  There  remains  to  ‘be  considered  a group  of  persons  suffering  from  forms  of 
mental  almormrriity* which  may  be  difficult  to  classify  or  to  relate  to  the  more 
mentT illnesses  or  defects,  but  which  nevertheless  affect  their  behaviour 
adversely  so  as  to  render  them  delinquent  or  otherwise  anti-social.  Such  conditions 
are  loosely  called  “ psychopathic  ”. 

1A5  Behaviour  of  this  kind  may,  in  many  cases,  ‘be  a manifestation  of  mental 

diec.',  as  explained  STSS 

illnesses  m an  early  or  not  fully  deveiopeo  i g^,  ^ ^ psychoneurosis  such  as 

h^eKbeeafSS  with  other  neurotic  symptoms.  Similar  behaviour  may 
also  follow  organic  disease  or  injury  of  the  brain. 

of  consideration  for  otters,  of  prudence  and  ror®gn  include 

own  best  interests . Their : pathologieai  lying 
inefficiency  and  lack,  of  » y , drug  addiction ; sexual  offences,  and 

swindling  and  slandering , alcoholism  g absence  of  seif.restraint,  which 

violent  actions  with  little  motiva  on ‘ “ the”  threat  of  punishment  influences 

S behaviour  -re  iasting  effect  is  to  intensify  their 

vindictiveness  and  anti-social  attitude. 
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Difficulties  in  medical  diagnosis  should  not,  however,  stand  in  the  way  of  piactical 
measures  and  it  is  clear  that  what  is  needed  is  the  provision  of  facilities  for  treat- 
ment on  a voluntary  'basis  for  those  who  may  be  benefited  and  are  willing;  and  for 
Se  compullory  segregation,  with  treatment  where  possible,  of  severe  cases,  where 
this  is  needed  for  the  protection  of  others. 

167  Logically  it  might  be  contended  that  all  such  cases  are  instances  of  either 
mental  defect  or  disorder,  according  to  whether  the  condition  arose  during  develop- 

or  waTacmired  late  ; and  therefore,  if  there  is  severe  disturbance  of  behaviour 
U “should  be  possible  to  deal  with  the  patient  under  the  compulsory  provisions 
applicable  to  mental  disorder  or  mental  defect. 

168  Undoubtedly,  a number  of  such  cases  are  so  dealt  with  every  year.  But 
the  “inteHectuai”  b as  in  mental  deficiency  practice  has  generally  excluded  patients 
Whh  emotional  and  adaptive  defects,  even  when  they  were  true  failures  °f  develop- 
ment ■ and  in  .the  practice  of  mental  disorder,  a similar  tradition  has  identified 
“certifiable  insanity  ” too  closely  with  loss  of  intellect  or  the  presence  of  delusions. 
Consequently^  psychopathic  patients,  though  their  minds  are  far  from  sound,  arc 
commonly  said  to  'be  “ not  certifiable  as  of  unsound  mind. 

169  There  is  of  course,  no  legal  obstacle  to  the  admission  of  such  persons  as 
voluntary  patients  to  mental  hospitals,  or  without  formality  to,  neurosis  centres  or 
mveh  a L wards  of  general  hospitals.  The  Industrial  Unit  at  Belmont  Hospital 
STn  outstanding  example  of  a centre  where  treatment  is  given  on  a vo  untary  basis, 
using  new  and  original  methods  which  have  been  devised  in  the  Unit  itself.  The 
difficulty  is  that  such  centres  are  not  available  in  sufficient  numbers  or  variety,  and 
the  mental  hospital  is  suitable  for  only  a limited  proportion  of  patients  of  this 

kind.  . , « i • 

170  Care  and  treatment  under  compulsory  conditions  can  be  and  are  in  a 

nnmlipr  nf  cases  provided  by  means  of  a prison  sentence,  if  an  ollence  has  been, 
commuted  Xh  is  so  punishable.  Following  the  East-Hubert  report  of  1939 
osvchological  treatment  is  being  given  within  the  prison  to  a limited  extent,  and 
there  will  be  further  facilities  when  the  proposed  special  prison  for  such  cases  is 
opened.  Treatment  under  prison  conditions  is  not  however  always  appropriate,  and 
its  duration  is  always  'limited  by  the  ‘length  of  the  sentence. 

171  A measure  of  compulsion  of  a different  kind  has  been  introduced  by 
Section  4 of the  Criminal  Justice  Act,  1948.  It  is  noteworthy  that  this  has  been 
done  without  any  attempt  at  a definition  or  even  a description  of  the i mental  sUtes 
to  which  it  applies.  It  is  sufficient  that  “ the  offender  s mental  condition,  thouth 
reauiring  and  susceptible  to  treatment,  is  not  such  as  to  justify  certification  . It 
would  seem  that  a condition  “ susceptible  to  treatment  must  be  an  abnormal  one  , 
Tnd  in  pracfice  uts  the  abnormality  which  is  established  by  the  med.^  report 
and  susceptibility  to  treatment  is  taken  for  granted,  even  m cases  in  which  the 
prognosis  is  very  poor. 

172  The  court’s  powers  under  Section  4 are  limited  to  making  it  a condition  of 
probation  that  the  offender  shall  submit  to  treatment  for  a maximum  period  of 
12  months,  in  a mental  hospital  or  elsewhere. 

173  We  suggest  that  in  cases  where  a more  prolonged  detention  is  necessary  for 

the  nrotection  of  others,  compulsion  might  best  be  applied  by  an  extension  of  the 
court ™ powers.01  That  is  to  say  that  the  court,  being  satisfied  that  the  offender's 
mental  condition  though  requiring  and  susceptible  to  treatment,  is  not  such  as  to 
Sfy  Ms  bX  deah  with  I a ease  of  mental  disorder  or  defect,  and  being  also 
Lf  rminion  that  the  offender  needs  care  and  supervision  for  the  protection  of  olhei  s, 
might  make  an  cider,  similar  to  that  under  Section  24  of  the  Act  (now  superseded 
bv  Section  30  of  the  Magistrates’  Courts  Act,  1952)  requiring  his  admission  to  an 
aDuroDriafe  institution.  The  order  might  'be  valid  for  a limited  time,  and  might  be 
renewable  by  a procedure  introducing  reconsideration  by  visiting  justices  or  by  it 
special  Visiting  Board.  , 

174  In  some  cases  it  may  be  desirable  'to  use  the  method  of  Section  4 first,  and 
if  the'  patient  at  the  end  of  the  year  has  not  responded  to  treatment,  the  proposed 
new  powers  could  be  invoked. 
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175.  If,  however,  it  is  felt  ithat  such  extended  powers  could  not  safely  be  given 
to  a court  without  the  introduction  of  a more  precise  definition  of  the  class  of  case 
to  whom  they  are  to  be  applied,  we  would  recommend  a definition  based  on  that 
suggested  by  a committee  of  the  National  Association  for  Mental  Health,  modified 
to  accord  with  the  terms  used  in  our  other  recommendations:  — 

“ That  the  offender  is  a psychopathic  offender ; that  is  to  say,  a person  who 
though  not  suffering  from  mental  illness  or  from  arrested  or  incomplete  develop- 
ment of  mind,  is  yet  mentally  abnormal  in  that  he  has  shown  persistent  disturbance 
of  emotion  and  will,  resulting  in  irresponsible  behaviour  and  delinquency  or 
cruelty,  and  is  incapable  of  modifying  this  behaviour  in  the  light  of  experience 
176.  Given  these  extended  powers  for  action  by  the  courts,  and  assuming  that 
suitable  institutions  can  be  provided  for  the  reception  of  both  court  cases  and 
voluntary  patients,  as  recommended  below,  it  should  be  possible  to  bring  under 
care  and  treatment  the  majority  of  persons  needing  such  care.  There  will  remain, 
however  a group  of  persons  unprovided  for  because  their  anti-social  behaviour 
is  of  a kind  that  does  not  lend  itself  easily  to  prosecution  before  the  courts.  The 
Dsvchonath’s  behaviour  may  consist  of  a constant  repetition  of  acts  of  cruelty, 
each  too  trivial  to  be  a punishable  offence,  but  by  their  accumulation  causing 
clanger  to  the  bodily  or  mental  health  of  others  or  giving  rise  to  a reasonable 
apprehension  of  such  danger.  ’ 

177  This  kind  of  conduct  is  familiar  to  the  matrimonial  courts,  and  spouses 
subject  to  it  are  able  to  obtain  relief  by  divorce  proceedings,  but  such  relief  is  not 
available  to  other  members  of  the  psychopath’s  family,  or  to  members  of  the 
public  who  may  be  affected  by  his  behaviour. 

178  It  should  be  noted  that  when  such  conduct  occurs  in  association  with  the 
“ traditional”  signs  of  mental  illness  mentioned  above,  it  is  always  held  to  provide 
additional  justification  for  compulsory  treatment;  in  fact  it  has  at  some  periods 
teen  argued that compulsion  is  only  legitimate  in  the  presence  of  such  conduct. 

179  We  think  therefore,  that  there  is  a case  for  some  procedure  by  which  such 

1/J’„ W®  hrmioht  under  care  But  because  such  a measure,  though  not 

an  extension  of  present  custom  and 

practicef  safeguards  of  an  exceptional  nature  should  be  provided. 

m.  w,  at-  CAS 

ss?  'JSdS&rs  isrssj. » «.  .. 

below. 

181.  Legal  provision  f°F  ‘SHS?  he  somf  extern'IIistog 

"necessary  to  establish  special  inshtutions  of 

various  types.  , „nnronriately  treated  in 

mental  ^e^ie^cynhospitals^  fn^the  ^company  ^ high-grade  patients,  from  whom 

thT83.°0°tef  17rbeEsuhable  for  adt—  to  ““,‘^gfttive  SlogS 
under  Section  4),  esPeo‘al'yia*eukhewPto  benefit  from  this ; or  to  special  hospitals 
treatment  and  the  patient  appears  iiKeiy 

and  neurosis  centres.  i„j_. 

184.  New  institutions  which  should  be  esta  8 * 1 i[ne  under  lay  disciplinary 

■One  or  more  on  ??  ^ LdS: ment  pSd  by  a skilled  medical 
control  and  psychiatric  advice  and  treatment  pro 

staff. 
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One  or  more  of  the  Belmont  Unit  type. 

Some  on  purely  medical  lines  for  the  treatment  of  alcoholism  and  drug 
addiction. 

185.  Because  variety  and  suitability  are  more  important  than  geographical  loca- 
tion we  recommend  that  such  institutions  should  be  established  on  a national  or 
inter-regional  basis.  Further  we  attach  great  importance  to  the  careful  .allocation 
of  the  patient  to  the  institution  or  hospital  for  which  he  is  most  suitable.  For  this 
reason  we  recommend  that  this  allocation  should  be  done,  after  the  court’s  order 
has  been  made,  by  a psychiatric  authority  well  acquainted  with  the  facilities  and 
resources  available,  and  able  to  take  into  account  the  needs  of  the  individual 
patient  in  relation  to  these,  such  ,as  the  Regional  Psychiatrist.  There  should 
be  considerable  elasticity  in  the  arrangements  and  patients  should  be  easily  trans- 
ferable from  one  type  of  institution  to  another.  Suitable  institutions  should  be 
open  ito  voluntary  patients  without  formality,  as  well  as  to  those  under  court  order. 

186.  For  the  same  reason  we  recommend  that,  if  these  proposals  or  any  of  them 
are  adopted,  they  should  not  toe  brought  into  force  until  sufficient  special  accom- 
modation has  been  provided  to  enable  a successful  start  to  be  made. 


MISCELLANEOUS  RECOMMENDATIONS 
Proceedings  in  juvenile  court 

187.  We  wish  to  draw  the  Commission’s  attention  to  what  we  feel  is  an  undesir- 
able provision  of  the  Children  Act,  1948,  whereby  unnecessary  distress  and  actual 
harm  may  be  inflicted  on  certain  mental  patients. 

188.  Section  2 of  the  Aot  provides  that  a local  authority  may  assume  the  rights 
and  powers  of  a parent,  if  the  latter  suffers  from  some  permanent  disability 
rendering  him  or  her  incapable  of  caring  for  the  child.  If  the  parent  objects, 
the  local  authority  may  complain  to.  a juvenile  court,  which  may  overrule  the 
objection ; the  court  however  must  satisfy  itself  that  the  (parent  is  unfit  to  have 
the  care  of  the  child  by  reason  of  unsoundness  of  mind  or  mental  deficiency. 

L89.  It  will  thus  foe  seen  that  in  such  cases  the  issue  of  (the  patient’s  state  of 
mind  must  toe  argued  in  court,  evidence  heard  for  tooth  sides,  and  medical  witnesses 
subpoena’ed.  Cases  of  this  kind  arise  where  a mother  has  left  hospital  not  fully 
recovered,  and  it  as  clear  that  .the  child  ought  to  remain  in  the  care  of  others 
for  the  time  being,  though  the  patient  herself  cannot  realise  this.  In  such  cases 
the  medical  evidence  has  to  toe  given  toy  the  doctor  who  has  treated  the  patient 
in  hospital  and  may  still  be  treating  her  as  an  out-patient. 

190.  The  Association  has  always  opposed  anything  of  the  nature  of  a public 
trial  of  insanity  except  as  part  of  criminal  proceedings,  and  this  view  has  been 
upheld  .by  successive  Royal  Commissions.  We  suggest  that  the  Act  should  be 
amended  so  that  any  appeal  against  the  local  authority’s  resolution  should  be  a 
matter  for  consideration  in  private  by  a judicial  authority. 


Patients’  allowances  and  rewards 

191.  We  have  already  referred  to  two  aspects  of  patients’  finances,  namely  addi- 
tional measures  for  the  protection  of  patients’  property  (para.  81)  and  the  main- 
tenance of  patients  on  leave  (para.  76)  or  on  licence  (para.  160). 

192.  We  wish  to  bring  to  the  Commission’s  notice  the  inconsistencies  and 
anomalies  which  exist  in  connection  with  the  payment  to  patients  in  hospitals 
o . benefits,  allowances  and  rewards  from  different  sources.  These  anomalies 
arise  from  the  application  of  various  Acts  .and  Regulations,  not  specially  designed 
with  .a  view  to  use  m mental  or  mental  deficiency  hospitals,  and  therefore  framed 
without  regard  to  their  effects  when  so  used. 

193. _Ma.ny  short-stay  patients  receive  benefits  which  are  adequate  or  even 
excessive  for  their  needs,  but  the  good  effect  is  often  spoilt  by  delay  in  the  com- 
mencement of  payments. 
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194.  National  Insurance  Officers  do  not  always  co-operate  sufficiently  with  the 
hospitals  in  deciding  ,how  the  benefits  to  which  .the  patient  is  entitled  shall  reach 
him,  and  often  money  is  paid  out  to  relatives  to  whom  too  much  latitude  is 
given- ; this  applies  also  to  money  payable  from  other  official  sources. 

195.  Many  long-stay  patients  are  sufficiently  “in  benefit " to  obtain  a liberal 
pocket-money  allowance  for  many  years ; others  not  so  entitled  are  dependent  on 
allowances  made  by  Hospital  Management  Committees,  and  for  those  very  little 
can  be  spared  out  of  the  Committees’  limited  budgets.  For  this  same  reason 
rewards  given  to  working  patients  are  too  low,  especially  In  relation  to  sick  benefits, 
■to  act  as  incentives  to  therapeutic  occupation. 

196.  Married  women  in  whose  case  maintenance  orders  have  been  made  before 
■their  admission  continue  to  receive  this  maintenance  while  in  hospital ; and  in 
the  case  of  women  divorced  while  -in  hospital,  the  court  generally  orders  the 
continued  payment  of  pocket-money.  On  the  other  hand,  other  married  women 
have  no  right  to  any  allowance  by  their  husbands  so  long  as  they  are  receiving 
“ free  ” maintenance  in  hospital. 

197.  We  recommend  that  these  matters  should  receive  further  consideration, 
perhaps  by  an  Inter-Departmental  Committee,  so  that  these  anomalies  and  hard- 
ships may  be  removed. 


THE  BOARD  OF  CONTROL 

198.  Wo  have  throughout  referred  to  the  central  authority  as  “The  Board  of 
Oontrol  ”,  We  believe  that  the  continued  existence,  of  the  Board,  substantially  in 
its  present  form,  is  in  the  interests  of  the  patients,  of  the  hospitals  and  of  the 
■public. 

199  We  recommend  that  the  Board  should  ibe  maintained  in  a position  of  relative 

independence,  so  that  its  reports  may  have  the  value  attaching  to  an  impartial 
inspectorate.  Since  society  finds  it  .necessary  to  detain  compulsorily  a large  number 
of  noonle  whom  it  has  no  wish  to  punish,  but  only  to  care  for  and  treat  it  follows 
that*  society  has  a moral  obligation  to  see  that  those  so  detained  are  car^  for  umier 
conditions 'that  satisfy  the  public  conscience.  For  this  reason  alone  the  hospitals 
for  mental  disorder  and  mental  defect  need  to  be  inspected  and  reported  on  by 
™ to  report  and  criticise  solely  from  this  point  of  view, 

uninfluenced  by  any  consideration  of  departmental  policy. 

200  We  believe  also  that  the  scrutiny  by  the  Commissioners  of  admission  d«u- 
ments  and  continuation  certificates  is  an  essential  part  of  mental  treatment  legida 

Since  in  no  other  way  can  a uniform  standard  be  maintained  by  which  the 
justification  for  detention  can  be  measured.  

901  We  'recommend  that  the  number  of  Commissioners  should  ;be  sufficient  to 
allow  of  nersonal  visitation  of  all  cases  which  seem  to  call  for  inquiry,  and  also  to 

as  to  command  the  confidence  of  the  hospital  authorities  and  sta  . 

202  For  the  reassurance  and  education  of  the  public  we  believe _it  nec essary 

rtoto  rtheCntaf health  services  on  a scale  commensurate  with  then  importance. 
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SUMMARY  OF  MAIN  RECOMMENDATIONS 


PART  I.  MENTAL  DISORDERS 


(1)  Adult  voluntary  patients  should  be  admitted  without  formality  ; alternatively, 
the  written  application  should  be  in  the  simplest  possible  form  (paras.  23-26). 

(2)  It  should  no  longer  be  stated  that  voluntary  admission  is  “ for  mental  illness  ” 
(para.  27a). 

(3)  Voluntary  patients  should  have  the  right  to  depart  without  giving  previous 
notice.  If  notice  is  still  required,  the  period  should  continue  to  be  72  houTS 
(paras.  28  and  58). 

(4)  Voluntary  patients  who  become  incapable  of  expressing  themselves  as  willing 
or  unwilling  should  be  allowed  to  retain  their  voluntary  status  (para.  29). 

(5)  All  initial  admissions  other  than  voluntary  should  be  in  the  status  of  temporary 
patient — without  a judicial  order ; two  medical  recommendations  to  be  required,  of 
which  one  from  a practitioner  experienced  in  psychiatry ; the  period  of  validity  to 
be  one  year,  extendable  to  two  ; the  patient  to  have  the  right  to  an  interview  with  a 
magistrate  after  admission  (paras.  30-41). 

(6)  Judicial  orders  should  be  necessary  after  completion  of  one  year  (or  two  years 
as  the  case  may  be)  of  temporary  treatment ; two  medical  recommendations  should 
be  required  (paras.  42-43). 

(7)  Changes  in  terminology  should  be  made  in  connection  with  the  judicial  order, 
and  in  particular  the  terms  “ certification  ” and  “ certified  patient  ” should  no  longer 
be  used  (para.  44). 


(8)  Special  reports  at  statutory  intervals  should  be  required,  for  patients  under 
order ; changes  are  recommended  in  their  wording  (ipara.  45). 

(9)  Procedure  for  emergency  admissions  should  be  simplified ; it  is  recommended 
that  either  a mental  welfare  officer,  or  a relative  (with  medical  support)  should  be 
able  to  make  a three-day  order  (extendable  to  21  days)  for  admission  to  an  Observa- 
tion unit  or  designated  mental  hospital  (paras.  46-49). 

(10)  Recommendations  are  made  covering  the  designation  of  hospitals  for  this 
purpose  (para.  50). 

(11)  Medical  Superintendents  of  mental  hospitals  should  have  discretion  to  decide 
on  priority  of  admissions  of  all  categories  (para.  52). 

(12)  Local  authorities  should  take  a broad  view  of  the  functions  and  duties  of 
mental  welfare  officers,  who  should  form  an  essential  part  of  a comprehensive 
mental  health  service  (paras.  53-55). 

(13)  The  legal  provisions  for  the  protection  of  persons  exercising  duties  under 
the  Act  should  be  extended  to  all  persons  giving  professional  advice  or  information 
(para.  57). 

(14)  The  Medical  Superintendent  should  retain  the  power  to  discharge  a voluntary 
patient  (para.  58). 


(15)  In  the  case  of  voluntary  patients  retained  in  hospital  under  Recommenda- 
tion 4,  the  appropriate  relative  should  have  a power  of  discharge  (para.  60). 

(16)  The  Medical  Superintendent  should  be  empowered  to  discharge  a temporary 
or  reception  order  patient ; the  present  right  of  discharge  possessed  by  any  three 
members  of  the  Committee  to  be  retained  (paras.  61-63). 

(17)  The  “appropriate  relative’s  ” power  of  discharge  should  be  restricted  by  an 
alteration  m the  wording  of  the  barring  certificate  (paras.  64-65). 

(18)  The  definition  of  the  “appropriate  -relative”  should  be  revised  (para.  66) 

(19)  i-ocai  authorities  should  have  a duty  to  admit  to  Part  III  accommodation 

patients  being  discharged  from  mental  hospita-ls  who  would  otherwise  be  homeless 
(para.  oo).  * 

(20)  The  provisions  regarding  leave  of  absence  should  -be  made  uniform  for  all 

z'f  a11  categories  of  patients.  The  Medical  Superintendent  should  be 
(^?as  69  72)  818111  ^ SpeClfied  renewable  periods  to  patients  of  all  categories 
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(21)  It  should  be  permissible  to  grant  leave  from  one  mental  hospital  for  the 
purpose  of  special  treatment  at  another  mental  hospital,  without  transfer  formalities 
(para.  74). 

(22)  Financial  provision  for  patients  on  leave  should  be  made  by  the  Hospital 
Management  Committee,  or  where  appropriate  by  the  National  Assistance  Bo.ard, 
who  should  be  required  to  have  regard  to  the  recommendations  of  the  hospital 
authorities  (para.  76). 

(23)  The  “ recapture  ” period  for  a patient  absent  without  leave  should  be  28  days 
(para.  77). 

(24)  Recommendations  are  made  for  more  convenient  arrangements  in  connection 
with  the  retaking  of  patients  absent  without  leave  (paras.  78-79). 

(25)  Legal  provision  should  be  made  for  the  easy  .transfer  of  patients  between 
England  and  Wales  and  other  parts  of  the  British  Isles  (para.  80). 

(26)  A simple  and  rapid  interim  procedure  should  be  devised  for  the  protection, 
immediately  after  admission  to  hospital,  of  patients’  most  urgent  financial  affairs 
(para.  81). 

(27)  Routine  notification  of  deaths  to  the  coroner  should  be  abolished  (paras.  82 
and  154). 

(28)  The  principle  of  “ medical  authority  ” in  mental  hospitals  should  continue 
to  be  recognised  (para.  83). 

(29)  Statutory  medical  powers  and  duties  should  continue  to  be  entrusted  to 
the  Medical  Superintendent,  who  should,  however,  be  empowered  to  delegate  them 
to  other  members  of  the  hospital  staff  (paras.  84-85). 

(30)  Licensed  houses  and  approved  nursing  homes  should  be  amalgamated  under 
a single  designation,  and  freed  from  the  restrictions  imposed  by  the  Lunacy  Act 
of  1890  (paras.  86-88). 

(31)  The  admission  of  “Broadmoor”  patients  to  mental  hospitals  should  be 
subject  to  prior  consultation  with  the  Medical  Superintendent  (paras.  89-91). 

(32)  Patients  at  Broadmoor  whose  sentences  have  expired  should  not  be  trans- 
ferred to  ordinary  mental  hospitals  unless  suitable  in  the  opinion  of  ithe  Medical 
Superintendent  of  Broadmoor  (para.  92). 

(33)  “Broadmoor”  patients  should  retain  a right  to  remission  of  sentence  for 
good  conduct  (para.  93). 

(34)  The  term  “Broadmoor  patient”  should  be  replaced  by  that  of  “Home 
Office  patient”  (ipara.  94). 

(35)  It  should  be  made  permissible  to  transfer  a homicidal  or  potentially  homi- 
cidal .patient  from  a mental  hospital  ito  Broadmoor,  or  some  analogous  institution, 
without  indictment  or  trial  (paras.  95-97). 

(36)  The  recommendations  of  the  Association’s  Geriatric  Committee  are  brought 
to  the  notice  of  -the  Commission.  In  general,  no  special  legislation  is  recommended 
in  relation  to  mental  disorder  in  the  aged  (paras.  98-107). 


PART  n.  MENTAL  DEFICIENCY 

(37)  Mental  deficiency  should  be  conceived  .as  a condition  of  arrested  or  in- 
complete development  of  mind  as  judged  by  the  patient’s  social  inadequacy 
(paras.  108-115). 

(38)  The  terms  “ mental  deficiency  ” .and  “ mental  defective  ” should  not  be  used 
in  legislation  ; other  terms  are  suggested  (para.  116). 

(39)  The  age  before  which  the  law  requires  the  defect  to  have  existed  should  be 
raised  from  18  to  21  (para.  117). 

(40)  The  present  legal  distinctions  between  grades  of  defect  should  be  abolished, 

as  also  the  special  circumstances  rendering  defectives  liable  to  be  dealt  with 
(paras.  118-121).  Q 

30474 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


294 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


(41)  Changes  an  wording  are  suggested  to  emphasize  the  medical  and  curative 
aim  of  the  legislation  (para.  122). 

(42)  Temporary  admission  for  observation,  short  treatment,  etc.,  should  be  per- 
mitted for  up  to  three  months,  without  formality  (para.  124). 

(43)  There  should  be  provision  for  the  admission  without  order  of  certain 
categories  of  patients  at  their  own  request  or  at  the  request  of  their  parents  or 
guardian  (paras.  125-126). 

(44)  Special  reports  should  be  required  in  respect  of  such  patients  (para.  127). ' 

(45)  The  Medical  Officer  should  be  empowered  to  grant  leave  of  absence  to  such 
patients  (para.  128). 

(46)  Patients  admitted  without  order  should  be  dischargeable  by  the  Medical 
Officer,  at  their  own  request,  or  at  the  request  of  a parent  or  guardian,  as  may 
be  appropriate  (para.  129). 

(47)  A “ place  of  safety  ” procedure  should  be  used  for  emergency  admissions 
when  it  is  intended  to  apply  for  a judicial  order  within  two  months  (para.  130). 

(48)  Admission  under  judicial  order  should  apply  to  patients  of  categories  not 
eligible  for  admission  without  order,  or  in  cases  of  .proved  necessity  Yi'frf,ftcre  ,as 
been  failure  to  use  the  procedure  of  Recommendation  43  (paras.  131-134). 

(49)  Recommendations  are  made  in  regard  to  the  procedure  lor  obtaining  a 
judicial  order  (paras.  135-138). 

(50)  Recommendations  .are  made  in  regard  .to  patients  under  Recommendation 
43  who  discharge  themselves  or  are  withdrawn  from  the  hospital  (para.  139). 

(51)  Periodical  reconsideration  by  visiting  justices  should  apply  to  patients  under 
jrder,  but  special  reconsideration  at  the  age  of  21  is  unnecessary.  Recommenda- 
tions .are  .made  in  regard  to  procedure  (paras.  141-144). 

(52)  The  Medical  Officer  should  have  power  to  grant  temporary  leave  of  absence 
to  patients  under  order;  licence  for  any  longer  period  should  be  granted  by  him 
with  the  concurrence  of  two  members  of  the  Committee  (paras.  145-146). 

(53)  Recommendations  are  made  for  an  alteration  in  the  form  of  authority 
used  when  granting  licence  (para.  147). 

(54)  Patients  absent  without  leave  should  be  discharged  automatically  at  Die 
end  of  six  months  (para.  148). 

(55)  The  Board  of  Control,  and  the  visiting  justices,  should  have  powers  of  dis- 
charge (para.  149). 

(56)  It  should  be  possible  to  discharge  patients  direct  to  statutory  supervision 
(para.  150). 

(57)  It  should  be  possible  to  send  patients,  on  leave,  to  a mental  hospital,  for  the 
purpose  of  special  treatment  without  formality  (paras.  151-152). 

(58)  All  mental  deficiency  units  should  either  be  brought  under  the  control  of  a 
Medical  Superintendent  or,  where  this  is  impracticable,  should  be  visited  by  a 
psychiatrist  of  similar  standing  (para.  153). 

(59)  The  local  authority  should  invariably  make  use  of  skilled  psychiatric  assist- 
ance (para.  156). 

(60)  Community  care  should  be  developed,  especially  by  the  provision  of  clubs 
and  hostels  (paras.  157-159). 

(61)  Arrangements  for  financial  support  should  be  on  similar  lines  to  those 
recommended  for  mental  disorder  (para.  160). 

(62)  The  law  of  contract  and  tort  in  regard  to  menial  defectives  should  be 
clarified  (paras.  162-163). 
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PART  III.  PSYCHOPATHIC  STATES 

(63)  The  powers  of  courts  under  the  Criminal  Justice  and  Magistrates’  Courts  Acts 
should  be  extended  to  enable  psychopathic  offenders  to  be  placed  under  care  and 
treatment.  A definition  of  “psychopathic  offender”  is  suggested  (paras.  164-175). 

(64)  There  should  be  provision,  subject  to  special  safeguards,  for  dealing  with 
psychopathic  persons  who  cannot  >be  charged  with  any  particular  offence,  but  whose 
behaviour  is  such  that  they  require  care  and  treatment  for  the  protection  of  others 
(paras.  176-180). 

(65)  Although  existing  institutions  can  be  used  for  some  psychopathic  patients, 
special  institutions  of  various  kinds  are  required  (paras.  181-184). 

(66)  The  allocation  of  patients  to  the  appropriate  institution  should  be  made  by 
the  Regional  .Psychiatrist  (para.  185). 

(67)  Legislation  under  this  Part  should  not  come  into  force  until  sufficient 
special  accommodation  has  been  provided  (para.  186). 


OTHER  RECOMMENDATIONS 

(68)  Amendments  are  suggested  to  Section  2 of  the  Children  Act,  1948  (paras. 
187-190). 

(69)  There  should  be  a f-u-ll  consideration  of  matters  relating  to  patients’  monetary 
benefits,  allowances,  rewards,  etc.,  with  a view  to  remedying  existing  anomalies 
(paras.  191-197). 

(70)  The  Board  of  Control  should  be  maintained  in  a position  of  relative  inde- 
pendence ; its  duties  of  inspection  and  scrutiny  of  documents  should  continue ; and 
its  reports  should  be  published  in  full,  together  with  an  adequate  Annual  Report  on 
the  state  of  the  Mental  Health  Services  (paras.  198-202). 


APPENDIX 


REPORT  OF  GERIATRIC  COMMITTEE,  1951 
(1)  Terms  of  reference 

To  examine  the  problem  of  the  elderly  and  aged  patient  in  mental  hospitals  and 
to  make  recommendations  for  their  more  suitable  accommodation  and  treatment. 


(2)  Nature  and  extent  of  problem 

The  Committee  was  primarily  set  up  because  the  number  of  elderly  and  aged 
patients  in  mental  hospitals  is  steadily  increasing,  resulting  in  severe  over-crowding 
and,  in  many  instances,  of  other  patients,  more  in  need  of  active  treatment,  having 
to  be  denied  admission. 

The  mental  hospital  impasse  is  only  one  facet  of  the  problem,  whose  urgency  and 
magnitude  has  forced  itself  on  the  notice  of  a general  public  which  usually  finds  old 
age  of  little  interest  or  popular  appeal. 

Between  1938  and,  1948  the  total  population  of  England  and  Wales  has  increased 
by  less  than  H million  (6-0  per  cent.),  while  the  65  years  and  over  population  has 
gone  up  by  over  1*  million  (31-4  per  cent.)  and  the  percentage  of  people  aged  65 
and  over  in  the  total  population  has  risen  from  7-8  per  cent,  to >9-3  per  cent  in 
men  and  from  9'5  per  cent,  to  12'2  per  cent,  in  women.  According  to  the  Royal 
Commission  on  Population  (1947)  as  many  as  16  per  cent,  of  the  population  are 
likely  to  be  65  years  and  over  in  1977.  We  should  expect  this  to  be  reflected  in 
the  number  of  old  people  in  and  awaiting  admission  to  hospital,  but  the  actual 

figures  show  a much  steeper  rise. 

In  the  10  year  period  1938-48  the  total  mental  hospital  population  fell  by  3,135 
patients  duefuo  Soubt,  to  fewer  available  beds,  whereas scon" 
■iired  65  vears  and  over  increased  during  the  same  period  by  7,674.  llus  constitutes 
•infill  0/10809  natients  under  the  age  of  65  years,  and  underlines  our  observation 
til?  ‘0  be  refused  admission.  The  proportion  of 
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patients  aged  65  years  and  over  to  the  total  mental  hospital  population  rose  from 
14-8  per  cent,  to  19- 1 per  cent,  in  men  and  from  19-7  per  cent,  to  27'6  per  cent,  in 
women.  Compared  with  the  percentage  figures  of  the  elderly  in  the  general  popula- 
tion the  mental  hospital  population  has  risen  nearly  three  times  as  much  in  'both 
men  and  women. 

(3)  Analysis  of  causes  of  rising  proportion  of  the  elderly  in  mental  hospitals 

The  reasons  for  the  alarming  rise  in  the  proportion  of  elderly  patients  to  the  total 
population  in  mental  hospitals  can  be  summarised  as  follows  : — 

(i)  Increasing  age  of  general  population. 

(ii)  Loss  of  over  3,000  beds  in  mental  hospitals. 

(iii)  .Loss  of  beds  for  elderly  patients  in  public  assistance  institutions  and  other 
hospitals  and  institutions. 

(iv)  Social  factors — 

(a)  Housing  shortage. 

(b)  Increased  employment  of  women — no  home  help. 

(c)  free  accommodation  in  hospital  under  National  Health  Service. 

(d)  Decline  of  family,  religious  and  social  obligations. 

(i)  The  increase  in  age  in  the  general  population  has  been  shown  to  be  reflected 
three-fold  in  the  mental  hospital  population.  This  can,  in  part,  be  accounted  for  by 
the  fact  that  (i)  very  few  mental  hospital  patients  are  under  the  age  of  16  years, 
and  (ii)  psychiatric  illness  tends  to  be  more  common  in  the  elderly. 

(ii)  The  reduction  of  over  3,000  mental  hospital  patients  adds  in  some  measure 
to  the  relative  increase  of  elderly  patients,  because  seniles  are,  for  the  most  part, 
certified  and  must  be  accepted  at  the  expense  of  the  uncertified  patients  mainly  of 
younger  age.  This  reduction  of  patients  has  been  limited  to  3,135  only  'by  over- 
crowding, because  the  recognised  bed  space  in  mental  hospitals  was  actually  reduced 
by  7,639  beds  at  the  end  of  1949. 

(iii)  It  has  not  been  possible  to  obtain  comprehensive  figures  for  the  loss  of  beds 
at  public  assistance  institutions,  general  .hospitals  catering  for  elderly  and  senile 
patients,  and  accommodation  under  Part  III  of  the  National  Assistance  Act,  but 
it  is  well  known  that  many  such  'beds,  available  before  the  war,  are  now  closed 
owing  to  war  damage,  nursing  shortage  or  economy,  or  are  used  for  other  purposes. 
The  number  of  beds  available  for  the  elderly  and  chronic  sick  in  pre-N.H.S.  Act 
local  authority  hospitals  and  institutions  had  fallen  in  the  South-East  Metropolitan 
Region  from  3,733  in  1938  to  2,422  in  1948. 

Any  estimate  of  how  many  of  the  elderly  and  aged  now  in  mental  hospitals  are 
suitable  for  other  accommodation  cannot  escape  the  personal  bias  of  the  assessor, 
but  figures  taken  from  two  different  sources  leave  no  doubt  that  an  appreciable 
proportion  is  suitable  for  these  lost  beds  and  is  of  the  type  accommodated  in  them 
before  the  war. 

(iv)  The  influence  of  social  factors  ” on  the  hospitalisation  of  old  people  cannot 
■be  given  in  statistical  form,  but  there  is  no  doubt  that  many  fewer  families  than 
before  the  war  are  now  able  or  willing  to  care  for  their  mentally  or  physically  ailing 
old  people  in  their  homes.  The  main  “ social  factors  ” are : — 

(a)  Lack  of  housing  accommodation : so  many  families  are  already  over- 
crowded that  it  is  impossible  to  give  up  a bedroom  to  a restless,  talkative 
old  person  who  has  hitherto  shared  a room  with  another  member  of  the 
family  or  has  been  living  alone. 

(b)  The  increase  in  the  number  of  women,  and  particularly  of  married  women, 
now  going  out  to  work  : this  is  perhaps  the  most  important  social  factor  of 
all,  tor  there  are  many  senile  patients  in  every  imenta!  hospital  who  could 
be  discharged  if  there  were  a woman  relative  at  home  the  greater  part  of 
the  day. 
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(c)  The  stopping  of  all  maintenance  contributions  under  the  N.H.S.  Act, 
combined  with  the  ever-rising  cost  of  living,  may  well  have  made  many 
families  less  willing  to  keep  their  aged  relatives  at  home  and  more 
obdurate  .against  having  them  back  from  a mental  hospital.  Unfortunately 
we  cannot  insist  on  their  discharge  unless  they  can  be  said  to  be 
“ recovered 

(//)  The  decline  in  standards  of  family  unity  .and  of  obligation  to  members  of 
the  family,  together  with  the  crumbling  of  the  stigma  of  being  admitted 
to  a mental  'hospital  have  done  much  to  produce  the  .prevailing  lack  of 
social  responsibility  for  elderly  -relatives.  Waning  religious  influences  and 
the  modern  trend  of  educational  and  political  teaching  are  also  important 
factors. 

The  foregoing  analysis  of  some  of  the  factors  bearing  on  the  overcrowding  of 
mental  hospitals  with  elderly  patients  has  shown  the  position,  in  a general  way. 
A more  detailed  enquiry  has  been  made  in  the  case  of  -admissions  aged  65  and 
over  to  seven  borough  or  county  mental  hospitals,  selected  from  rural  and  urban 
areas  in  both  the  north  and  south  of  the  country. 

For  each  hospital  the  'figures  for  the  male  and  female  admissions  were  obtained 
together  with  the  deaths,  discharges  and  numbers  remaining  after  six  weeks,  six 
months,  one  year  and  two  years.  The  figures  were  then  examined  both  for  the 
individual  hospitals  and  collectively. 

Admissions 

These  totalled  592,  consisting  of  199  males  and  393  females,  representing  almost 
a twelfth  of  all  admissions  of  patients  aged  65  and  over  to  former  county  and 
borough  mental  hospitals  during  1947.  The  highest  number  of  admissions,  192, 
was  to  a hospital  in  a county  with  poor  institutional  accommodation,  without 
female  observation  wards  and  with  only  10  male  observation  beds  for  about  1£ 
million  inhabitants.  The  lowest  number  of  admissions,  25,  was  to  a hospital  in 
a large  city  with  •plentiful  observation  ward  and  chronic  hospital  facilities. 

The  deaths 

In  seven  hospitals  for  which  the  figures  were  examined  the  death  rates  varied 
between  5 per  cent,  and  25  per  cent,  of  the  admissions  aged  65  and  over  in  6 
weeks,  10  per  cent,  and  38  per  cent,  in  six  months,  12  -per  cent,  and  42  per  cent, 
in  a year  and  12  per  cent,  and  49  per  cent,  in  two  years  after  the  patients  entered 
hospital.  From  the  figures  it  would  seem  that  the  hospitals  in  the  series  fall  into 
two  groups ; three  with  about  5,500  beds  in  all,  dealt  with  392  of  the  admissions, 
the  remaining  4 with  over  7,000  beds  had  200  admissions  between  them,  suggesting 
that  the  latter  four  had  more  adequate  observation  ward  or  institutional  facilities 
for  the  disposal  of  the  patients.  It  was  found  that  in.  six  weeks,  6 months,  1 year 
and  2 years  the  first  three  hospitals  had  collective  death  rates  of  22  per  cent., 
32-5  per  cent.,  38  per  cent,  and  44-5  per  cent.,  whilst  for  the  other  four  hospitals 
these  were  8-5  .per  cent.,  15-5  per  cent.,  18  per  cent,  and  26  per  cent.  It  would, 
therefore,  appear  that  there  is  a considerable  difference  in  the  number  of  deaths, 
if  certain  categories  of  patients  are  sorted  out  prior  to  admission. 

Taking  all  the  figures  together,  of  the  592  admissions  103  (17-4  per  cent.)  died  in 
6 weeks,  159  (26-9  per  cent.)  in  6 months,  186  <31*4  per  cent.)  in  one  year,  and 
225  (38  per  cent.)  within  two  years  of  their  entry  into  hospital. 

The  discharges 

In  the  case  of  the  discharges  there  was  .a  much  closer  agreement  between  the 
first  group  of  3 hospitals,  and  the  second  of  4.  The  figures  for  discharges  were 
for  the  group  of  3 hospitals  (392  admissions)  and  4 hospitals  (200  admissions), 
respectively,  as  follows:  —37  (9-5  per  cent.)  and  15  (7-5  per  cent.)  after  6 weeks, 
123  (31-5  per  cent.)  and  69  (34*5  -per  cent.)  after  6 months,  147  (37-5  per  cent.) 
and  85  (42-5  per  cent.)  in  one  year,  and  156  (40  per  cent.)  and  93  (46-5  per  cent.) 
in  two  years  after  admission,  though  it  seems  throughout  that  those  hospitals 
admitting  a proportionately  smaller  number  of  elderly  patients  have  been  able  to 
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select  those  of  better  prognosis.  The  only  exception  in  the  figures  is  for  the  first 
6 weeks,  and  the  difference  in  numbers  is  consistent  with  a sampling  error  oi:  no 
statistical  significance. 

For  the  whole  of  the  hospitals  collectively  the  discharge  rate  is  10T  per  cent, 
of  the  admissions  during  the  first  6 weeks,  but  it  rises  rapidly  to  become  32-5  per 
cent  in  the  first  6 months,  then  comparatively  slowly  to  392  per  cent  m a year  and 
42  per  cent,  in  two  years.  The  discharge  rate  is  unexpectedly  high  it  judged  on 
the  somewhat  pessimistic  standard  so  often  assumed  towards  elderly  admissions. 


(4)  Memoranda  on  which  recommendations  are  based 

til  We  propose  to  formulate  our  recommendations  on  the  framework  of  M.  of  .H. 
circulars  H.M.C.  (SO)  25  and  (50)  38  and  the  B.M.A.  Special  Committee  report  on 
“ The  Care  and  Treatment  of  the  Elderly  and  Infirm  ” (1947). 

fii)  HMC  (50)  38,  entitled  “Treatment  of  the  Elderly  Chronic  Sick”,  suggests 
the  principles  on  which  a hospital  geriatric  service  should  be  developed,  and 
recognises  convalescent  and  long-stay  annexes  for  the  elderly  sick  no  longer  in 
need  of  active  hospital  treatment.  It  suggests  that  this  accommodation  might  oe 
in  a separate  part  of  a larger  hospital,  in  special  hospitals,  or  in  annexes  or  homes 
Linked  with  an  acute  hospital.  Admission  should  be  only  by  way  of  the  acute 
hospitals  and  the  nursing  staff  should  be  linked  with,  the  acute  hospital  to  allow 
for  a rotation  of  staff  and  minimise  the  difficulty  in  obtaining  nurses  tor  chronic 


cases. 

(iii)  H.M.C.  (50)  25  on  “The  Care  of  the  Aged  Suffering  from  Mental  Infirmity 
contemplates  the  provision  of : ■ 

(a)  Short-stay  psychiatric  units. 


(h)  Long-stay  annexes. 

The  short-stay  psychiatric  unit  is  envisaged  as  a,  small  observation  and  investigation 
unit  (not  above  25  beds  usually)  developing  as  ia  part  of  the  main  geriatric  depart- 
ment which  it  is  hoped  to  form  in  all  the  larger  general  hospital  centres,  the 
short-term  unit  is  considered  mainly  as  a sorting  house  m which  patients  should 
not  be  kept  more  than  6 weeks.  During  this  period  some  may  have  died,  some 
may  become  fit  to  go  home,  a few  may  require  mental  hospital  care,  and  the  rest 
will  be  transferred  to  the  long-stay  annexes.  (Some  may  be  found  suitable  lot 
accommodation  under  Part  III  of  the  National  Assistance  Act). 


In  this  circular  the  long-stay  annexes  are  recommended  for  patients  without 
marked  behaviour  disorder,  and  might  be  grouped  either  with  mental  hospitals  or 
general  hospitals  or  hospitals  for  the  chronic  sick.  They  should  not  in  any  case 
be  a part  of  a mental  hospital,  and  of  course,  the  patients  would  ‘be  under  no 
kind  of  certification  or  order.  Medical  care  should  he  supervised  'by  a Psychiatric 
Consultant. 


Admission  to  the  long-stay  units  would  be  from  the  short-stay  unit,  and  perhaps 
also  from  mental  hospitals,  observation  wards  under  Section  20  of  the  Lunacy 
Act,  or  direct  from  home.  It  is  suggested  that  unused  buildings  on  mental  hos- 
pital estates,  ex-public  assistance  institutions  or  larger  houses  might  be  used.  The 
problem  of  obtaining  nurses  for  the  long-stay  units  is  not  touched  upon  in 
H.M.C.  (50)  25  although  it  is  laid  down  that  the  staff  should  include  mental  nurses. 
The  report  of  the  Mental  Health  Standing  Advisory  Committee  (SAiCfMH)  (49)  14), 
however,  on  which  the  H.M.C.  is  based,  specifically  recommended  that  the  annexes 
should  be  grouped  with  mental  hospitals  and  that  the  nursing  staff  should  be 
derived  from  ithe  linked  mental  hospital. 


(iv)  These  recommendations  are  partly  based  on  the  B.M.A.  Committee  report 
(referred  to  above)  and  agree  with  it  in  broad  plan.  The  chief  differences  are : — 
la)  The  Ministry  circular  applies  its  recommendations  to  patients  aged  65  years  and 
over,  whereas  the  B.M.A.  Report  envisages  a geriatric  service  for  patients  over 
60  years  of  age.  (4)  The  B.M.A.  Committee  proposes  that  the  long-stay  annexes 
should  be  in  effect  an  extension  of  the  geriatric  department,  and  the  patients  should 
be  admitted  to  them  from  no  other  source.  The  Ministry  circular  allows  admission 
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of  patients  from  other  sources,  and,  in  fact,  ithe  Mental  Health  Standing  Advisory 
Committee  <SAiO(MH)  (49)  14)  puts  forward  cogent  arguments  for  admission  in 
some  instances  from  mental  hospitals  or  direct  from  home. 


(5)  Recommendations  of  this  Committee 

The  recommendations  of  the  B.M.A.  Committee  and  the  Ministry  of  Health 
are  not  immediately  practicable  because  they  involve  ( a ) the  erection  of  new  build- 
ings and/or  the  purchase,  major  adaptation  or  re-instatement  of  existing  accommo- 
dation, and  (b)  the  provision  of  more  and  more  psychiatric  nurses ; these  measures 
are  prohibited  at  present  by  the  economic  and  labour  situation,  and  any  prospect 
of  early  improvement  in  either  looks  far  from  hopeful.  We  shall  therefore  follow 
our  long-term  suggestions  with  a few  more  immediately  practicable  recommendations. 

For  the  purposes  of  this  investigation  we  have  regarded  geriatric  patients  as 
those  aged  65  years  or  over,  in  part  because  65  years  is  one  of  the  age-group 
limits  in  the  Board  of  Control  returns,  and  many  of  our  figures  have  been  obtained 
from  this  source.  In  practice  there  is  no  overriding  reason  to  make  a definite 
age  limitation ; some  patients  are  suitable  for  a geriatric  unit  at  45,  while  others 
at  75  suffer  from  acute  mental  disorders  essentially  suitable  for  treatment  in  a 
mental  hospital. 

Lon g-term  recommendat ions 

We  agree  with  the  main  conclusions  of  the  B.M.A.  Committee  and  the  Ministry 
of  Health,  that  short-stay  and  long-stay  units  should  ultimately  be  provided. 


Short-stay  units 

We  consider  that  short-stay  units  should  be  an  integral  part  of  a general  hospital 
and  of  its  geriatric  department.  They  should  be  administered  by  the  Group 
Hospital  Management  Committee,  visited  by  a Consultant  Psychiatrist,  and  nursed 
by  the  ordinary  nursing  staff  of  the  general  hospital,  with  a doubly-trained  sister-in- 
Charge,  and  preferably  one  or  more  (according  to  size)  mental-trained  nurses  in 
support. 

The  unit  should  have  small  wards  with  adequate  single-room  accommodation. 
It  should  admit  patients  from  the  main  hospital  and  from  the  geriatric  department, 
and  direct  from  their  homes.  Patients  obviously  requiring  mental  hospital  care 
should  be  admitted,  as  at  present,  direct  to  an  observation  unit  or  mental  hospital. 
The  size  of  the  unit  will  depend  not  only  on  the  population  of  its  catchment  area, 
but  on  'the  proportion  of  patients  .aged  65  years  or  over  suffering  from  recover- 
able mental  disorder  or  for  other  reasons  considered  suitable  for  direct  admission 
to  a mental  hospital. 

Disturbed  -behaviour  alone  should  not  be  a bar  to  admission,  as  many  old  people 
settle  do  wn  within  a few  days  -with  skilled  medical  and  nursing  care. 

We  have  considered  -whether  the  suggested  -maximum  period  of  six  weeks  is 
the  most  desirable  -period  for  patients  to  stay  m those  units  and  have  come  to 
the  following  conclusion : — 

Tf  the  function  of  the  observation  wards  is  to  retain  the  patients  for  the  period 
would  be  possible. 

Tf  nn  the  other  hand  it  is  intended  that  most  of  the  -patients  who  are  recover- 
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six  weeks  and  six  months,  probably  three  or  four  months.  A shorter  period  will 
save  cost,  while  a longer  period  will  lead  ito  more  discharges  from  ithe  short-stay 
unit. 

Long-stay  units 

Administration  and  staffing. — We  consider  that  the  long-stay  unit  should  be 
administered  and  nursed  from  a general  hospital  group,  but  should  be  under  the 
clinical  supervision  of  a Consultant  Psychiatrist  and  preferably  should  have  a 
doubly-trained  sister  in  charge.  Its  junior  nurses  should  'be  those  of  the  general 
hospital,  with  perhaps  a greater  proportion  of  assistant  nurses  or  ward  orderlies 
than  in  the  acute  wards.  Student  nurses  should  serve  -in  rotation  a short  training 
period  in  it.  We  do  not  consider  it  feasible  or  desirable  to  provide  the  nursing 
staff  for  these  units  from  mental  hospitals ; the  units  should  rather  be  attached 
to  teaching  hospitals  (with  which  the  main  geriatric  departments  will  presumably 
be  linked)  or  to  general  hospital  groups  with  flourishing  nurse-training  schools. 
Only  toy  this  means  are  sufficient  nurses  likely  to  be  obtained  to  make  the  scheme 
practicable  (see  HMC(50)38).  In  this  same  connection  we  strongly  endorse  the 
view  expressed  in  SAC(MH)(49)14  that  the  Standing  Nursing  Advisory  Committee 
should  be  asked  to  consider  the  desirability  of  including  geriatric  instruction  in 
nurse  training. 

Type  of  accommodation. — There  is  much  to  be  said  in  favour  of  fairly  large 
units  (200  beds  and  over) : — 

(1)  They  can  provide  better  facilities  for  entertainment  (cinema  and  shows), 
recreation  and  occupational  therapy. 

(2)  They  are  more  economical. 

(3)  Administration  and  provision  of  medical  consultants,  psychiatric  social 

workers,  physiotherapists,  occupational  therapists,  etc.,  are  likely  to  be 
facilitated.  Homeliness  can  be  ensured  by  having  small  dormitories  and 
sitting-rooms  and  the  unit  should  be  divided  into  ambulant  and  sick 
divisions.  An  adequate  number  of  single  rooms  should  be  provided 
for  patients  who  are  (a)  talkative  at  night,  or  snore  loudly  or  tend  to  be 
mildly  restless,  ( b ) suffering  from  mild  infections,  or  (c)  under  observation 
for  infectious  diseases,  e.g.,  tuberculosis. 

Type  of  patient. — Long-stay  units  should  house  elderly  and  senile  patients  suffering 
from  mental  deterioration  of  too  great  a degree  for  care  in  Part  III  N.A.  Act 
accommodation.  In  the  main  they  will  be  somewhat  amnesic  and  confused,  but 
not  chronically  noisy  or  disturbing  to  others.  Occasional  bouts  of  irritability,  rest- 
lessness or  talkativeness  should  not  be  a bar,  nor  should  physical  deterioration 
requiring  confinement  to  bed. 

Sources  of  admission. — -Patients  should  be  admitted  mainly  from  short-stay  units, 
tout  also  direct  from  their  homes,  from  mental  hospitals,  and  from  other  hospitals 
and  institutions,  including  observation  units  with  the  approval  of  the  Consultant 
Psychiatrist  supervising  the  unit.  We  do  not  agree  with  the  conclusions  of  the 
B.M.A.  Committee  that  all  patients  must  first  go  through  the  short-stay  unit. 

(6)  Immediate  steps 

Finally  we  make  the  following  suggestions  with  a view  to  trying  to  alleviate  the 
present  burden,  pending  the  implementing  of  more  permanent  schemes:  — 

(i)  In  order  to  reduce  admissions  of  senile  patients  to  hospitals  and  institutions:  — 

(a)  General  practitioners  should  be  advised  in  the  general  care  of  the  aged 
and  in  particular  in  the  more  practical  use  of  sedatives,  especially  at  night. 
This  could  be  done  by  means  of  domiciliary  visits,  the  appointment  of 
more  geriatric  medical  officers,  Ministry  of  Health  pamphlets,  discussions 
at  local  B.M.A.  meetings,  training  of  medical  students  in  geriatrics,  etc. 

(b)  More  use  should  be  made  of  psychiatric  social  workers  and  other  welfare 
officers  in  persuading  families  to  look  after  their  own  kin,  in  making 
arrangements  for  them  to  do  so  with  the  least  possible  disarrangement 
of  their  life,  and  in  educating  them  in  their  responsibilities. 
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(c)  More  practical  use  should  be  made  of  health  visitors,  district  nurses  and 

home  helps.  This  could  be  done  provided  there  is  genuine  co-operation 
between  the  local  authority  and  the  social  worker  or  geriatric  medical 
officer.  Geriatric  medical  officers  can  be  very  helpful  in  preventing  unneces- 
sary admissions  to  mental  hospitals,  in  educating  general  practitioners  in 
the  management  and  disposal  of  senile  patients,  and  in  saving  many 
domiciliary  visits  and  telephone  consultations. 

(d)  Social  clubs  for  elderly  people,  sometimes  called  “ Darby  and  Joan  Clubs  ”, 
have  proved  very  successful  in  alleviating  the  loneliness  and  boredom, 
which  so  often  precipitate  mental  breakdown  in  old  people.  The  forma- 
tion of  these  clubs  should  be  encouraged,  and  at  least  partly  financed 
by  local  authorities.  No  doubt  such  voluntary  bodies  as  the  W.V.S. 
would  give  willing  and  valuable  help  in  day-to-day  administration,  while 
the  services  of  .psychiatric  social  workers  and  occupational  therapists 
would  be  of  the  greatest  benefit. 

(ii)  Hospital  or  institution  wards  closed  for  lack  of  nurses  should  be  attached 
to  teaching  hospitals  (or  other  hospitals  which  are  well  off  for  nurses)  and  re-opened 
for  geriatric  purposes,  the  nursing  staff  being  provided  by  the  linked  hospital. 

(iii)  It  should  be  heavily  stressed  that  units  for  geriatric  patients  (whether  physically 
or  mentally  affected)  should  be  an  integral  part  of  the  main  hospital,  and  that  it 
should  be  a part  of  the  general  nurses’  ordinary  duties  to  be  posted  there  in 
their  turn.  The  need  for  this  in  regard  to  the  general  hospital  geriatric  services, 
has  been  recognised  by  the  Ministry  HMC(50)38. 

(iv)  As  suggested  by  the  Standing  Ministry  of  Health  Advisory  Committee, 
geriatric  nursing  should  have  an  official  place  in  a nurse’s  general  training,  and 
all  student  nurses  should  spend  part  of  their  training  in  a geriatric  unit.  This 
alone  can  up-grade  the  nursing  of  geriatric  patients  in  a manner  so  greatly  needed. 

(v)  The  maximum  number  of  beds  possible  should  be  put  up  in  the  old  people’s 
wards  even  though  it  will  cause  overcrowding.  The  arguments  against  this  are : (a)  that 
it  is  a retrogressive  step ; ( b ) that  the  nurses  would  be  overworked  and  would 
resign  or  become  ill ; (c)  that  the  patients  would  be  less  comfortable  and  more 
prone  to  infections. 

As  to  (a)  we  must  be  practical  and  temper  our  remedies  to  the  gravity  of  the 
disease ; (/;)  it  is  more  economical  both  in  nursing  power  and  money  to  treat, 
say,  60  patients  in  two  wards  than  the  same  number  in  three  wards ; and  (c)  we 
'are*  forced  to  overcrowd  in  the  mental  hospitals,  and  senile  patients  have  proved 
to  be  the  least  affected  by  this  ; they  are  less  sensitive  to  infective  illness,  even 
feverish  colds,  and  owing  to  their  interests  being  so  much  narrower  their  conduct 
and  comfort  are  minimally  affected.  This  final  recommendation  must  not  be 
misinterpreted  to  suggest  that  we  advocate  a lower  standard  of  care  or  comfort 
for  the  elderly.  Companionship,  comfort,  kindliness  and  patient  understanding 
■are,  if  anything,  more  essential  to  the  elderly,  who  have,  so  often,  outlived  most 
of  their  relatives  and  friends,  than  to  young  people,  and  should  be  the  keynote 
of  all  geriatric  planning. 


Examination  of  Witnesses 


1593.  {Chairman):  We  are  very  grateful 
to  your  Association  for  your  very  full 
memorandum.  Would  you  like  to  make 
any  general  remarks'  or  any  particular  re- 
marks on  any  .point  before  we  start  exam- 
ining you? (Dr.  Harris ):  It  might  be 

helpful  if  I mentioned  the  names  of  the 
representatives  here  today.  'On  my  left  is 
•Dr.  Noel  Burke,  my  name  is  Harris,  on 
my  right  are  Dr.  Tennent  and  Dr.  Walk. 
Dr.  Walk  has  been  the  Secretary  of  our 
sub-committee  which  drew  up  our  written 
evidence.  I think  perhaps  I should  explain 
why  there  were  two  amendments.  1 he 


evidence  was  submitted  to  the  Royal  Com- 
mission before  it  had  been  finally  approved 
by  the  Association',  as  we  understood  that 
you  wished  to  have  it  as  soon  as  possible. 
At  the  Annual  General  Meeting  of  the  Asso- 
ciation when  there  was  the  formal  approval 
of  the  evidence  by  the  entire  body,  it  was 
found  that  there  were  only  those  two 
amendments,  and  I think  that  does  show 
that  there  was  a pretty  considerable  degree 
of  unanimity  of  opinion. 

With  regard  to  the  memorandum  of 
evidence  we  are,  of  course,  entirely  in  your 
hands,  although  there  are  certain  particular 
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points  which  we  stress,  such  as  .the  question 
of  temporary  orders  and  the  retention  of 
the  (Board  of  Control  and  particular  points 
with  regard  to  duly  authorised  officers.  1 
think  if  it  met  with  your  approval  what 
would  be  best  would  be  if  we  could  go 
through  the  memorandum  paragraph  by 
paragraph,  provided  it  is  not  going  to  take 
too  much  of  your  time? 

1594.  Yes,  but  before  we  do  that 
there  are  one  or  two  general  points 
which  I think  ‘do  not  come  up  sufficiently 
clearly  in  any  particular  paragraph  in  your 
memorandum  and  on  which  I should  like 
to  ask  your  views.  One  is  the  general  ques- 
tion of  the  designation  of  mental  hospitals. 
I should  like  to  ask  you  what,  in  your 
opinion,  is  the  case  for,  on  the  one  hand, 
confining  the  right  to  treat  mental  illness 
to  particular  hospitals  and,  on  the  other 
hand,  forbidding  hospitals  so  designated  to 

treat  any  other  class  of  patient? !I 

should  perhaps  have  added  to  my  pre- 
vious remarks  that,  of  the  four  of  us,  Dr. 
Walk  and  Dr.  Tennent  are  the  experts  on 
the  mental  hospitals-— they  are  both  work- 
ing in  mental  hospitals — Dr.  Burke  particu- 
larly on  mental  deficiency  and  I perhaps 
represent  the  general  hospital  viewpoint. 
If  I may,  1 will  ask  Dr.  Walk  to  answer 
this  question. — {Dr.  Walk):  I do  not  think 
.that  is  part  of  our  case,  if  I may  say  so. 
We  have  not  anywhere  indicated  that  we 
think  that  designation  should  be  limited  in 
that  kind  of  way.  There  is  no  law  at 
present  against  mental  illness  being  .treated 
anywhere  provided  it  is  not  certifiable  men- 
tal illness,  and  mental  illness  of  a mild 
degree  is  in  fact  being  treated  in  a great 
many  general  hospitals,  in  special  units  either 
attached  to  or  actually  part  of  general  hos- 
pitals. But  even  if  one  limits  the  question 
to  hospitals  that  are  designated  for  legal 
purposes,  we  do  not  think  that  the  hospi- 
tals should  necessarily  be  limited  as  to  the 
patients  they  may  receive.  There  is  no 
special  reason  why,  if  the  circumstances 
are  favourable,  there  should  not  be  mixed 
hospitals.  I understand  that  there  are 
mixed  hospitals  now  ; there  .are  some  which 
were  originally,  I believe,  Poor  Law  Infirm- 
aries, which  have  been  designated  as  mental 
hospitals,  and  actually  have  both  a general 
and  a mental  side  to  them. 

1595.  Yes,  but  you  use  the  word  “ desig- 

nation ” in  connection  with  emergency 
admissions  in  your  paragraph  50? Yes. 

1596.  I wondered  whether  your  idea  was 
that  by  largely  getting  rid  of  certification 
— certification  in  the  present  sense — you 
would  automatically  free  the  mental  hos- 
pitals. Would  designation  disappear  except 

for  emergency  cases? No.  There  are, 

of  course,  two  kinds  of  designation.  There 
is  designation  for  the  purpose  of  .the  Lunacy 
and  Mental  Treatment  Acts  generally,  that 
is  to  say  recognition  as  a mentail  hospital. 


and  there  is  also  designation  fur  the  pur- 
pose of  'Section  20,  in  other  words,  designa- 
tion for  use  as  an  observation  ward  or  unit 
for  emergency  admissions.  the  observation  o.r 
emergency  wards  and  units  were  formerly 
entirely  in  general  hospitals,  or  previously 
in  workhouses,  but  now  a number  of  mental 
hospitals  have  also  been  designated,  for  that 
purpose,  either  because  .there  are  no  general 
hospitals  in  the  area  that  could  function 
suitably  or  because  the  conditions  in  that 
mental  hospital  are  particularly  suitable,  and 
it  .is  that  kind  of  designation  we  had  in 
mindi  We  thought  that  if  the  recommenda- 
tions we  are  putting  forward  were  accepted, 
probably  every  mental  hospital  could  be 
designated  for  that  purpose,  although  some 
would  not  be  suitable  or  would  not  wish 
to  be  included. 

1597.  Yes,  but  does  that  mean  that  no 
hospital  not  so  designated  would  he  allowed 

to  treat  certifiable  mental  cases? They 

would  not  be  able  to  receive  patients  under 
the  emergency  procedure  we  contemplated, 
but  the  hospital  would  be  quite  free  to  set 
up  a mental  treatment  unit  within  its  walls 
or  within  its  curtilage.  But  that  is  rather 
another  .matter ; -that  would  he  a unit 
outside  the  Mental  Treatment  Acts 

altogether. 

1598.  And  entirely  outside  any  future 
Act? — -We  rather  hope  so.  The  hospi- 
tals that  arc  at  present  running  mental 
treatment  units  outside  the  Act  very  much 
hope  that  ithey  will  not  be  brought  within 
any  Act.  I am  referring  particularly  to  the 
teaching  hospitals,  for  instance. 

1599.  But  are  you  not  forgetting  the 

clause  in  the  Lunacy  Act  which  makes  it  an 
offence  for  anybody  to  treat  mental  ill- 
ness except  in  a designated  hospital?- 

I should  say  that  we  have  not  forgotten  it 
but  .everyone  else  has.  The  hospitals 
themselves  who  set  up  these  units  have 
really  ignored  that — at  their  peril  perhaps. 
The  Board  of  Control  have  certainly  for- 
gotten it  and  are  taking  no  steps  and  have 
not  for  many  years  taken  stops  |o  enforce 
the  law  strictly  in  that  respect. 

Ii6'00.  But  is  that  quite  so?  There  are 
general  hospitals  with  mental  units— 

teaching  hospitals,  for  instance -who  in 

order  to  transfer  a patient  from  a general 
ward  into  the  psychiatric  unit  have  to  go 
to  the  duly  authorised  officer  and  get  his 
consent?- — I think  Dr.  Harris  can  answer 
that  better  than  I,  but  1 believe  it.  can  only 
apply  to  such  a case  as  the  University 
College  iHospital  where  there  are  specia’l 
circumstances.  It  has,  annexed  to  ft,  St. 
Pan, eras  Hospital  which  has  within  its  walls 
a well-established  observation  unit  set  up 
for  the  purpose  of  Section  20,  and  no  doubt 
in  that  case  the  patient  would  have  to  be 
dealt  with  by  the  duly  authorised  officer  to 
be  transferred  to  that  pari  of  the  hospital, 
blit  everywhere  else  that  is  not  so. 
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1601.  That  is  enough  for  my  purpose. 
Do  you  think  it  is  desirable  that  that  should 

continue? {Dr.  Harris ):  I think,  Sir, 

that  it  is  highly  desirable  that  teaching 
hospitals  and  other  general  hospitals  of 
sufficient  size  should  have  psychiatric  units 
where  patients  suffering  from,  mental  dis- 
order can  be  treated.  It  has  been  the 
growing  tendency  for  a number  of  years 
now,  and  I think  has  been  considered1  a 
great  advance ; but  1 think  that  one  has 
got  to  -be  extremely  careful  in  the  selection 
of  the  type  of  case  which  you  admit  and 
of  the  legal  situation.  It  is  quite  impos- 
sible, I think,  on  .medical  grounds  always 
to  be  certain  when  you  admit  a patient  to 
such  a unit  whether  they  are  going  to  be- 
come so  much  worse  that  it  will  'become 
impossible  to  look  after  them  properly  and 
adequately  in  such  a unit.  I suppose 
everybody  who  has  had  experience  in  such 
a unit  knows  that  there  are  times  when  one 
has  got  to  arrange  for  a patient’s  removal, 
either  by  the  duly  authorised  officer  or  by 
certification,  to  a mental  hospital  which, 
toy  the  very  nature  of  its  work,  is  suited 
from  every  point  of  view  for  dealing  with 
the  extremely  acute  case.  The  fact  is 
that  in  these  units  we  have  unquestionably 
been  looking  after  and  caring  for  patients 
who  were  technically  certifiable — of  that 
there  is  no  doubt  whatsoever  and  one’s 
right  to  do  so  depended  I suppose  upon 
the  essential  integrity  of  the  medical 
slafT— 'but  I think  one  can  be  quite  cer- 
tain that  no  patient  whose  mental  disturb- 
ance lasted  over  a considerable  period  of 
time — toy  that  1 mean  many  months — 
would1  be  retained1  in  such  a unit. 
y 1602.  if  quite  realise  that.  The  point  in 
my  mind1  was  rather  this.  I think  as  a 
matter  of  fact  it  is  the  Middlesex  (Hospital 
of  which  I was  thinking.  You  have,  say, 
a patient  in  a general  ward;  the  patient 
shows  serious  signs  of  mental  disturbance 
and  becomes  perhaps  more  violent  than  can 
be  properly  dealt  with  in  a general  ward. 
You  wish  provisionally  to  transfer  that 
patient  to  your  psychiatric  unit,  but  that 
unit,  is  a designated  unit.  Am  I right  in 
thinking  that  you  have  to  have  that  patient 
provisionally  certified  in  order  to  transfer 
him  to  that  unit? No,  Sir.  The  psychia- 

tric unit  at  the  Middlesex  Hospital  is  not 
designated  under  the  Act.  If  a patient 
in  one  of  the  general  wards  of  the  hos- 
pital, as  you  say,  develops  an  acute 
psychiatric  illness  either  I or  one  of  my 
colleagues  are  called  in.  If  we  think  that 
the  patient  is  not  too  ill  to  be  handled  in 
the  psychiatric  unit,  then  he  is  automatic- 
ally transferred  just  as  you  might  transfer  a 
patient  from  a medical  ward  who  suddenly 
developed  a surgical  illness  to  a surgical 
ward.  If  on  the  other  hand  we  feel  that 
the  patient  is  too  mentally  disturbed  to 
be  looked  after  adequately  in  the  psychia- 
tric unit,  then  we  get  in  touch  with  the 


duly  authorised  officer,  and  he  is  removed 
to  the  appropriate  place. 

Ii603.  I 'believe  I have  .been  under  a mis- 
apprehension. The  hospital  I was  speak- 
ing of  was  not  the  Middlesex  Hospital  but 
the  Central  Middlesex  Hospital,  which  is  a 
very  different  proposition.  The  unit  there 
was  a Section  20  unit  and  therefore  desig- 
nated, and  the  complaint  was -that  it  was 
impossible  to  transfer  a patient  from  a 
general  ward  to  that  unit  without  the  con- 
sent of  the  duly  authorised  officer. 1 

think  I am  right  in  saying— Dr.  Walk  will 
correct  me — that  that  is  on  the  same  lines 
as  the  one  mentioned  with  regard  to  the 
University  College  Hospital,  and  what  used 
to  be  the  observation  ward  at  St.  Pancras, 
of  which  they  are  now  in  charge.  The 
Central  Middlesex  have  a Section  20 
observation  ward.  If  one  of  their  patients 
breaks  down  in  one  of  their  general  wards, 
then  I think  it  probably  is  true,  that  they 
have  got  to  have  the  authority  of  the  duly 
authorised  officer  to  move  him  to  the 
observation  ward,  although  it  is  in  their 
own  hospital. 

1604.  {Dr.  Rees):  Is  not  this  the  essential 
point — that  in  the  Section  20  ward  in  a 
hospital  such  as  the  Central  Middlesex  or 
St.  Pancras  you  can  detain  a patient  against 
•his  will,  but  in  your  psychiatric  unit  in  a 
teaching  hospital  you  have  no  power  to 

detain  a patient  against  his  wish? That 

is  so,  Sir. — (Dr.  Walk):  The  purpose  of 
these  units  is  quite  different.  The  desig- 
nated unit  is  the  successor  of  the  old 
observation  ward  of.  the  workhouse  and 
deals  with  acute  patients  admitted  as  an 
emergency ; the  psychiatric  unit  of  the 
general  hospital  as  operated  outside  the 
Mental  Treatment  Act  is  meant  for  mild 
cases,  neurosis  cases  and  such  cases  as 
need  medical  attention  generally.  For 
these  historical  reasons  they  are  quite 
separate  and  in  different  hospitals.  It  is 
however  quite  possible  that  a really  well 
designed  .observation  unit  might  be  suitable 
for  the  reception  of  patients  who  do  not 
need  compulsion  or  detention,  and  we  have 
in  fact  covered  that  point  in  one  of  our 
recommendations,  where  we  have  said  that 
an  observation  unit  shoulld  be  allowed,  if 
suitable,  to  take  patients  on  a voluntary 
basis.  That  is  happening  now  unofficially  in 
some  units ; it  is  of  course  not  a common 
thing,  but  it  happens  now  and  again  that  a 
patient  who  himself  is  feeling  the  onset  of  a 
relapse  and  has  previously  been  in  an  obser- 
vation ward  not  in  a mental  hospital,  and 
knows  the  observation  ward  where  he  has 
had  treatment  in  the  past,  presents  him- 
self and  asks  to  be  admitted.  Strictly 
speaking  he  cannot  be ; the  duly  authorised 
officer  should  be  summoned  to  make  an 
order.  .In  some  cases  I have  seen  that 
ignored.  We  would  like  that  to  be  made 
permissible. 
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1605.  <i Chairman ):  We  must  not  take  too 
long  over  this.  I gather  really  your  answer 
is  that,  apart  from  the  point  you  make  in 
your  memorandum,  this  is  not  one  of  the 
points  where  the  shoe  pinches. 

At  the  end  of  paragraph  9 you  say  there 
are  a number  of  defects  in  the  Act  of 
1.890  which  were  pointed  out  in  the  pre- 
vious Commission’s  .Report.  Do  you  want 
to  emphasise  any  particular  point  among  all 
those  mentioned  in  the  previous  Commis- 
sion’s Report? -No.  I think  we  have 

dealt  with  the  most  important  ones  in  the 
body  of  the  memorandum. 

1606.  Then  I think  my  next  point  is  on 
paragraph  16 ; it  is  a small  point  arising 
partly  on  paragraph  13  and  partly  on  para- 
graph 16.  You  wish  to  have  a new  codi- 
fication of  the  lunacy  laws  and  mental 
deficiency  laws,  but  you  also  say  that  future 
legislation  should  remain  flexible.  Codifica- 
tion and  flexibility  are  not  very  easily 

compatible. 1 think  it  is  possible  to  have 

a code  which  is  itself  flexible  in  that  it 
allows  a good  many  alternative  possibilities 
to  suit  individual  cases. 

1607.  You  usually  proceed  to  codify  in 
the  case  where  you  feel  the  law  is  settled 

and  up  ,to  date. We  are  perhaps  using 

the  word  “flexible”  in  different  senses. 
We  did  not  mean  flexible  in  the  sense  that 
it  would  be  altered  very  frequently,  but 
that  it  would  provide  a number  of  pos- 
sibilities and  not  force  unsuitable  cases  into 
a kind  of  legislative  straight-jacket. 

1608.  I see.  Then  we  need  not  waste 
any  more  time  on  that.  In  paragraph  19 
you  mention  co-ordination.  Have  you  got 
any  particular  recommendations  to  make 

about  methods  of  co-ordination? Yes. 

We  attach  a great  deal  of  importance  to 
personal  contacts  between  the  officers  of 
the  different  authorities  concerned.  This  is 
something  which  we  foresaw  at  the  time  the 
National  Health  Service  Act  was  being 
prepared,  and  we  did  our  best  at  the  time 
to  ensure  .that  there  would  be  the  utmost 
co-ordination — we  hoped  either  by  the 
pooling  of  staff  which  we  mention  here  by 
way  of  joint  appointments,  or  else  by  day 
to  day  contact  between  the  staff.  We 
understand  that  in  some  areas  this  is  being 
done  very  well  and  there  is  really  a com- 
plete integration ; the  hospitals,  the  out- 
patient clinics,  the  local  authorities’ 
after-care  services  and  the  duly  authorised 
officers  are  really  working  together  and 
understand  each  other.  We  believe  that  in 
other  areas  that  is  not  now  happening ; 
they  are  working  rather  in  watertight 
compartments  and  there  is  a good  deal  of 
improvement  needed. 

1609.  -But  you  have  got  no  particular 

recommendations  to  make  as  to  legislation 
for  co-ordination? 1 am  afraid  it  is  out- 

side the  terms  of  reference  to  consider 
the  question  of  whether  the  after-care  and 


the  general  extra-mural . care  of  patients 
should  remain  a function  of  the  local 
authorities  rather  than  be  run  by  the 
hospitals.  We  are  taking  it  for  granted 
that  this  is  something  we  must  accept,  and 
what  we  want  is  to  make  the  best  of  it,  the 
very  best  possible.  We  believe  it  is  pos- 
sible, but  whether  fresh  legislation  is  needed 
for  that  purpose  I should  doubt. 

1610.  (Mrs.  Braddock ):  Are  you  suggest- 
ing that,  while  it  is  desirable  for  a patient 
released  from  a mental  hospital  to  get  as 
far  away  as  possible  fronn  the  hospital,  the 
local  authority  with  its  powerful  welfare 
services  should  also  ibe  in  close  contact 
with  the  hospital  authority  that  has  been 
dealing  with  the  patient,  although  the 
patient  is  not  in  contact  with  the  hospital? 

We  are  not  suggesting  it  is  necessarily 

desirable  for  every  patient  to  get  as  far- 
away as  possible  from  the  hospital.  On 
the  contrary,  there  are  a good  many  who 
do  remain  in  contact,  through  our  own  out- 
patients’ department  and  our  own 
psychiatric  social  workers.  But  legally 
after-care  is  a function  of  the  local  autho- 
rity ; we  do  not  want  -the  local  authority 
just  to  sit  back  and  do  nothing  and  say, 
“The  hospitals  can  do  it,  we  will  leave  it 
to  them  ”,  because  for  one  thing  we  have 
not  the  resources.  Anything  we  do  has  to 
be  done  within  our  very  limited  budget, 
and  any  after-care  we  take  on  is  really  done 
at  the  expense  of  the  patient  remaining 
in  hospital.  So  we  do  not  want  the  local 
authorities  to  use  this  as  an  excuse  for  not 
carrying  out  their  functions  under  the  Act, 
but  we  should  like  them  and  the  hospitals 
to  work  together  in  complete  harmony. 
For  instance,  if  the  local  authority  and 
the  hospitals  had  psychiatric  social  workers 
who  were  appointed  jointly  the  expense 
would  be  shared,  the  psychiatric  workers 
would  be  working  with  the  same  patient 
sometimes  in  the  hospital  and  sometimes 
outside,  sometimes  as  the  servants  of  the 
hospital  and  sometimes  as  servants  of  the 
local  authority.  That  applies  to  duly 
authorised  officers  as  well;  we  should1  like 
them  to  -be  mental  welfare  officers  in  the 
full  sense,  as  they  are  in  some  areas,  where 
they  know  all  about  the  cases  liable  to 
break  down,  they  have  helped  to  care  for 
them  outside,  have  taken  part  in  bringing 
them  into  the  hospital,  and  also  know 
about  their  welfare  afterwards. 

1611.  (Dr.  Thomas ):  il  should  like  to  ask 
one  question  on  paragraph  20  in  relation  to 
your  recommendation  that  local  authorities 
should  be  more  active  ii.n  regard  to  after- 
care. You  say:  — 

“There  is  a need  for  the  establish- 
ment, in  large  centres  of  population,  of 
hostels  for  patients  capable  of  normal 
self-supporting  occupation.” 

I would  like  to  ask  one  or  two  points  upon 
that.  First  of  all  how  would  such  patient's 
be  defined,  and  secondly  who  would  you 
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suggest  should  be  responsible  for  the 

hostels? Looking  at  this  sentence  again 

I am  not  sure  that  -we  made  ourselves  quite 
clear.  We  were  thinking  of  discharged 
patients,  and  therefore  patients  who  would 
meed  no  definition  ; it  would  he  part  of 
the  local  authority’s  normal  after-care 
duties. 

Id  12.  I wondered  whether  such  hostels 
would  also  be  available  for  patients  who 
required  some  psychiatric  care  but  did  not 
at  any  time  require  mental  hospital  treat- 
ment?  We  would  like  them  used  in 

much  the  same  way  as  the  Mental  After 
Care  Association  uses  its  hostels.  Some 
are  suitable  for  'both  types  of  patients, 
some  arc  not,  and  that  is  a thing  that  would 
have  to  -be  arranged  - individually.  The 
Mental  After  Care  Association,  as  you 
know,  is  not  able  to  extend  its  activities 
to  every  part  of  the  country.  It  -is  after 
all  a statutory  duty  of  the  local  authority, 
and  they  should  do  it  themselves.  What 
wie  have  in  mind  here  are  hostels  in  which 
there  is  really  no  care  or  treatment  needed 
at  all.  -It  is  a question  of  housing.  One 
is  constantly  up  against  the  problem  of 
patients  who-  are  fit  to-  leave-  but  who  have 
no  families  themselves — working  women  or 
business  women.  They  .need — in  my  case 
I am  talking  about  conditions  in  London 
— they  need  to  be  somewhere  fairly  central 
where  there  are  good  prospects  of  employ- 
ment in  their  own  trade  or  profession,  and 
they  have  nowhere  to  live.  One  has  some- 
how or  other  either  to  fit  them  into  a 
hostel,  a general  working  women’s  hostel, 
of  find  them-  lodgings.  A hostel  run  by 
the  local  health  authority  would  be  very 
desirable  for  them. 

1613.  (Sir  Russell  Brain):  Paragraph  21, 
the  second  line,  speaks  of  special  units. 
No  doubt  many  of  -these  units  exist 
separated  from  the  hospital  itself 
geographically  or  as  separate  wards  with-in 
the  building,  but  in  a number  -of  teaching 
hospitals  there  are  beds  in  the  general 
wards  which  are  used  for  similar  purposes. 
I take  it  you  would  not  wish  to  exclude 

those  i.n  a-n-y  way? (Dr.  Harris):  I do 

not  wish  to  exclude  them,  Sir,  having  had 
personal  experience  of  both.  -Psychiatric 
beds  in  a general  ward  can  prove  a big 
difficulty  I -think,  and  on  the  whole  1 feel 
that  a psychiatric  _ unit  -on  its  own  as 
opposed  to  beds  i-ni  a general  ward  is 
.probably  preferable,  but  I think  that  is 
a matter  one  obviously  has  to-  consider  in 
relation  to  local  conditions,  particularly  in 
a teaching  hospital  where  one  has  got  t-o 
think  of  the  teaching  aspect. 

16 14.  Yes.  I quite  appreciate  that  _ it 

might  be  much  easier  to  run  and  organise 
a unit,  but  in-  some  places— for  example 
in  general  provincial  hospitals — it  might  be 
impracticable  -to  have  anything  other  than 
beds  in  a general  ward,  and  I thought  it 
might  help  just  to  include  those. Yes. 


1615.  At  the  end  of  the  paragraph  you 
say: — 

“ These  deal  entirely  with  cases  of 
neurosis  or  of  early  or  mild  psychotic 
disorder.  . 

Certainly  the  majority  of  units  do  deal 
mainly  with  those,  but  in  general  hospitals 
at  least  there  are  a certain  number  of  cases 
of  organic  diseases,  dementia,  general 
paralysis  and  so  on  who,  because  they  are 
not  disturbed,  are  treated  quite  adequately 
for  the  time  being  at  any  rate  in  general 
wards  or  in  such  units.  Would  it  be 
worthwhile,  do  you  agree,  to  include  that 
point?  I take  it  the  chief  criterion  is 
disturbance.  If  the  patient  is  not  disturbed 
he  can  often  be  treated  in  such  units 
-though  his  mental  disorder  might  be  of 
quite  a severe  kind? -That  is  so. 

1616.  (Mr.  Bartlett):  May  I ask  one 
point  on  paragraph-  20?  You  say:  — 

“ The  work  of  the  IMen-tal  After  Care 
Association  should  be  supported,  so  that 
its  activities  can  be  extended  to  parts  of 
the  country  where  it  cannot  operate  at 
present.  . .” 

Is  the  inference  here  that  it  is  not  now 
supported  or  that  the  support  is  inade- 
quate?  (Dr.  Walk):  I think  the  evi- 

dence given  to  the  Royal  Commission  by 
the  Mental  After  Care  Association  itself 
really  described  very  fully  what  their 
problem  is.  There  is  in  a way 
inadequate  support  in  the  sense  that 
they  would  need  more  resources-  to  be 
able  to  establish  branches  in  remote  parts 
of  the  country,  and  therefore  they  would 
need  perhaps  larger  contributions  from  the 
local  authorities  to  enable  them  to  do  that. 
You  will  remember  also  that  they  made  it 
clear  they  were  up  against  difficulties  raised 
by  the  planning  authorities  against  their 
establishing  new  homes  when  they  were 
otherwise  ready  to  establish  them. 

1617.  (Dr.  Rees):  On  paragraph  21:  a 
number  of  patients  are  also  treated  at 
-mental  hospitals  at  the  present  time  outside 
the  Mental  Treatment  Act,  but  in  sections 
of  the  hospital  which  have  been  de-desig- 
nated.  In  your  view  should  it  be  necessary 
to  de-designate  any  section  of  a mental  hos- 
pital for  patients  to  be  treated  outside  the 
Mental  Treatment  and  Lunacy  Acts? — — 
We  really  dealt  with  that  mo-re  fully  in 
paragraphs  23  and  following. 

1618.  (Chairman):  On  your  section  on 
voluntary  patients,  I do  not  think  I have 
anything  to  ask  except  to  draw  your  atten- 
tion to  the  dilemma  in  which  you  are 
placing  us.  You  would  like  the  admission 
of  voluntary  patients  to  be  as  informal  as 
possible,  but  you  would  also  like,  under 
paragraph  29,  to  have  the  doctrine  of  the 
continuing  will  applied  to  -patients  who 
cease  to  be  volitional.  I am  not  a lawyer, 
but  I think  the  doctrine  of  the  continuing 
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will  is  appropriate  to  contractual  relations 
and  semi-contractual  relations.  It  is  rather 
difficult  to  apply  that  doctrine  to  a purely 

informal  arrangement. Yes,  we  do 

appreciate  that.  This,  perhaps  of  all 
sections  in  our  memorandum,  is  the  one  on 
which  we  have  had  most  difficulty.  I do 
not  mean  so  much  in  the  sense  of  disagree- 
ment, but  we  do  not  find  ourselves  very 
wholehearted  about  this.  We  are,  as  you 
point  out,  in  a dilemma  here.  There  are 
those  of  us  who  think  that  informality 
could  be  achieved  to  quite  a sufficient 
extent  by  merely  going  back  to  what  was 
the  intention  of  the  Mental  Treatment  Act 
and  making  the  procedure  for  the  patient’s 
application  quite  simple.  We  feel  it  has 
been  needlessly  complicated  not  by  the  law 
but  by  those  who  administer  it.  The  ques- 
tion often  turns  on  the  kind  of  forms  a 
patient  is  asked  to  use.  “The  deterrent 
effects  of  the  need  for  a written  application 
have  been  increased  by  the  use  of  over- 
elaborate  and'  clumsily  worded  forms  . . .M 
— on  that  we  are  unanimous.  We  would 
like  to  make  sure  that  whatever  form  is 
signed  or  whatever  application  is  made  in 
the  patient’s  own  name  should  be  as  simple 
as  possible.  On  the  other  hand  there  are 
some  of  us  who  feel  that  even  the  mere 
act  of  signing  is  a deterrent,  and  who  would 
like  to  admit  patients  without  any  kind  of 
written  agreement  or  written  application  at 
all. 

We  have  dealt  in  paragraph  25  with  the 
experiments  that  have  been  made  of  de- 
designating  parts  of  hospitals  and  allowing 
patients  to  be  admitted  to  those  parts  with- 
out formality,  but  retaining  formality  for 
other  parts.  It  seems  to  be  sound  if  the 
building  is  genuinely  a separate  building, 
and  if  its  use  in  that  way  will  not  be  to 
the  detriment  of  the  remainder  of  the  hos- 
pital, but  it  is  possible  that  the  hospital  as 
a whole  might  suffer  from  that  kind  ot 
thing.  II  am  thinking  of  hospitals  which 
have  old-fashioned  buildings,  but  to  which 
has  been  added  an  admission  and  treatment 
unit  which  has  really  become  the  hub  and 
core  of  the  active  work  of  the  hospital  ; 
to  de-designate  that  means  either  that  the 
more  acute  patients  will  cease  to  have  the 
benefit  of  facilities  which  were  meant  for 
them  or  else  you  have  to  resort  to  subter- 
fuges such  as  we  mention  here,  for.  example 
granting  patients  in  the  main  hospital  leave 
on  trial  to  enable  them  to  go  >to  the  de- 
designated  part  for  special  treatment.  We 
do  not  like  that  very  much  and  we  would 
really  rather  reduce  or  if  possible  get  rid 
of  formalities  altogether,  but  we  do  realise 
it  may  be  incompatible  not  only  with  what 
we  have  asked  for  in  our  paragraph  29. 
but  also  with  the  giving  of  72  hours’  notice. 

1 6 19.  It  occurred  to  me  on  paragraph  29 
that  you  might  be  creating  .an  unnecessary 
difficulty  for  yourselves.  Surely  under  your 
proposal  for  the  admission  of  temporary 


patients  the  transfer  of  a voluntary  patient 
to  the  status  of  temporary  patient  would  bo 
so  easy  that  you  would  not  need  to.  invoke 

any  doctrine  of  the  continuing  will? 

It  would  be  'easy,  but  there  are  reasons 
against  it.  One  is  that  the  temporary  status 
is,  after  all,  only  temporary,  whereas  the 
change  in  the  patient  may  be  a permanent 
one.  We  have  mentioned  specially  the 
patients  who  are  overtaken  by  senile  decay 
and  who  will  pass  the  last  few  years  of 
their  life — perhaps  a good  many  years  of 
their  lives — in  that  state.  They  were 
originally  voluntary  patients ; they  have  now 
got  to  a state  where  they  cannot  express 
themselves  one  way  or  the  other  and  we 
would  like  permission  not  to  have  to  change 
their  status.  This  is  being  done,  to  some 
extent ; we  do  not  pounce  on  patients  who 
have  been  with  us  for  a great  many  years 
and  have  become  incapable  of  expressing 
themselves  and  certify  them,  and  the  Com- 
missioners do  not  insist  on  it.  They  do 
if  the  change  is  to  one  of  the  more  acute 
forms  of  psychosis.  I am  thinking  of  cases 
where  the  change  is  of  a milder  character 
but  more  or  -less  .a  permanent  one  and 
would  not  be  covered  by  the  present  state 
of  the  law. 

1620.  .Need  we  be  diverted  from  a good 
general  system  by  a quite  special  case  of  the 
senile?  If  you  change  a patient's  status 
from  voluntary  to  temporary,  are  you  not 
making  a change  merely  between  one 
temporary  status  and  another?  Nobody 
goes  into  a hospital  as  a voluntary  patient 
intending  to  remain  there?- — Not  intend- 
ing to,  but  a good  many  patients  do  remain 
as  voluntary  patients  for  the  rest  of  their 
lives ; and  again  we  have  patients  who  came 
in  certified  and  whom  wc  have  decertified 
and  allowed  to  stay.  They  are  staying 
permanently.  They  say  so  themselves. 
They  say  “ I realise  I shall  not  leave  here 
now,  I am  too  old,  I am  not  well  enough, 
and  I have  not  the  confidence,  but  I do 
appreciate  youir  offer  to  make  me  a volun- 
tary patient.”  That  patient  will  remain  a 
permanent  patient.  Suppose  that  patient 

passes  into  a state  of  mental  decay wo 

do  not  want  to  take  her  voluntary  stains 
from  her. 

162il.  (Sir  Cecil  Oakes):  You  really  want 
to  have  lawful  authority  to  do  what  you  do 
in  practice? Yes. 

1622.  (Dr.  Thomas):  Is  not  the  danger 

that  if  you  do  that  you  will  deprive  your- 
selves of  the  latitude  you  now  have? 1 f 

the  Commission  think-  it  better  to  leave  hi 
as  it  is  and  allow  the  Board  of  Control  to 
act  with  commonsense  and  turn  a blind  eye 
where  a blind  eye  is  the  best  thing,  that  is 
quite  acceptable  to  us. 

1623.  (Chairman):  We  see  the  point. 
Your  next  section  is  on  temporary  patients. 
I do  not  want  to  enter  into  argument  on 
paragraph  30,  though  I think  the  argument 
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is  rather  weak,  but  on  paragraph  3®  I have 
a more  general  point.  You  say: — 

“ Since  temporary  admission  would, 
under  our  proposals,  be  the  rule  and  no 
longer  the  exception,  we  do  not  think 
that  the  special  provision  under  Section 
5 (9)  and  (10)  of  the  Mental  Treatment 
Act,  for  visitation  and  examination  by 
two  members  of  the  Hospital  Manage- 
ment Committee  is  necessary  or 
desirable.” 

That  suggests  to  me  a more  general  point 
as  to  what  the  attitude  of  modern 
psychiatrists  tends  to  'be  towards  visitors. 
Now  the  old  Visiting  Committees  have  all 
been  abolished1,  and  all  their  duties  such 
as  they  were  have  been  placed  on  Hospi- 
tal Management  Committees.  Apart  from 
the  special  requirement  for  this  extra  visita- 
tion of  temporary  patients,  which  I quite 
appreciate  may.  be  unnecessary,  what  sort 
of  visitation  as  a general  rule  do  you  ex- 
pect your  Hospital  Management  Commit- 
tee to  carry  out? The  duty  of  the  Hos- 

pital Management  Committee  is  to  visit 
every  part  of  the  hospital  at  least  once  in 
tiwo  months,  and  their  visitation  should  be 
a thorough  one  and  of  such  a nature  that 
every  patient  has  an  opportunity  of 
approaching  them  and  discussing  his  or  her 
case  with  them.  But  the  special  visitation 
on  admission  is  something  which  has  been 
carried  out  very  differently  by  different  Com- 
mittees, and  sometimes  in  ways  we  do  not 
like  very  much  and  which  we  do  not  think 
are  really  very  beneficial  or  even  pleasant 
for  the  patient.  For  instance,  I have  known 
members  of  some  Committees  who  have 
gone  into  a ward  with  a list  of  new  patients 
whom  they  believed'  they  were  expected  to 
see  and  have  just  had  the  patients  pointed 
out  to  them  and  ticked  them  off  on  the  list, 
the  patients  for  the  month  having  been 
collected  together  in  conditions  of  consider- 
able discomfort  for  the  purpose.  Others, 
on  the  other  hand,  interpret  their  duties 
rather  differently.  They  like  to  see  every 
new  patient  individually,  the  patients  are 
brought  into  a room  and  a member  or  two 
members  af  the  Committee  talk  to  them, 
sometimes,  quite  skilfully,  tactfully  and  con- 
siderately, sometimes  otherwise.  The  law  as 
it  stands  is  quite  satisfactory  to  us,  the 
general  examination  of  the  reception  orders 
and  the  two-monthly  visit,  but  at  present 
there  is  on  top  of  that  a special  provision 
for  temporary  patients  which  we  should 
have  thought  was  unnecessary  in  view  of 
our  recommendations. 

1624.  I wonder  if  1 might  ask  you— 
perhaps  it  is  rather  an  unfair  question— 
but  am  I right  in  a general  impression  that 
there  is  a tendency  at  the  present  day  to 
regard  visitors,  official  or  unofficial,  Hos- 
pital Management  Committee  or  relatives, 
as  a nuisance  in  a mental  hospital  and 
as  a possible  danager? No,  I think  you 


really  must  toe  misinformed  about  that. 

I do  not  think  the  hospitals  have  ever 
been  so  much  open  to  visitors  as  they  are 
now.  Twenty  years  ago  it  was  quite 
a common  thing  for  a hospital  to  have 
a rule  that  no  visitors  were  allowed  to  any 
patient  for  a month  after  admission.  This 
was  supposed  to  -be  in  the  patients’  interest, 
but  in  fact  it  is  really  unknown  now,  and 
early  visits  have  been  found  not  to  be 
against  the  patients’  interests  at  all.  A 
good  many  hospitals  have  abolished  special 
visiting  days  and  allow  visiting  any  day 
during  convenient  times.  You  may  know 
that  our  procedure  for  sick  notice  goes 
far  beyond  what  is  customary  in  general 
hospitals.  In  general  hospitals  visiting  at 
any  time  is  only  allowed  in  cases  of  dan- 
gerous illness,  but  with  us  it  is  allowed  with 
any  bind  of  physical  sickness  whatever. 
Our  contacts  with  the  visitors  are  very  good 
indeed.  Contact  with  the  visitor  is  some- 
thing which  with  us  is  regarded  as  an  essen- 
tial part  of  our  job.  The  interviews  with 
visitors  either  by  appointment  or  at  certain 
special  times  set  aside  for  it  take  up  a great 
deal  of  our  time.  We  attach  a lot  of  im- 
portance to  it.  We  think  establishing  the 
right  kind  of  relations  with  the  visitors — 
and  this  applies  not  only  to  the  doctors 
but  to  the  psychiatric  social  worker  even 
more — is  really  an  important  part  of  our 
treatment  of  the  patient.  We  believe  that 
we  have  had  our  reward  for  this  because, 
in  this  alarming  increase  of  actions  brought 
against  hospitals  during  the  last  few  years, 
the  mental  hospitals  have  not  participated, 
and  we  think  we  owe  this  to  the  good  rela- 
tions we  have  established. 

1625.  You  would  be  surprised  to  know 
of  any  hospital  which  refused  to  allow,  for 
instance,  the  local  parson,  chaplain  to  the 
hospital,  to  interview  any  patient  privately? 

1 should  be  surprised. — (Dr.  Tennent ): 

I should  be  very  much  surprised. 

1626.  I was  surprised  and  rather  horri- 

fied to  come  across  it  the  other  day  in 
a private  capacity.  It  was  not  a public 
mental  hospital.  But  it  seems  it  is  not 
typical? (Dr.  Walk):  It  seems  incom- 

patible with  the  duties  of  the  chaplain 
as  generally  laid  down  in  hospital  regu- 
lations.—{Dr.  Tennent ):  Might  I ask.  Sir 
was  the  chaplain  coming  ,to  see  the  patient 
as  a chaplain  or  as  a therapist?  Do  not 
misunderstand  me,  but  was  he  coming  to 
see  him  in  his  capacity  as  a chaplain? 

1627.  This  was  a general  rule  of  the 
hospital.— -—(Dr.  Walk}:  Had  it  applied 
throughout  the  hospital’s  history  or  was  it 
something  applied  only  to  this  particular 
incumbent? 

1628.  I did  not  mention  this  with  special 
reference  to  chaplains,  but  just  as  indicating 
an  attitude  towards  visitors.  May  I then 
just  observe  this.  In  paragraph  41  you 
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propose  as  a safeguard  that  the  patient  shall 
have  the  right  of  an  interview  with  a 
magistrate,  which  sounds  as  if  haying  an 
interview  with  anybody  from  outside  was 
rather  a special  concession.  .In  what  respect 
is  an  interview  with  a magistrate  to  be 
different  from  any  other  interviewwhich  you 

normally  allow  patients  to  have?- d£  this 

is  something  laid  down  by  law  there  is  an 
essential  difference.  We  are  recommending 
this  as  part  of  the  legal  machinery  for  deal- 
ing  with  temporary  patients. 


1629.  Yes,  but  as  I understand  it 
the  magistrate  is  not  going  to  be  ab.c  to  do 
anything  but  make  a recommendation  to  the 
Hospital  .Management  Committee.  He  is 

not  there  in  a judicial  capacity. 'We  had 

considered  whether  the  magistrate  acting 
at  that  point  should  be  given  additional 
power  and  whether  he  ought  to  have  the 
power  of  ordering  the  patient’s  discharge. 
We  thought  not,  because  we  rather  thought 
of  it  as  toeing  in  line  with  the  magistrates 
visits  to  mental  deficiency  institutions 
where  they  take  part  in  the  official  review 
of  cases  and  where  their  opinion  carries 
weight,  but  there  they  have  not  been  given 
the  power  of  discharge. 


1630.  (Sir  Russell  Brain):  You  contem- 

plate this  interview  should  take  place  after 
admission,  not  before? After. 

1631.  That  brings  up  a point  on  para- 
graph 39.  lit  has  been  put  to  us  that  where 
a patient  has  to  Ibe  sent  to  a mental  hos- 
pital and  is  capable  of  expressing  a refusal 
and  does  in  fact  express  a refusal  it  is 
necessary  to  safeguard  the  doctors  by 
•introducing  the  element  of  judicial  autho- 
rity. I take  it  from  what  you  say  you 

do  not  agree  with  .that? We  do  not 

think  it  is  a safeguard  to  the  doctor  at 
all ; it  never  has  been,  and  until  1930 
actions  against  doctors  were  quite  common 
and  sometimes  successful,  and  the  fact  that 
the  order  had  been  signed  by  a magistrate 
was  not  regarded  by  the  Courts  as  of  any 
importance.  That  is,  the  doctor  could  not 
plead  that  it  was  not  his  action  but  the 
magistrate’s  which  was  the  cause  of  the 
patient’s  detention.  That  was  the  sense  of 
the  legal  decisions-.  What  protection  we 
have  was  given  us  specially  by  Section  16 
of  the  'Mental  Treatment  Act.  and  that  we 
would  like  continued. 


1632.  (Dr.  Thomas):  On  paragraph  41, 
what  is  the  view  of  the  Association  on 
whether  the  patient  should  have  access  to 
legal  aid?  That  has  been  suggested  io  us. 
Should  patients  have  access  to  legal  aid  in 
this  representation  to  the  magistrate?  I 
have  that  in  view  particularly  with  regard 
to  your  paragraph  37,  where  you  say  that 
the  Medical  Superintendent  should  be  able 

to  extend  the  order  alone. We  did  not 

ask  that  the  Medical  Superintendent  be 
allowed  to  extend  the  order  alone ; the 
decision  would  be  by  the  Board  of  Control. 


We  are  only  suggesting  that  the  application 
should  be  made  by  the  Superintendent. 

1633.  Do  you  not  feel  that  is  leaving  too 

much  authority  in  one  pair  of  hands? 

There  is  no  authority  there ; it  is  merely 
a question  of  who  signs  the  application. 
The  relatives,  if  they  wish,  can  take  the 
patient  out  and  therefore  whether  they  sign 
the  application  or  not  is  of  no  importance. 
If  they  do  not  wish  the  patient  to  remain 
they  can  take  him  out,  by  exercising  their 
powers  of  discharge,  but  it  is  administra- 
tively a nuisance  to  have  to  write  to  rela- 
tives and  ask  for  their  signature.  There 
are  a good  many  relatives  who  are  perfectly 
acquiescent  in  what  is  done  until  they  are 
asked  to  put  pen  to  paper,  and  then  they 
have  a great  deal  of  hesitation  about 
signing  anything  which  in  their  view  might 
mean  that  the  patient  was  being  detained 
on  their  responsibility.  We  would  like  to 
relieve  relatives  of  that  responsibility,  but 
we  are  not  taking  away  any  power  from 
tlie  relatives,  because  they  would  retain  the 
power  of  discharge. 

1634.  (Mr.  Jackson):  It  does  .not  follow 
that  the  relatives  may  want  to  discharge 
a patient.  What  you  are  -proposing  is  that 
a patient  may  be  detained  for  one  year, 
possibly  extended  to  two  years,  on  medical 

views  alone,  is  it  not? 'The  relative’s 

power  -of  discharge  means  that  the 
relative’s  views  must  be  taken  into  account 
as  well. 

■ 1635.  IBut  as  we  cannot  be  sure  that 
.relatives  will  want  to  have  this  person 
discharged,  that  is  not  necessarily  a safe- 
guard. What  I want  to  get  at  is  that  your 
proposition  is  that  -a  -person  may  be 
detained  for  one  year  on  two  medical 
certificates,  and  that  may  be  extended  to 
two  years.  You  say  in  paragraph  32  that 
“the  23  years’  experience  of  the  working 
of  Section  5 has  shown  that  admission  to 
mental  hospitals  without  judicial  interven- 
tion is  both  practicable  and  acceptable  to 
public  opinion  ”,  IBut  public  opinion  has 
never  been  expressed  on  a.  system  under 
which  a -person-  may  be  detained  up  to  two 
years  on  medical  certificates  alone,  has  it? 

(What  we  said  here  was  that  experience 

had  shown  that  such  admission  to  mental 
hospitals  was  practicable  and  acceptable. 
At  -one  time  it  was  thought  that  the  mere 
act  of  admitting  a patient  -to  a mental 
hospital  was  one  which  must  necessarily 
reouirc  judicial  intervention.  It  is  'that 
which  wc  feel  has  been  proved  to  be  un- 
necessary. Patients  are  now  admitted  with- 
out judicial  order  under  Section  5 of  the 
Mental  Treatment  Act  and  under  .Sec- 
tion 20  of  the  Lunacy  Act.  Admission  to 
a mental  hospital  under  Section  20  is 
something  fairly  new,  something  which  has 
o-nly  ex-h-ted1  since  1946,  that  is  the  use 
of  the  mental  hospital  itself  as  an  observa- 
tion ward.  There  have  -been  no  complaints 
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whatever  about  t-hait.  As  for  detention,  we 
did  not  say  that  23  years’  experience  has 
shown  that  that  was  acceptable,  because,  of 
course,  it  has  not  happened  For  compar- 
able experience  we  can,  however,  point  to 
Northern  Ireland  where  the  system  has  been 
in  operation  for  the  last  six  years  and,  as 
far  as  we  are  informed,  has  been  quite 
acceptable. 

1<3 3-6.  (Sir  Russell  Brain):  Is  this  not 
the  position?  Temporary  patients  are  at 
present  defined  as  those  incapable  of 
expressing  themselves.  So  far  as  they  are 
concerned  they  have  not  been  detained 
against  their  will.  Section  20  only  involves 

detention  for  a limited  period? That  is 

so,  that  is  why  we  only  mentioned  admis- 
sion. But  the  prolonged  detention  of  a 
patient  does  not  really  depend  upon  the 
act  of  the  magistrate.  It  depends  upon  a 
complicated  system  of  checks  and  balances 
as  between  the  Medical  Superintendent, 
the  relatives,  and  the  Board  of  Control,  for 
the  rest  of  his  stay.  The  effect  of  the  magis- 
trate’s original  order  passes  off  very  soon, 
and  what  happens  after  that  is  that  the 
patient  in  hospital  for  two,  three  or  ten 
years  is  not  there  because  of  the  magis- 
trate’s original  order.  He  is  there  because 
of  the  system  which  includes  the  Medical 
Superintendent,  the  Board  of  Control’s 
powers  of  supervision  and  renewal  of  the 
order,  and  the  relative’s  power  of  discharge, 
because  between  them  there  is  agreement 
that  the  patient  should  remain  there.  That 
is  what  is  .really  causing  the  jDatient’s  con- 
tinuing detention,  not  the  original  magis- 
trate’s order  at  all. 

1637.  (Mr.  Hylton-Foster) : But  at  the 

moment  there  is  an  independent  examina- 
tion at  the  outset? That,  of  course. 

brings  one  right  back  to  the  question  of 
what  was  the  intention  when  the  magistrate’s 
intervention  was  introduced?  Would  you 
allow  me  to  expand  on  that,  Sir? 

1638.  (Chairman):  Yes. You  pointed 

out,  I think,  to  a previous  witness  that  this 
is  not  something  which  has  existed  from 
time  immemorial  but  something  introduced 
as  recently  as  1890,  and  as  far  as  private 
patients  are  concerned  that  is  true.  The 
magistrate  had  no  part  in  the  detention  of 
a private  patient  until  1890.  As  far  as 
pauper  patients  are  concerned  the  magis- 
trate was  originally  introduced  in  1853,  but 
he  was  not  introduced  for  the  purpose  of 
being  a safeguard  against  improper  deten- 
tion, but  on  the  contrary  to  ensure  that  the 
pauper  patients  were  properly  treated  at 
what  was  called  a curative  asylum,  where 
they  could  get  proper  treatment  and-  a 
chance  of  a cure,  rather  than  being  kept  at 
home  under  unsuitable  conditions  or  being 
looked  after  inefficiently  in  workhouses. 
The  purpose  of  the  1'853'  Act  was  to  intro- 
duce someone  not  concerned  with  the  Poor 


Law.  The  justices  at  that  time  had  adminis- 
trative functions  as  well  as  judicial.  The 
purpose  of  bringing  the  justice  in  -was  to 
see  that  someone  identified  with  the 
asylums — because  they  were  under  the  con- 
trol of  the  justices — should  see  that  the 
patients  were  sent  where  they  ought  to  be 
sent  and  not  detained  in  workhouses 
under  unsuitable  conditions.  The  fact  that 
this  was  not  a judicial  act  was  proved  by 
the  alternative  which  was  allowed,  by  which 
the  patient  could  be  sent  to  the  asylum 
not  by  a justice  but  by  an  officiating  clergy- 
man. The  alternative  was  that  an  officiating 
clergyman,  together  with  the  local  overseer 
or  relieving  officer,  could  between  them 
make  an  order  which  was  equivalent  to  a 
justice’s  order.  I think  that  proves  that 
the  intention  was  not  a judicial  but  an 
administrative  one.  That  is  the  origin  of 
this  procedure  among  paupers.  It  was 
bound1  up  with  a process  of  ascertain- 
ment of  paupers  which  was  very  well 
thought  out.  It  had  to  be  done  by  the 
medical  officer  of  the  Union.  He  had  to 
look  out  for  insane  people  among  the 
paupers,  make  a quarterly  return  of  them 
and  a good  many  other  things  which  have 
been  lost  since  . . . 

1639.  But,  if  I may  interrupt,  this  is 
English  history.  It  would  not  be  true  of 
American  history.  That  was  not  the  origin 
in  America,  as  you  of  course  know,  where 
the  principle,  that  you  shall  not  be  deprived 
of  your  liberty  without  due  process  of 
law  is  a constitutional  provision.  The  pro- 
posal of  your  American  opposite  numbers 
is  that  patients  should  be  detained  under 
temporary  orders  precisely  as  you  propose, 
but  that  the  patient  should  have  a right  at 
any  time  to  apply  for  a judicial  determina- 
tion. Now  your  proposals  under  para- 
graph 41,  and,  to  some  extent,  under 
paragraph  37  have  a certain  air  of 
deliberate  informality  about  them.  The 
magistrate  just  looks  in  and  has  an  inter- 
view. The  patient  should  be  informed  that 
he  can  interview  a magistrate,  but  that  in- 
formation should  not  appear  in  any  formal 
document.  And  in  paragraph  37  you 
say  that  as  the  relative  has  a power  of 
discharge  it  is  unnecessary  to  obtain  his 
consent  to  an  extension  of  the  order,  which 
is  really  not  quite  the  same.  Have  you 
any  serious  objection  to  giving  the  patient 
a right  to  apply  for  judicial  determination, 

or  his  relatives  to  apply  on  his  behalf? 

Subject  to  my  colleagues  agreeing,  I would 
say  “ No,”  if  it  is  done  in  the  way  we  sug- 
gest, that  is  if  the  patient  is  informed  after 
his  admission  of  this  right.  This  right  would 
be  exercised  by  the  kind  of  patients  who 
would  benefit  by  it.  That  is  to  say,  the 
attitude  of  patients  towards  the  question 
of  the  magistrate’s  intervention  varies 
enormously.  A great  many  are  perfectly 
indifferent  one  way  or  the  other.  Some 
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patients  object  very  strenuously ; they  asso- 
ciate the  magistrates  with  wrongdoing  and 
punishment  and  so  forth,  and  they  say — 
and  it  is  very  difficult  to  answer  them — 
“What  have  I done  wrong  that  I should 
have  to  go  before  a magistrate  and  be  sent 
here  by  a magistrate’s  order?  ” But  on 
the  other  hand  there  are  other  patients,  the 
type  we  call  paranoid — the  suspicious, 
litigious-minded  people — who  would  wel- 
come it.  Those  are  the  same  people  who 
exercise  their  right,  for  instance,  of 
correspondence  and  like  to  send  letters  to 
the  Board  of  Control.  Those  people  would 
undoubtedly  exercise  any  right  that  is  given 
to  them,  and  it  would  not  be  a bad  thing 
for  them.  But  I would  remind  you.  Sir, 
that  the  Macmillan  Commission  considered 
the  question  of  visitation  by  a magistrate 
after  admission  and  did  not  like  it  very 
much — II  mean  they  did  not  like  it  in  the 
cases  to  which  it  applies  at  present,  that  is 
the  private  patients.  They  thought  it  might 
be  too  upsetting  and  inflammatory  to  a 
patient  to  have  to  engage  in  litigation  or 
formal  judicial  procedure  at  that  stage  or 
at  any  stage,  and  that  is  why  we  have  sug- 
gested i«t  should  be  kept  informal,  because 
it  has  generally  been  agreed  by  the 
Macmillan  Commission  and  by  previous 
Commissions  that  formal  judicial  proceed- 
ings were  a bad  thing. — (Dr.  Harris ):  I 
would  associate  myself  with  Dr.  Walk  there. 
To  put  it  as  briefly  as  possible  I believe  the 
aim.  of  the  Association  is  to.  attempt  to 
attain  for  the  patient  the  simplest,  most 
straightforward  method  of  admission  to  a 
hospital  when  they  are  mentally  ill,  on 
the  same  sort  of  basis  as  anybody  suffering 
from  a physical  illness  can  go  into  hospital, 
while  at  the  same  time  to  try  and  safeguard 
their  interests  legally  and  in  every  possible 
way. 

1-640.  (Mr.  Jackson ):  iMay  I come  hack 
to  the  point  I was  trying  to  get  at,  because 
I had  not  finished.  Your  suggestion  is  that 
there  shall  be  this  period  of  one  year  that 
may  be  extended  to  two,  and  if  you  want 
to  go  on  beyond  that  you  then  want,  in 
your  paragraph  42,  a judicial  reception 
order.  I pointed  out  to  you — perhaps  I 
misunderstood  it — that  your  reference  to 
pulblic  opinion  does  not  certainly  extend  to 
a procedure  of  this  kind.  We  have  no 
idea  how  public  opinion  would  react  to  a 
state  of  affairs  under  which  for  one  or  two 
years  the  authority  for  detention  is  two 
medical  certificates.  Now  I want  to  know 
why  you  want  to  go  as  long  as  one  year 
extendable  to  two  before  there  is  a judicial 
reception  order.  If  it  is  necessary  at  the 
end  of  two  years  why  is  it  not  necessary 
before  that?  If  you  can  go  two  years, 
why  should  you  not  go  longer?  What  is 
the  point  of  this  particular  period? 

-(Dr.  Walk):  The  point  of  this 

particular  period  or  some  period  not 
very  far  removed  is  that  it  is  in 


accordance  with  clinical  facts.  That  is  to 
say  we  are  trying  to  spare  as  many  patients 
as  possible  the  stigma,  as  it  is  often  called, 
of  full  certification,  and  the  period  of  six 
months — we  have  six  months  extendable 
to  one  year  for  temporary  patients  at 
present — we  find  is  really  too  short.  The 
end  of  six  months  may  be  quite  a critical 
time  in  the  treatment  of  a patient.  It  is 
about  the  time  when  you  have  given  the 
patient  the  benefit  of  whatever  treatments 
are  applicable.  You  are  not  yet  certain 
whether  the  patient  has  responded  or  is 
likely  to  respond.  The  patient  may  be  at  a 
stage  of  convalescence  when  he  ought  not 
to  have  the  ordeal  placed  upon,  him  of 
leaving  the  hospital  and  leading  an  inde- 
pendent life,  and  just  at  that  stage  you  are 
confronted  wi-th  this  question  at  this  point 
“ Am  I justified  in  getting  the  patient  put 
under  a judicial  order,  or  oiight  I to  give 
him  the  benefit  of  the  doubt  and  discharge 
him,  although  I know  it  is  premature  and 
not  in  accordance  with  clinical  facts?  ” I 
have  some  figures  from  my  own  hospital. 
Out  of  311  patients  admitted  in  a certain 
year,  223  were  discharged  at  the  end  of  six 
■months  recovered,  or  died  within  six 
months,  a further  55  by  the  end  of 
a year  and  a further  33  during  the  second 
year,  so  that  there  is  quite  a large  propor- 
tion who  recover  or  at  any  rate  finish,  their 
treatment  between  those  periods.  (Prob- 
ably the  difference  between  18  months  and 
two  years  would  not  be  very  great,  but  the 
difference  between  six  months  and  a year 
is  very  great  indeed. 


1641.  That  is  precisely  what  S wanted  to 
find  out — .that  it  -is  based  on  clinical  ex- 
perience.  That  is  what  we  had  in  mind. 

(Perhaps  ,1  might  add  this:  the  arguments 
we  are  putting  forward  might  be  held  to 
apply  against  judicial  intervention 
altogether,  and  we  might  logically  have 
gone  on  to  say  that  if  the  doctors,  Board 
or  Control,  and  the  visiting  committee — 
that  is  the  whole  machinery- -can  be 
trusted  for  two  years,  why  not  for  good? 
We  have  not  asked  for  that  partly  because 
we  think  it  is  going  too  far  and  would  not 
be  acceptable,  but  also  because  we  think 
the  effect  of  the  contrast  is  of  some  use. 
We  find  that  a good  many  patients 
who  have  been  temporary  patients  are 
pleased,  to  have  this  status  by  contrast  with 
the  patients  they  know  as  certified  patients, 
it  the  reception,  order  were  abolished 
altogether  there  would  not  be  that  contrast 
and  the  chances  are  that  the  new  procedure 
we  adopt  would  take  on  the  same  stigma. 


A 1i64?-  Then  there  is  a clinical  'basis  for 
that  further  period.  It  has  been  rather 
assumed  that  the  intervention  by  a magis- 
trate at  any  stage  has  ito  be  by  a magistrate 
visiting.  It  has  been  suggested  by  other 
witnesses,  that  the  matter  might  come  before 
magistrates  much  as  an  adoption.1  order 
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does,  .that  is  to  say  they  would  be  sitting 
in  the  ordinary  way  but  in  a closed  court 
and  would  act  normally  probably  on  papers, 
the  length  of  the  proceedings  depending 
upon  whether  this  was  opposed  or  whether 
it  was  generally  agreed.  In  other  words 
it  is  not  essential  that  by  introducing  a 
magistrate  one  means  one  magistrate 
attending  at  the  hospital.  Had  that  occurred 

to  you? This  has  been  mentioned 

before  to  previous  Commissions  or  Se- 
lect Committees,  that  the  magistrate  might 
examine  the  papers  and  make  sure  they 
were  in  order,  and  might  act  on  the  face 
of  what  was  put  before  him,  but  there 
should  be  no  question  of  .his  having  any 
access  to  the  patient.  The  committees  of 
that  time  came  to  the  conclusion  that  it 
was  hardly  worth  while  having  a magistrate 
at  all  under  those  conditions.  You  will 
remember,  perhaps,  that  the  Select  Com- 
mittee of  L859  and  that  of  1877.  both 
declared  against  any  magistrates  inter- 
vention at  aljl.  They  expressed  the  opinion 
that  it  was  unnecessary,  that  the  other  safe- 
guards they  were  introducing  were  quite 
sufficient.  The  adoption  order  is  surely 
rather  a different  matter,  because  the 
adoption  order  is  something  permanent, 
something  irrevocable.  The  magistrate  is 
going  to’  decide  something  that  is  going  to 
be  acted  on  and  will  have  effect  per- 
manently, whereas  the  reception  order  is 
n-ot  really  like  that  at  all.  It  can  be  made 
of  no  effect  almost  immediately  by  the 
superintendent  saying  “ No,  I do  not  agree, 
this  >man  -is  not  insane,  I will  discharge 
him  ”,  or  by  the  relatives  changing  their 
minds  and  deciding  to  take  the  patient  out 
of  hospital.  What  the  magistrate  is  really 
doing,  it  seems  to  us,  is  saying  that  in 
respect  of  this  particular  patient,  he  can 
trust  the  doctors,  the  Board1  of  Control,  the 
visiting  committee  and  the  relatives  between 
them  to  do  the  right  thing  for  -the  patient 
in  future,  and  that  he  Is  going  to  hand  him 
over  to  them  and  afterwards  pay  no  atten- 
tion to  the  .case.  We  feel  this  is  hardly 
necessary,  because  if  this  system  is  one 
that  can  'be  trusted  from  the  time  of  the 
patient’s  admission  onwards  for  the  rest 
of  the  patient’s  life,  why  can  it  not  operate 
from  the  beginning?  If  these  different 
authorities  can  be  trusted,  why  cannot  the . 
tr.ust  be  put  in  them  on.ee  and  for  all  by 
Act  of  Parliament?  As  for  the  actual 
judicial  procedure,  it  would  depend  very 
much  on  the  stage  at  which  it  is.  operated. 
The  magistrate  can  be  used  as  quite  a swift 
procedure.  The  duly  authorised  officer 
takes  him  round  from  house  .to  house  and 
he  signs  as  he  goes,  or  he  attends  at  an 
observation  unit  and  does  the  work  there. 
As  to  whether  it  would  operate  as  speedily 
if  it  were  done  in  the  magistrate’s  own 
court,  1 do  not  know. 

1643.  (Mr.  Hylton-Foster ):  Supposing 

that  the  patient  is  to  be  given  the  right  to 


apply  for  judicial  determination,  as  my 
'Lord  was  suggesting,  would  you  want  on 
clinical  grounds  to  put  a time  limit  on  ihis 
right  of  application  and,  if  so,  what  would 

it  be? 1 do  not  know.  I do  not  think 

we  considered  that.  We  would  not  want 
to  encourage  a litigious  patient  to  keep  on 
making  repeated  applications.  I should  not 
imagine  anyone  would  wish  to  do  that. 

1644.  No,  I had  in  mind  a provision 

“ Thou  shalt  not  apply  for  a judicial  inter- 
vention until  after  a given  interval.” 

(Dr.  Tennent ):  I should  have  thought,  No. 

I think  after  the  patient  comes  into  hospital 
the  visit  of  .the  magistrate  may  reassure 
him  very  much.  I would  prefer  to  see 
the  magistrate  coming  into  hospital  rather 
than  going  to  a judicial  court.  You  would 
lose  a great  deal  if  you  did  that,  and  at  the 
moment  the  patient  has  a certain  period 
over  which  he  can  exercise  a right,  though 
in  practice  we  do  not  restrict  him  to  that. 
— (Dr.  Walk):  I thought  the  point  was 
rather  the  other  way  round.  It  was  sug- 
gested the  .patient  should  not  be  able  to 
make  this  application  until  he  had  been 
in  hospital  for  a week  or  a month. 

1645.  Yes,  so  as  to  allow  time  for  treat- 
ment.  (Dr.  Tennent):  No,  I think  the 

patient  should  have  a right  from  the  time 
he  gets  to  a hospital. — I (Dr.  Walk):  With 
the  type  of  patient  we  have  in  mind, 
the  type  who  is  going  to  exercise  the 
right  will  want  to  do  so  at  once.  The 
great  majority  would  not  wish . to.  do 
so,  any  more  .than  they  exercise  their  rights 
of  correspondence. 

1646.  (Dr.  Rees):  Dr.  Tennent,  what 

proportion  of  private  patients  in  your  hos- 
pital exercise  their  right  to  see  a magis- 
trate?  (Dr.  Tennent):  1 should  say  about 

20  per  cent.,  certainly  less  than  a third. 
(Dr.  Walk) : It  would  be  lower  in  the  public 
mental  hospitals  because  of  the  larger  pro- 
portion, I suppose,  of  organic  patients  and 
deteriorating  patients  and  so  forth? — (Dr. 
Tennent) : 1 should  think  so,  definitely 
lower. 

1647.  (Chairman):  Now,  on  your  sec- 
tion C.  It  is  on  paragraph  44  I want  to 
ask  my  main  question  here.  The  wording 
of  the  medical  certificate  you  propose  here 
is  simply  that  the  patient  is  suffering  from 
mental  illness,  and  that  it  is  necessary  sor 
his  welfare  that  he  should  remain  under 
care  and  treatment.  Is  that  to  be  the  word- 
ing for  all  forms  of  medical  certification? 

(Dr.  Walk):  That  was  what  we  were 

suggesting.  This  of  course  is  a medical 
certificate  given  in  this  particular  setting 
for  a patient  who  has  already  been  in 
hospital  for  a year,  or  it  may  be  more, 
and  whom  it  is  now  wished  to  place  under 
reception  order.  We  thought  it  might  apply 
to  every  type  of  patient. 

1648.  And  to  emergency  admissions  too? 
.No,  this  is  not  designed  for  emergency 
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admissions  at  all.  The  certificate  we  are 
dealing  with  in  paragraph  44  is  entirely 
for  patients  who  are  now  being  put  under 
reception  order  after  haying  spent  a year 
or  possibly  two  in  hospital  already. 

1649.  But  you  do  not  say  anything  about 
the  wording  of  medical  certificates  for  tem- 
porary patients  or  emergency  admissions? 

No.  I 'think  you  are  quite  right  in 

drawing  attention  to  the  omission.  We 
have  not  mentioned  it  because  the  present 
form  of  recommendation  that  is  used  for 
temporary  patients  is,  generally  speaking, 
satisfactory.  I had  wished  to  ask  you 
to  allow  us  to  supplement  what  we  were 
saying  on  medical  recommendations 
generally,  and  this  is  something  that  was 
said  by  our  predecessors  who  gave  evidence 
to  the  Macmillan  Commission.  They  said 
they  would  like— and  we  would  agree  with 
them — 'the  form  of  either  a certificate  or 
a recommendation  elaborated  in  the  sense 
of  making  clear  the  need  for  the  patient’s 
admission  and  detention.  The  present  form 
is  very  old-fashioned  and  not  at  all  in 
accordance  with  modern  thought.  As  it 
is  now  worded  the  impression  is  that  all 
you  have  to  do  is  to  prove  insanity,  and 
it  is  -taken  for  granted  that  if  you  can 
prove  insanity  then  it  follows  as  the  night 
the  day  that  the  patient  must  be 
locked  up.  We  would  like  that  altered 
so  that  the  certificate  or  recommendation 
included  a statement  of  the  reasons  why 
in  this  particular  case  admission  or  deten- 
tion is  recommended. 

1650.  Yes.  The  point  1 was  really  coming 
to  was  this.  You  want  the  medical  certifi- 
cate to  be  a diagnosis  with  the  statement 
that  the  patient  needs  care  and  treatment 
as  a result.  But  is  it  purely  a medical 
diagnosis?  You  say  here,  “ if  the  termino- 
logy is  still  needed  for  other  legal  pur- 
poses.” If  you  divorce  your  medical  certifi- 
cate altogether  from  any  implication  of 
civil  disability  are  you  not  bound  to  have 
a whole  loit  of  other  judicial  procedures  to 
discover  whether  the  patient  is  incapable 

of  managing  his  property,  and  so  on? 

We  are  not  actually  attempting  to  divorce 
it.  We  are  only  asking  -that  the  -termino- 
logy should  be  altered  at  this  point.  Sup- 
posing, for  instance,  it  is  wished  to  inflict 
civil  disability  on  any  patient  dealt  with 
under  that  section,  that  could  be  mentioned 
in  a different  section  of  the  Act.  A totally 
different  section  of  the  Act  could  lay  down 
that  any  patient  who  has  been  dealt  with 
in  this  way  should  be  subject  to  whatever 
disability  is  intended,  but  we  do  not  want 
it  stated  in  the  certificate  itself. 

1651.  The  (legal  position  as  regards  civil 
disability  is  rather  obscure,  and  it  is 
generally  held  that  the  process  of  admis- 
sion to  a mental  hospital  should  be  wholly 
divorced  from  any  question  of  civil  dis- 
ability. I gather  you  do  not  take  that 


view.  Remember  you  are  putting  the  whole 
responsibility  on  the  doctors  subject  to 
some  checks,  possibly,  by  a magistrate,  and 
you  want  the  doctor  to  be  able  to  certify 
that  this  man  by  implication  though  not 
directly  is  incapable  of  managing  his  pro- 
perty, or  is  incapable  of  voting  intelligently. 

As  far  as  property  is  concerned  the 

work  of  the  Court  of  Protection  extends 
to  a great  many  patients  apart  from  those 
who  are  under  reception  order.  As  you 
know,  -the  Court  of  -Protection  can  exercise 
its  powers  for  patients  who  are  not  in  an 
institution  at  all  and  under  no  sort  of  legal 
restraint. 

11652.  Precisely.  It  can  exercise  its  own 
judicial  procedures  irrespective  of  certifi- 
cates even  mow,  but  if  you  reduce  certi- 
fication to  a mere  medical  diagnosis  that 
a person  needs  treatment,  are  you  not 
opening  the  road  to  any  number  of  other 
judicial  procedures,  thinking,  l mean,  of 

the  disturbance  to  the  patient’s  mind?— 

I am  not  quite  clear  about  your  meaning, 
my  Lord.  We  are  not  really  proposing 
any  alteration  in  the  substance  of  the  law, 
but  only  in  the  wording  of  the  certificate. 
In  other  words  instead  of  the  doctor  having 
to  say  this  is  a person  of  unsound  mind, 
the  doctor  will  say  this  is  a person  who 
is  stiill  suffering  from  mental  illness  and 
should  still  remain  in  hospital ; another 
clause  of  the  Act  could  say  that  certain 
civil  disabilities  might  fall  on  anyone  sub- 
ject to  that  procedure. 

11653.  Surely  that  is  ithe  introduction  of  a 
new  kind  of  stigma  which  is  quite  as  bad 
as  anything  at  the  moment— to  suggest  that 
anybody  who  goes  in-to  a mental  hospital 
on  recommendation-  of  a doctor  should  no-t 

be  entitled  to  vote? No,  my  Lord.  I 

am  talking  now  particularly  of  this  pro- 
cedure under  our  paragraph  44,  which  is 
the  equivalent  of  certification  and  which  is 
being  reserved  for  a small  number  of 
-patients. 

1654.  That  is  why  -I  began  by  asking  you 

was  that  the  form  of  certificate  you  would 
use  in  other  cases. Yes. 

1655.  Therefore  anybody  who  finds  them- 
selves- in  a mental  hospital  will  find  them- 
selves there  because  of  this  form  of  certi- 
fication which  is  not  intended,  prima  facie, 
to  have  anything  to  do  with  civil  disability, 
and  if  the  law  wishes  to  impose  civil  dis- 
ability on  a man  it  must  impose  it  n-ot 
because  a doctor  said  he  was  incapable  of 
exercising  the  vote,  but  because  -he  has  been 
the  subject  of  any  procedure  which  raises 
the  question  of  his  mental  stability  or 

mental  health? 1 do  no-t  think  we  arc 

proposing  anything  which  is  essentially 
different  from  what  happens  now.  The 
legal  position,  as  you  yourself  said,  is  per- 
haps not  very  cl-ear  as  to  which  patients 
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are  subject  .to  civil  disability  and  which  are 
•met,  but  it  can  be  made  clear  in  other 
parts  of  any  new  Act. 

1<656.  ,At  the  present  moment  the  man  in 
question  is  certified  by  a doctor  and  found 
by  a magistrate  to  be  a person  of  unsound 
mind  and  the  legislature  can  perfectly  well 
say  a person  of  unsound  mind  ought  not 
to  do  this  that  or  the  other,  but  I am 
putting  .to  you,  if  there  is  no  magistrate 
involved,  and  if  the  doctor  merely  says, 
“ This  person  is  mentally  ill  ”,  what  sort 
of  a ground  is  that  for  automatically  pro- 
posing a civil  disability,  and  do  you  not 
inevitably  open  the  _ way  to.  all  sorts  of 
more  worrying  judicial  enquiries  into  this 
person’s  condition  than  is  involved  in  the 

present  magistrate’s  procedure? You 

have  at  present  the  legal  position  of  a 
patient  who  is  a temporary  patient  under 
Section  5.  The  Court  of  .Protection  will 
accept  the  statement  that  he  is  a patient 
under  Section  5 together  with  an  ad  hoc 
certificate  from  us  that  he  is  incapable  of 
managing  his  affairs.  If  we  are  proposing 
•to  extend  the  use  of  Section  5 to  different 
categories,  the  same  will  apply  to  those. 
There  is  no  essential  difference  from  what 
happens  now. 

1-657.  The  Court  of  Protection  in  the  case 
of  a Seotion  5 patient  will  accept  a certi- 
ficate from  whom? If  the  Court  of  Pro- 

tection is  'brought  into  operation  for  any 
patient  Medical  Superintendents  of  hospitals 
are  asked  to  complete  a special  form  for 
the  purpose,  in.  which  we  have  to  state,  in 
the  first  place,  one  of  a number  of  alterna- 
tives, that  .the  patient  is  a patient  under  a 
reception  order,  or  a temporary  patient 
under  Seotion  5,  or  a voluntary  patient,  or 
even  a patient  not  under  any  Act  at  all ; 
we  have  -to  state  which  of  those  is  his 
category.  In-  addition  to  that,  we  have  to 
add  a report  on  his  present  mental  con- 
dition sufficient  to  convince  the  Count  that 
he  really  is  incapable  of  managing  his 
affairs,  and1  that  applies  quite  irrespective  of 
his  status  under  the  Mental  Treatment  Act, 
whether  he  is  a voluntary,  certified  or 
temporary  patient.  We  naturally  concluded 
that  that  would  continue  in  just  the  same 
way.  If  the  alterations  we  propose  are 
adopted  we  would  still  have  these  different 
categories  of  patients. 

1658.  (Mrs.  Adrian ):  You  could  have  a 
certified  patient  where  -the  Court  of  Pro- 
tection was  not  involved  at  all? Not 

certified  patients,  they  always  are,  but  they 
still  require  an  additional  certificate  from 
us  about  the  patient’s  condition. 

(Chairman):  T ithinfc  that  answers  my 
point. 

(The  proceedings  were  adjourned  for  a 
short  time.) 


1659.  (Sir  Cecil  Oakes):  Gentlemen,  the 
Chairman  will  be  a few  minutes  late  and 
he  has  asked  me  to  take  the  Chair  until  he 
arrives.  I wonder  have  we  exhausted  para- 
graph 44,  Dr.  Walk,  as  far  as  you  are 

concerned? (Dr.  Walk):  I had  been 

meaning  to  say  a little  more  .on  the  actual 
drafting  of  medical  certificates,  and  this  now 
applies  n.ot  only  to  .the  medical  certificates 
mentioned  in  this  paragraph,  but  also  to 
others  that  would  be  required  at  an  earlier 
stage.  I should  like  to  repeat,  as  I said 
previously,  that  the  present  medical  certifi- 
cate rather  goes  on  the  assumption  that 
once  you  have  proved  insanity  it  follows 
that  detention  must  take  place.  First  of  all, 
the  facts  indicating  insanity  are  at  present 
.classified  under  the  facts  observed  by  the 
doctor  at  the  time  of  examination,  and  facts 
communicated  by  others,  and  in  the  margin 
there  is  a note  that  he  may  add  facts 
observed  by  himself  at  a previous  examina- 
tion. We  have  always  thought  it  would  be 
a good  idea  to  have  a definite  space  for 
adding  those  facts  previously  observed. 
They  may  be  the  most  important  facts  of 
all,  in  the  case  for  instance  of  a doctor  who 
has  had  a patient  under  observation  con- 
tinuously in,  say,  an,  observation  ward  and 
yet  at  the  time  of  the  statutory  examination 
certain  symptoms  are  not  so  easily  elicited  ; 
so  w.e  would  like  to  add  that.  Then  we 
would  like  to  add  a space  for  a statement 
of  the  actual  reasons  why  the  patient  needs 
to  be  dealt  with  in  this  particular  way,  and 
why  he  or  she  is  not  suitable  for  any  other 
status.  It  would  have  helped  a great  deal 
in  making,'  for  .instance,  our  present 
Section  5 more  popular  and  more  useful  if 
every  doctor  certifying  under  the  Lunacy 
Act  had  had  to  state  that  the  patient  was 
not  suitable  for  voluntary  status  for  such 
and  such  a reason,  and  not  suitable  for 
temporary  status  for  such  and  such  a 
reason,  before  proceeding  to  full  certifica- 
tion, and  we  would  like  something  of  that 
kind  introduced  in  the  future.  We  feel  that 
at  present  there  are  a good  many  people 
certified  who  could  have  been  dealt  with  as 
temporary  patients,  or  even  as  voluntary 
patients,  and  we  would  like  to  make  it 
incumbent  on  the  certifying  or  recommend- 
ing doctor  to  consider  these  alternatives  and 
to  state  why  they  cannot  be  adopted  for 
each  particular  case. 

1660.  That  would  be  .printed  in  the  form 
and  completed  as  required?  Yes. 

1661.  Do  you  ever  find  any  difficulty  in 
that  paragraoh — “ Facts  communicated1  by 
others”?  Has  that  ever  given  you  any 

embarrassment? Not  myself;  as  you 

realise,  it  does  not  fall  to  me  to  write 
medical  certificates  to  any  extent. 

1662.  Being  a lawyer  myself,  I have  heard 
people  express  considerable  doubts  about 
how  far  they  should  go  in  acting  on 
information  given  to  them  bv  others.—  It 
has  always  been  held  that  justices  should 
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not  act  on  a certificate  in  which  the  facts 
are  predominently  those  given  by  others. 
They  must  only  be  supporting,  facts ; the 
facts  observed  by  the  doctor  himself  must 
be  convincing. 


1663.  It  seems  quite  unusual  to  allow  any- 
thing to  be  brought  in  which  is  not  within 
the  direct  knowledge  of  the  person  signing 
the  document.  Doctors  do  not  find  any 

embarrassment  in  that  generally? -That 

brings  out  the  anomalous  position  or  the 
judicial  order,  in  that  on  the  one  hand  it 
is  not  merely  a verification  of  the  documents 
being  in  order ; on  the  other  hand  it  is  not 
judicial  in  the  full  sense. 

1664.  (Mr.  Hylton-Foster):  But  is  this 
anomalous?  'Surely  most  times  when  you 
give  evidence  in  Court  relating  to  a matter 
of  this  kind  you  would  recount  as  part  of 
your  evidence  various  symptoms,  or  whatever 
the  right  word  is,  which  the  patient’s  relatives 
observe  and  on  which  you  rely,  in  forming 
your  opinion?  This  certificate  in  this  form 
is  only  parallel  with  that,  is  it  not?-— 
Would  that  be  allowed?  Would  it  not  be 
necessary  to  call  the  persons  concerned  to 


give  evidence? 


1665.  The  expert  is  invariably  allowed  to 

give  the  ground's  of  his  opinion. 1 have 

been  told  on  occasion  in.  Court  that  I must 
confine  myself — this  is  in  another  con- 
nection, when  giving  the  history  of  the 
patient— to  what  had  happened  in  the 
hospital  itself  under  my  own  observation,  or 
to  facts  that  the  patient  herself  had  com- 
municated to-  me  in  the  course  of  my 
examination,  but  T was  not  to  refer  to  the 
whole  history  of  the  case  as  it  appeared  ,in 
the  psychiatric  social  worker’s  report. 

1666.  '(Sir  Cecil  Oakes) : That  was  at  the 

back  of  my  question.  I have  heard  com- 
plaints of  that  kind.  You  have  not  had  that 
difficulty? Not  in  this  connection. 

1667.  { Sir  Russell  Brain):  Does  it  not 
occasionally  happen  that  the  most  important 
part  of  the  evidence  of  a persons  slate  of 
m.ind  comes  from  the  communication  of 
others  and.  in  certain  circumstances,  it  may 
be  extraordinarily  difficult  to  detect  evidence 
of  .abnormality  in  the  patient  himself?  Is 

that  generally  true,  or  sometimes  true? 

[Dr.  Harris):  That  is  so.  Sir.  Personally,  I 
always  endeavour  not  to  -use  the  part  “ Facts 
communicated  by  others  ”,  because  I feel 
that  one  should  do  one’s  utmost  to  make 
one’s  decisions  on  one’s  own  clinical 
examination.  (But  I entirely  agree  with  you, 
Sir,  that  there  are  occasions  .when  it  has 
almost  been  essential  to  bring  in  the  history 
that  has  been  given  to  you  and,  under 
those  circumstances.  I always  try  to  indicate 
just  why  I am  making  use  of  that  particular 
part  of  the  form. 


1668.  (Mrs.  Braddock):  But  when 

patients  have  been  discharged  from  men- 
tal hospitals  and  have  seen  the  certificates, 
have  they  not  complained  that  evidence 


was  used  of  things  that  nobody,  saw  except 
the  person  they  were  living  with  in  order 

,to  have  them  certified? 4 personally  have 

never  had  .that  experience,  nor  can  I re- 
member actually  coming  up  against  that, 
but  I think  there  is  very  Hit-tie  doubt  that 
that  has  occurred  and  it  usually  occurs 
with  a .particular  type  of  patient  wbo,  by 
the  very  nature  of  his  illness,  is  sometimes 
rather  suspicious,  the  type  Dr.  Walk  men- 
tioned earlier  on  this  morning,  the  para- 
noid type.  I -feel  that  is  one  of  the  reasons 
why,  if  you  are  certifying,  so  far  as  it  is 
possible  you  should  always  endeavour  to 
certify  on  your  own  examination.— (Dr. 
Walk):  In  reply  to  Mrs.  Braddock’s  ques- 
tion, .1  would  like  to  convince  her  of  the 
amount  of  care  and  attention  that  is  given 
by  us  in  the  hospitals  after  the  patient’s 
admission  to  elicit  the  facts.  From  time 
to  time  one  gets  a patient  of  this  para- 
noid type  who  is  certified  entirely  on 
grounds  of  delusions  and  where,  although 
the  certificate  itself  is-  certainly  sufficient, 
we  do  not  feci  we  can*  let  it  go  at  that, 
and  we  do  take  an  immense  amount  of 
trouble  to  ascertain  the  -real  facts.  Wc  do 
pretty  skilled  detective  work  into  these  mat- 
ters! and,  if  I may  say  so,  far  beyond  any- 
thing that  any  magistrate  could  be  expected 
to  do  at  a single  session. 

1669.  I was  not  making  any  criticism,  I 
quite  appreciate  that.  The  only  thing  I 
was  trying  to  elicit  was*  whether  this  sort 
of  thing  did  happen,  or  whether  people 
have  complained  of  it  happening,  and 
whether  one  of  the  things  that  there. must 
be  safeguards  against  is  the  opportunity  of 
anybody  to  get  rid1  of  somebody  into  a 
mental  hospital  by  giving  evidence  that 
nobody  else  can  corroborate.--— -I  think 
many  previous  Commissions  have  had 
this  question  before  them,  and  there  has 
never  been  any  evidence  that  has  ever  con- 
vinced a Royal  Commission  that  such 
things  were  able  to  happen  without  being 
detected. — (Dr.  Burke):  1 think  it  has  been 
said  somewhere  that  the  Board  of  . Control 
will  not  pass  a certificate  -which  is  based 
entirely  on  hearsay  evidence.  They  do  . in- 
sist .on  a sufficient  case  by  the  medical 
certifier’s  own  observation. 

1670.  (Sir  Cecil  Oakes):  I see  that  there 
is  a statutory  provision  on  the  point  in 
Section  28  of  the  'Lunacy  Act:— 

“ Every  medical  certificate  on  which 
such  an  order  is  founded  shall  state  the 
facts  upon  which  the  certifying  medical 
practitioner  has  formed  his  -opinion  that 
a person  alleged  to  be  of  unsound  mind 
is  of  unsound  mind,  distinguishing  facts 
observed  by  himself  from  facts  com- 
municated by  others ; and  -a  reception 
order  shall  not  b-c  made  upon  a certifi- 
cate founded  only  upon  facts  com- 
municated by  others.” 

Is  there  anything  anyone  would  like  to 
raise  on  paragraph  45  or  on  paragraph  4-6, 
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where  it  is-  suggested  that  Section  11  and 
Section  20  should-  he  either  amalgamated 
or  a new  'Section  s-hould  take  their  place? 

1671.  {Mrs.  Braddock ):  Do  you  feel  Sec- 
tion 20  ought  to  be  used  very  much  more 

than  it  ds  at  -the  , moment? (Dr.  Walk): 

Its  use  varies  a great  deal,  does  it  not,  in 
different  districts?  We  like  it  on  the  whole. 
We  like  dt  'because  it  can  be  used-  to  allow 
observation  to  take  place,  but  this  ds  really 
bound  up  with  the  whole  question  of  the 
use  or  otherwise  of  observation  -units  or 
Observation  wards.  We  in  iLondion  have 
had  experience  both  of  'the  kind  of  use 
that  we  like,  and  also  of  the  kind 
of  exaggerated-  -use,  or  non-use,  which  we 
dislike  ; so  perhaps  1 may  say  a few  words 
about  that.  The -London  County  Council’s 
policy  used  to  be,  and  it  still  is  its  de- 
clared policy,  that  all  patients  should  be 
removed  to  observation  -wards-  first  and 
there  should  be  no  direct  admissions  to 
mental  hospitals.  W-hen  the  observation 
units  were  -under  their  own  control  they 
used  to  p-ush  this,  as  we  thought,  to  quite 
an  exaggerated  degree,  so  that  there  were 
a good  many  patients-  who-  had  to  pass 
through  the  observation  ward  where  it  was 
entirely  unnecessary.  -It  was  unnecessary 
for  these  reasons:  they  might  be  recurrent 
cases  where  the  friends  and  the  patient 
'himself  really  wished-  to  get  back  to  the 
original  hospital,  and  -they  felt  it  a burden, 
an  infliction,  and  an  unnecessary  disturb- 
ance, to  -have  to*  pass  through  this  pro- 
cedure, which  was  really  quite  a formality. 
There  was  never  any  doubt  in  anybody’s 
mind  from  the  start  that  the  patient  would 
oome  back  eventually  to  -the  -mental  lms- 
pital,  but,  simply  because  this  was  the  in- 
variable policy  of  the  'London  County 
Council,  th-e  patients  were  passed  through 
observation  wards  and  we  used-  to  get,  and 
we  still  get,  complaints  from  relatives  about 
this.  Then  aga-in,  sometimes  they  were 
patients  with  whom  we  ourselves  'had  made 
direct  contact,  patients  in  -general  hospitals, 
where  they  had  been  fully  examined  by  a 
consultant  -psychiatrist  to  the  general  hos- 
pital who  might  be  one  of  our  own  staff, 
and  who  felt  that  they  ought  to  come  into 
our  hospital,  and  there  was  no  doubt  what- 
ever that  that  was  what  was  going  to  hap- 
pen, but  nevertheless  the  observation  ward 
procedure  had  to  be  carried  out.  Now, 
since  the  war,  the  number  -of  beds  in  obser- 
vation units  in  London  has-  been  insufficient 
and  so  we  arc  getting  direct  admissions 
as  -well  as  cases-  passing  through  the  obser- 
vation units,  but  we  feel  that  the  selection 
as  to  -which  cases  should  'be  dealt  with 
under  Section  20  and  which-  should  be  sent 
direct  to  mental  hospitals  ds  not  being  very 
well  done.  It  is  a delicate  question;  it 
is  one  which  we  wo-uld  like  -to  see  done 
skilfully  and  considerately  and  the  London 
County  Council  agree  with  us ; in  fact 
I think  dt  is  their  own  statement  that  they 


feel  that  a decision  as  to  which  kind  of 
case  should  -be  dealt  with  in  whioh  way 
ought  to  ibe  -taken  by  somebody  more 
skilled  than-  the  duly  authorised,  officer,  -but  in 
fact  it  is  being  done  -by  the  duly  authorised 
officers  now  and  n-ot,  we  feel,  on  very 
sound  cl-inical  grounds.  What  seems  to-  be 
happening  now  is  that  the  supposedly 
urgent  case,  that  is  the  -obvious  psychotic 
patient  who  is  unquestionably  a patient  for 
the  -mental  hospital,  is  taken  to  the  obser- 
vation ward  simply  because  it  is  a more 
convenient  thing  to  do:  the  observation 
ward  is  near,  the  mental  hospital  is  far,  and 
it  saves  the  duly  authorised  officer’s  time  to 
get  him  to  the  -observation,  ward.  On  the 
other  hand,  we  have  other  patients  who 
are  .being  removed  from  their  own  homes 
and1  brought  directly  to-  us,  and  a good 
many  of  them  to  -our  -way  of  thinking  are 
just  the  kind  of  patients  for  whom  care- 
ful observation  and  preliminary  diagnosis 
is  m-ost  necessary.  They  a-re  taken  from 
their  own.  homes,  as  we  understand  it,  by 
the  duly  authorised  officer  and-  the  magis- 
trate doing  a tour  of  the  -homes  in-  question 
accompanied  by  a doctor  who  is  one  se- 
lected by  -the  magistrate  and  who  is  not 
either  the  patient’s  own  family  doctor  or 
a psychiatrist  of  standing,  and-  the  patients 
are  certified  one  by  one  and  afterwards  col- 
lected by  the  officer  at  his  leisure,  possibly 
the  next  day  -or  the  d-ay  after,  or  after  pos- 
sibly even  longer  intervals.  A good  many 
of  these  patients  are  sick  people,  and  of 
course  old  -people  in.  whom,  the  deteriora- 
tion is  thought  to  have  -occurred  over  a 
certain  length  of  time,  and  therefore  it  is 
considered  they  are  not  s'o  urgent  and  they 
can  be  collected  by  the  officer  more  or  less 
at  his  leisure.  Quite  a proportion  of  these 
people  are  -D-e-ople  whom  we  would  rather 
not  have  at  all ; they  are  in.  .fact  sick  people 
who  are  not  suffering  from  any  of  the 
recognised  forms  o-f  insanity,  o-r  even  from 
senile  dementia,  but  from  a temporary  de- 
lirium due  to  physical  illness,  or  are  even 
in  a state  of  impending  dissolution  and 
die  within  a short  time  of  their  coming 
to  us.  This  was  something  which  was 
brought  out  very  well  at  the  Macmil- 
lan Commission,  an-d  the  Chairman-  may 
remember  from  the  Macmillan  Commis- 
sion the  evidence  given  by  Dr.  Baly  who 
at  that  time  was  the  Medical  Superintendent 
of  ILamlbeth  (Hospital,  and  who  had  a good 
deal  of  experience  of  observation  wards. 
He  was  asked  a question  alb  out  the  increas- 
ing number  of  patients-  who  were  being 
brought  to  his  observation  ward,  and  he 
said-: — 

“I  think  it  is  due  to  the  more  rigid 
rule  that  patients  -should  not  be  -brought 
into  the  infirmary  against  their  will.  At 
the  time  when  -I  was  appointed  it  was 
not  at  all  an  uncommon  practice  to  bring 
patien-ts  into  the  infirmary  against  their 
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will  without  invoking  the  Lunacy  Acts, 
which  is  quite  illegal  to.  my  mind;  so 
that  by  more  rigid  instructions  to  the 
officials,  these  patients  could  not  be 
brought  in  without  invoking  the  Lunacy 
Acts.” 

He  mentioned  that — 

“Old  people  who  are  very  unwilling 
to  leave  their  homes  remained  in  their 
homes  until  the  neighbours  complained 
of  their  neglecting  themselves,  and  then 
the  relieving  officer  was  called  in,  a doc- 
tor went  and  saw  the  patient  and  had 
the  patient  removed  to  the  infirmary,  and' 
the  patient  was  removed  to  the  infirmary 
whether  he  liked  Sit  or  whether  he  did 
not ; whereas  now  if  the  friends  want 
the  patient  removed  and  the  private  doc- 
tor wants  the  patient  removed1,  but  the 
patient  objects,  then,  unless  they  can  get 
the  relieving  officer  to  act,  the  patient 
ought  not  to  be  removed  if  he  wishes 
to  stay  at  home.” 

That  is  the  kind  of  person  we  are  getting 
now,  not  merely  into  the  observation  ward, 
but  into  the  mental  hospital,  and  quite 
frankly  we  do  not  like  it  at  all. 

1672.  As  far  as  your  profession  is  con- 
cerned, would  not  you — I am  speaking 
generally  now — sooner  have  Section  20 
used,  so  that  you  yourselves  as  specialists 
could  decide  whether  a person  should  be 
removed  to  a mental  hospital  or  discharged? 

'What  I think  we  would  all  like  very 

much  is  an  extension  of  a good  domiciliary 
psychiatric  service.  Some  of  you  might 
care  to  read  iDr.  Denis  Leigh’s  article  in  the 
Lancet  a year  or  two  ago  ; he  does  a great 
deal  of  domiciliary  visiting  in  South  London, 
and  there  you  have  something  extremely 
valuable,  where  the  visiting  psychiatrist  and 
the  family  doctor  get  together  and  really 
make  a skilled  decision  as  to  what  is  the 
best  thing  to  do  with  each  patient.  It  may 
be  that  no  admission  at  all  is  needed,  it 
may  be  that  the  matter  is  so  temporary  and 
transitory  that  it  can  quite  well  be  dealt 
with  in  the  .patient’s  own  home. 

1673.  So  that  more  of  that  would  be 
particularly  useful  as  far  as  your  .profession 

is  concerned? Yes,  that  is  really  why  we 

suggest  that  temporary  orders  should  be 
made  by  two  doctors  of  whom  one  should 
be  a specialist.  One  should  be  the  family 
doctor  as  far  as  possible,  and  the  other 
should  be  a specialist,  and  he  might  quite 
well  _ be  a specialist  from  the  receiving 
hospital,  because  the  mental  hospital 
specialist  goes  out  doing  domiciliary  visits 
within  his  own  area  and  can  act  as  general 
adviser  and  consultant.  Those  are  the  cases 
we  had  in  mind  in  paragraph  33  where  we 
said  that  judicial  intervention  in  such  cases 
had  not  proved  to  be  much  of  a safeguard. 
All  these  cases  come  to  us  certified 
and  approved  by  a magistrate,  and  yet  wc 


do  not  feel  -they  are  at  all  the  right  sort 
of  cases  to  have  been  brought. 

1674.  {Mrs.  Adrian ):  In  some  parts  of 
the  country  where  there  arc  not  observation 
wards  in  the  general  hospital,  mental 
hospitals  have  -been  designated  under 
Section  20  have  you  any  opinion  as  to  the 
usefulness  or  otherwise  of  that  method? 

1 have  no  personal  experience.  I 

think  the  general  experience  of  our 
colleagues  is  that  it  works  well. — {Dr. 
Tennent ):  In  my  local  hospital  it  works 
very  well,  and  'they  are  very  pleased  with  it, 
and  they  say  that  the  necessity  for  putting 
people  subsequently  on  to  a certificate  has 
diminished,  very  much  so.  iMost  of  them 
after  they  have  been  in  for  'three  days  or 
a further  14  days  will  agree  .to  stay  on  a 
voluntary  basis,  and  it  works  very  well. 

1675.  (Dr.  Rees):  Have  you  ever  seen 
Section  20  being  used  as  a means  of  dis- 
posing of  old  people  when  .they  cannot 

be  got  in  anywhere  else? {Dr.  Walk): 

I have  really  covered  that ; both  things  are 
undesirable,  but  the  use  of  Section  20  of 
course  is  much  less  undesirable  than  full 
certification.  But  as.  to  the  old  people, 
we  realise  that  the  ordinary  observation 
units  or  the  observation  sections  of  the 
mental  hospitals  are  much  too  small  to 
deal  with  the  whole  problem  of  sorting 
out,  studying,  diagnosing  and  arriving  at 
the  satisfactory  disposal  of  these  patients, 
and  this  ought  to  be  done  in  a special 
short-stay  geriatric  unit. 

1676.  Would  it  be  an  advantage  if  the 
consultant  psychiatrist  were  approached 

before  use  is  made  of  Section  20? We 

have  given  our  views  on  that  in  paragraphs 
47-50.  If  it  is  .thought  of  as  an  emergency 
procedure  rather  than  a .procedure  Lo  en- 
sure observation,  or  if  it  is  thought  of  as 
both  an  emergency  procedure  and  a pro- 
cedure to  ensure  observation,  then  we  do 
not  think  it  is  possible  to  bring  the  con- 
sultant psychiatrist  in  at  that  stage ; the 
onset  of  the  patient’s  illness  may  be  much 
too  acute.  We  think  these  emergency  pro- 
cedures might  quite  well  .be  done,  as  now, 
by  a mental  welfare  officer,  assuming  that 
mental  welfare  officers  from  now  onwards 
and  in  the  future  are  going  to  be  pro- 
fessionally trained  for  their  duties.  But 
at  the  same  lime  wc  would  not  agree  with 
what  wc  believe  has  been  put  forward  by 
the  mental  welfare  officers,  that  they  should, 
be  used  exclusively.  We  should  like,  if 
possible,  for  the  same  emergency  pro- 
cedure to  be  used  without  reference  to  the 
mental  welfare  officer,  because  in  a good 
many  cases  it  is  either  unnecessary  or  it 
is  disliked  by  relatives,  and  so  we  have  put 
the  two  things  in  parallel.  We  have  recom- 
mended here  that  a three  day  order  should 
be  allowed  either  to  the  mental  welfare 
officer  acting  alone  or  to  a relative  acting 
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with  the  support  of  a doctor's  recommenda- 
tion. In  other  words,  we  are  amalgamating 
the  Section  20  procedure  with  the  Section 
1 1 urgency  order  procedure.— (Dr. 

Tennent ):  I .think,  if  I may  say  so,  that  if 
we  do  amalgamate  Section  1 1 and  Section 
20,  it  is  essential  that  it  is  not  left  alto- 
gether in  the  hands  of  the  duly  authorised 
officers,  because  a lot  of  occasion®  arise 
when  relatives  themselves  want  to  act. — 
(Dr.  Harris ):  If  I might  continue  on  that, 
Sir,  there  is  one  point  about  the  mental 
welfare  officers  that  I think  does  need 
stressing.  I was  going  to  bring  it  up  on 
subsequent  paragraphs,  but  it  seems 
apropos  to  bring  if  up  now.  We  feel  that 
it  is  important  that  the  mental  welfare 
officers  should  have  training,  because  only 
by  training  them  do  we  hope  that  they 
will  realise  itihe  need  for  co-operation  with 
the  psychiatric  specialist.  At  the  moment 
I think  there  is  a real  danger  sometimes  of 
a duly  authorised  officer  being  called  in 
and  asked  to  deal  with  a case  by  a medical 
man,  sometimes  a medical  man  who  is  a 
psychiatric  consultant,  sometimes  by  a 
medical  man  who  is  not  specialising  in  that 
subject,  and  of  the  officer  making  his  own 
decision  over  the  head  of  the  medical  person 
concerned.  That  is  I think  a real  danger. 

I understand  that  in  certain  parts  of  the 
country  the  duly  authorised  officers  are 
often  in  a difficulty  in  so  far  as  they  cannot 
obtain  medical  advice  when  they  have  got 
to  act  very  urgently,  and  we  felt  therefore 
that  the  duly  authorised  officer  should  have 
the  authority  to  act  on  his  own,  but  it 
would  be  a great  mistake  I think  for  that 
to  be  translated  that  he  should  act  on  his 
own  whenever  he  could.  I feel  the  emphasis 
should  be  that  he  should  act  in  conjunction 
with  a medical  man,  and  of  course  pre- 
ferably a psychiatric  consultant ; otherwise 
there  have  recently  come  to  my  knowledge 
one  or  two  occasions  on  which  a recom- 
mendation has*  gone  forward)  by  a medical 
practitioner  'and  it  has  been  overruled 
and  dealt  with  in  another  way  by  a 
duly  authorised  officer,  which  I think  can 
only  lead  to  muddlement  and  mistake. 

16'77.  ( Chairman ) : Do  you  think  that  the 
duly  authorised  officer— there  is  I think  a 
oertain  ambiguity  here  in  the  law — should 
regard  it  as  a duty  of  his  to  ascertain  and 
bring  to  the  notice  of  hospitals  or  magis- 
trates appropriate  cases  of  mental  illness 
which  he  thinks  are  not  being  properly 

dealt  with  at  home? Yes,  (I  think  if  there 

is  a really  well-established  mental 
health  service  in  a particular  area  and  the 
team  work  is  good,  as  Dr.  Walk  mentioned 
earlier  on  this  morning,  then  I certainly 
feel  that  a duly  authorised  officer  should 
have  the  responsibility  of  .bringing  to  the 
notice  of  the  appropriate  person  anyone  he 
thinks  is  suffering  from  mental  illness  and 
who  is  not  being  properly  looked  after  and 
cared  for. 


1)678.  Is  it  in  the  public  interest  to  ascer- 
tain all  cases  of  people  who  are  not  quite 
right  in  the  head — to  use  the  common 
phraseology? — — (I  think  it  would  be  a 
tragedy  if  their  duty  was  translated  into  a 
sort  of  Gestapo  spy  act,  but  there  I should 
have  thought,  my  Lord,  the  value  of  the 
training  of  these  people  came  in.  An 
important  part  I should  have  thought  of 
their  training  would  be  to  learn  how  and 
when  to  enquire  and  when  to  act. 

1*679.  Yes,  there  is  a large  question  what 

soft  of  training  that  ought  to  be. 1 can 

mention  that  the  .Mental  Welfare  Officers’ 
Association  has  been  in  touch  with  the 
Royal  Medico-Psychological  Association 
concerning  this  question  of  training ; 
obviously  you  do  not  wish  me  to  go  into 
details  at  this  stage. 

Ii68'0.  I was  not  clear,  from  your  dis- 
cussion on  the  subject  of  mental  welfare 
officers,  whether  you  wanted  to  enlarge 
the  mental  welfare  officer’s  power  of  arrest 

which  he  has  at  the  present  moment? 

I would  like  my  colleagues’  opinion  on  that, 
but  my  feeling  would  be  to  say  definitely, 
No. 

1*681.  You  would  not  want  it  wider? — — 
No. — (Dr.  Walk):  But,  Sir,  this  is  again 
bound*  up  iwith  the  need  for  integration  of 
the  local  authority’s  mental  health  services. 
As  long  as  the  duly  authorised  officer  is  a 
person  who  works  in  a watertight  com- 
partment. his  business  is  to  deal  with 
alleged  lunatics.  Somebody  is  reported  to 
him  as  an  alleged  lunatic  and  his  duty  is 
either  to  inform  the  magistrate  or  not  to 
inform  the  magistrate,  and  that  is  all.  As 
long  as  he  confines  himself  to  direct  inter- 
pretation of  his  statutory  duties  under  the 
(Lunacy  Act,  then,  certainly,  we  do  not 
wish  to  enlarge  his  powers,  and  in  fact 
we  do  not  like  that  kind  of  conception  of 
his  duties  at  all.  Rut  if  the  mental  welfare 
officer  functions  as  a real  mental  welfare 
officer  in  conjunction  with  the  psychiatric 
social  worker,  with  out-patient  clinics  and 
with  every  other  social  agency,  then  he  can 
be  extremely  valuable.  His  action  will 
not  be  confined  to  either  bringing  a patient 
before  a magistrate  or  not  bringing  him ; it 
will  be  a reasoned  action.  He  will  help  to 
get  a patient  medical  advice,  to  get  him 
social  advice  and  get  him  the  kind  of 
voluntary  help  that  might  be  needed  in  his 
home.  He  will  in  fact  be  an  essential 
part  of  the  mental  health  service. 

1*682.  (Mrs.  Adrian):  You  are  suggesting 
really  that  the  office  of  duly  authorised 
officer  should  be  combined  with  that  of 
mental  welfare  officer  under  Section  28  of 
the  National  Health  Service  Act,  which 
deals  with  pre-care  and  after-care  of  the 
mentally  ill,  that  those  two  .functions  should 

be  combined? At  least  that  the  duly 

authorised  officer  should  take  part  in  those 
functions,  not  necessarily  that  he  should 
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be  the  exclusive  person.  Under  Section  28 
there  might  be  people  with  different  back- 
grounds and  with  different  training  who 
would  also  take  part  in  it.  But  other- 
wise, I quite  agree  with  that  conception. 

1683.  (Dr.  Thomas ):  You  will  be  aware 
that  there  is  a great  deal  of  variation  in 
the  quality  of  duly  authorised  officers 
throughout  the  country  ; some  have  been 
performing  a full  function  and  others  do 
all  sorts  of  other  duties  as  well.  The 
danger  is  that  authority  of  this  kind  might 
be  put  into  the  wrong  hands  for  some  years 
to  come.  Would  it  be  a wise  thing  to 
limit  'this  authority  to  .people  with  the 

proper  training? We  have  not  suggested 

any  extension  of  authority  which  they  do 
not  have  at  present,  but  there  was  some 
suggestion  'that  we  might  seek  to  limit 
their  authority  by  recommending  that  they 
should1  not  act  in  any  case  without  medical 
support.  For  the  reasons  Dr.  Harris  stated 
we  think  that  is  going  too  far ; it  would 
really  be  impracticable.  So  we  do  wish 
them  to  retain  the  powers  they  have  .now, 
and  we  take  it  in  future  they  will  be  fully 
capable  of  exercising  those  powers.  I 
should  not  like  to  limit  them  or  to  say 
anything  derogatory  of  the  existing  staff. 

1684.  {Mrs.  Bracldock):  But  is  not  this  a 
question  of  how  things  should  develop  in 
the  future?  -Most  of  the  duly  authorised 
officers  throughout  the  country,  I would 
say  the  biggest  percentage,  had  to  be  drawn 
from  the  old  relieving  officers  under  the 
Poor  Law,  and  quite  obviously  things  are 
now  very  different.  People  who  had  been 
administering  the  poor  law  system  have  had 
to  change  over  completely  and  adopt  a 
very  much  more  open  outlook  on  the 
problem.  Is  it  not  more  a question  of 
training  the  right  type  under  the  right 
curriculum  to  be  mental  welfare  officers  or 
duly  authorised  officers  in  the  future?  We 
have  had  to  work  with  what  we  arc  able 
to  get  to  begin  with  and  we  learn  by 
experience  arising  out  of  these  things.  I 
think  that  is  the  problem  and  'I  think  that 

is  something  that  has  to  be  faced. Yes, 

I agree. 

1685.  (Chairman):  I apologise  if  this 
question  has  been  asked  before,  'but  it  was 
not  clear  to  me  on  this  whole  section  on 
emergency  admissions  whether  in  your  view 
there  should  be  any  judicial  process?  In 
the  case  of  emergency  admissions,  are  you 
proposing  to  retain  the  old  three-day 

order? 'No,  the  new  three  day  order 

would  ibe  one  made  either  by  the  duly 
authorised  officer  or  by  a relative  supported 
by  medical  recommendation,  that  is 
amalgamating  Sections  20  and  11.  After 
that  we  propose  that  the  three  days  should 
be  extendable  to  2ll  days  by  the  Medical 
Superintendent  or  the  medical  officer  of  the 
unit  in  which  the  patient  is,  without  any 
judicial  intervention  at  all. 


1686.  That  is  21  days  as  against  the 

existing  14  days? I do  not  think  any- 

body knows  quite  how  many  days  there 
are  because  it  was  long  ago  shown  how, 
by  various  expedients,  it  was  possible  to 
extend  even  beyond  17  days  or  even  be- 
yond 21  days,  but  21  is  what  we  recom- 
mend. 

1687.  Let  us  make  quite  sure  of  my 
original  question.  Is  there  to  remain  at 
the  end  of  the  21  days  the  existing  judicial 

procedure? No,  my  Lord.  At  the  end 

of  the  21  days  the  patient,  if  he  were 
not  discharged,  would  either  enter  the 
mental  hospital  or  remain  in,  the 
mental  hospital  as  a voluntary  patient,  or 
would  be  admitted  under  our  suggested 
temporary  procedure,  but  in  no  case  would 
there  -be  judicial  procedure  at  that  point. 

1688.  (Dr.  Rees):  ‘By  what  procedure 
would  you  admit  a patient  to  temporary 

treatment  at  a mental  hospital? We  are 

suggesting  the  same  as  at  present,  that  is 
an  application. 

1689.  Who  by? Either  by  the  duly 

authorised  officer  or  by  a relative. 

1690.  At  present  in  the  case  of  a State 
patient  the  duly  authorised  officer  has  to 

apply,  has  he  not? 1 do  not  think  that 

is  so  for  a temporary  patient ; that  comes 
in  under  the  urgency  order,  but  I do  not 
think  it  is  so  for  the  temporary  patient. 

1691.  (Chairman):  Is  there  much  case 
for  bringing  in  the  duly  authorised  officer 
at  that  stage?  Surely  if  you  are  going 
to  constitute  this  person  a temporary 
patient  the  certificate  of  the  doctor  is  more 

valid  than  the  duly  authorised  officer? 

The  duly  authorised  officer  was  merely  to 
take  the  place  of  the  relative  if  there  were 
no  relative  to  make  the  application.  That 
was  to  bring  it  into  line  more  or  less  with 
present  procedure.  Supposing  a patient 
were  under  Section  20  m an  observation 
ward  in  a general  hospital,  and  it  was  then 
desired  to  transfer  him-  to  a mental  hospital 
as  a temporary  patient.  It  does  not  seem 
to  us  that  it  would  be  very  appropriate  for 
the  Medicail  Superintendent  of  the  sending 
hospital  to  make  an  application.  'He  would 
be  one  of  the  recommending  doctors,  but. 
it  would  not  be  appropriate  for  him  to 
make  the  application.  We  thought  there 
ought  to  be  some  individual  standing  in 
the  place  of  the  relative  whenever  there  is 
no  relative  available  to  do  it. 

1692.  Yes,  I see  the  point.  May  I pass 

now,  unless  any  other  'member  of  the 
Commission  has  any  other  question'  to  ask, 
to  paragraph  52,  the  question  of  priority. 
At  the  present  moment  .1  gather  a magis- 
trate’s order  is  an.  order  on  a particular 
hospital? Yes. 

1693.  iDo  you  think  that  should  remain 

so? 1 do  not  know  enough  about  it; 
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I would  not  say  it  gives  rise  to  any  parti- 
cular difficulties  at  the  moment.  It  used 
to  at  one  time  in  -London,  (because  the  beds 
in-  the  London  mental  hospitals  were  allo- 
cated by  a central  office  and  therefore  there 
was  often-  difficulty  in  knowing  until  the 
last  moment  which  hospital  a patient  was 
going  to-.  It  is  not  done  in  -that  way  now- 
adays,. The  area  is  split  up  into  catch- 
ment areas  and  each  hospital  deals  with 
its  own  catchment  -area,  and  therefore  the 
name  of  the  hospital  is  known-  beforehand. 

I do  not  know  that  there  are  any  special 
difficulties  about  -it.  On  the  other  hand 
I do  not  see  any  value  in  the  order  being 
made  on-  a particular  hospital. 

1694.  H-as  this  question-  of  priority  been 

complicated  by  the  present  system  of 
catchment  areas?  Have  you  had  any  doubts 
as  to  the  ease  with  which,  or  the  difficulty 
with  which,  patients  who  are  not  very  easily 
identifiable  as  local  patients  an  a local 
catchment  area  can-  get  accommodation  in 
the  right  hospital,  owing  to-  the  tendency 
for  each  hospital  to  retain  jurisdiction  over 
•its  admissions,  weighted  by  the  fact  of 
their  preference  for  their  particular  catch- 
ment area? We  are  not  entitled  to  -refuse 

a case  in-  the  last  resort.  We  may  point 
out,  as  we  all  unfortunately  -have  to  do 
in  our  -present  overcrowded  state,  that  we 
rather  -think  a particular  patient  belongs  to 
another  area  -rather  than-  ours.  We  have 
to  watch  our  boundaries  very  carefully ; 
that  is  -because  -of  our  present  state  in 
which  every  bed  is  so  precious.  But  in 
the  last  resort  the  patient  is  not  left 
stranded  because  nobody  will  accept  him. 
The  hospital  does  have  to  accept  him. 

1695.  Do  you  think  that  there  is  a 
certain  reluctance  on  the  part  of  hospitals 
to  accept  ipri-ma  facie  non-ourable  cases? 

Are  yo-u  speaking  -of  voluntary  patients 

at  present? 

1696.  No,  I am  not  speaking  of  voluntary 
patients;  I am  speaking  -of  certified  patients. 
If  a patient  has  been  in  a mental  hospital 
more  -or  less  for  observation  for  six  months 
and  there  is  a very  unfavourable  prognosis 
so  that  this  removal  -to  another  hospital 
becomes  a removal  not  for  treatment  but 
probably  simply  for  care  and  attention, 
do  you  think  there  is  a certain  reluctance 
on  the  part  of  -other  hospitals  to  accept  a 

hopeless  oase  of  that  kind? Are  you 

speaking  of  transfers,  Sir,  from  one  mental 
hospital  to  another? 

1697.  I am  speaking  of  -transfer  from  a 
hospital  to  -which  a patient  has  been  sent 
for  observation  and  preliminary  treatment. 

-Yes,  quite.  We  have  this  a lot.  I have 

had  a great  deal  of  this,  because  the 
Maudsley  Hospital  happens  to  be  in  my 
catchment  area,  and  therefore,  as  the 
Mau-d'sley  Hospital  does  d-raw  largely  from 
its  own  surroundings — -of  course  it  draws 
from  all  over  -the  country  as  well,  but  it 


draws  very  largely  from  its  own  surround- 
ings— therefore  I have  to  take  a good  many 
patients  who  have  had  the  first  -part  of 
their  illness,  six  months  or  nine  months, 
at  the  Maudsley  Hospital  and  who  now 
cannot  be  retained  there  any  longer.  We 
are  asked  to  take  them  either  as  voluntary 
patients  or  as  certified  patients  and  there 
is  n-o  reluctance  on  -our  part  -to  take  those. 
After  all,  we  would  have  taken  them  in 
the  first  place  if  they  had  come  to  us 
originally. 

1698.  Yes,  but  in  that  case  you  have  all 
the  interest  of  finding  out  whether  they  are 

going  to  be  curable  or  incurable. We 

may  have  the  interest,  and  the  fun  of  beat- 
ing the  (Maudsley  at  their  own  game! 

1699.  Possibly,  but  I have  been  rather 
disturbed  by  the  suspicion  that  it  is  very 
difficult  to  get  a non-loca-1  -patient  who  is 
probably  going  to  be  there  for  life  into  a 
hospital.  I wonder  sometimes  whether  all 
our  insistence  upon  hospitalisation  for 
treatment  is  not  a bit  of  a fraud.  What 
percentage  of  cases  who  have  been  in 
hospital  for  say  three  years  are  there  for 

-treatment? Treatment  of  course  does 

not  necessarily  -mean  there  is  a chance  of 
complete  recovery.  The  treatment  may  be 
directed  towards  preventing  deterioration, 
and  very  valuable  -treatment  it  is.  I do  not 
think  one  -must  -think  of  treatment  in  that 
sense  only. 

1700.  You  are,  if  I may  say  so,  putting 
a refined  meaning  on  “ treatment  ” which 
is  not  what  the  patient  or  -his  relatives  think 
of  when  a doctor  recommends  a man  for 

detention  for  care  and  treatment. 1 think 

'Sir  'Russell  'Brain  might  be  able  to  throw 
some  light  on  this,  because  there  was  a 
time  when  (treatment  in  his  specialty  was 
very  little  more  succeessful  than  in  ours, 
-but  I would  not  have  thought  he  would 
put  that  strict  interpretation  on  it,  that 
what  we  are  doing  to  patients  does  not 
count  as  treatment  unless  ithe  patient  is 
made  completely  whole  and  well. 

1701.  I -would  not  say  completely  whole 
and  well,  but  sufficiently  improved  to  be 

discharged. Or  if  the  progress  of  his 

illness  can  be  arrested  or  even  retarded,  I 
would  count  all  that  under  treatment. 

1702.  (Sir  Russell  Brain):  Or  even  relief 
of  symptoms? — —Or  even  relief  of 
symptoms. 

1703.  (Dr.  Rees):  Would  you  agree  that 
the  care  of  a chronic  case  calls  very  often 
for  more  skill  from  doctor  and  nurse  than 
the  treatment  of  an  acute  case,  many  of 
whom  get  better  without  any  treatment? 

1 agree  with  that,  and  our  own  hospital 

was  rather  founded  on  that  principle,  be- 
cause it  so  happens  that  at  the  time  when 
we  were  founded  in-  1882  there  was  a great 
discussion  all  over  the  country,  and  in  our 
own  county,  on  -this  very  question  of 
whether  cheaper  and  I suppose  inferior 
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asylums  ought  -to  be  provided  for  chronic 
incurable  cases.  There  was  a great  deal 
made  of  that,  and  the  Surrey  justices  who 
built  my  hospital,  'I  Chink  to  their  great 
credit,  refused  to  have  anything  to  do  with 
it  and  said  very  emphatically  that  the 
chronic  patients  needed  every  bit  as  much 
skill  and  care  expended  on  them  as  curable 
people.  There  is  still  a tendency  to 
suggest  that  anything  that  is  provided  for 
the  short-term  case  should  be  on  a lavish 
scale  and  anything  provided  for  a Joirg- 
term  case  need  not  be  so,  but  my  own  feel- 
ing as  that  if  you  are  going  to  be  in  hos- 
pital for  a short  time  you  can  put  up  with 
a good  deal,  tout  if  you  are  going  to  be 
there  for  life  it  is  very  different. 

(Dr.  Harris ):  If  I may  just  add  to  what 
Dr.  Walk  has  said  on  the  last  few  questions, 
I think  part  of  the  trouble  is  of  course  the 
shortage  of  beds  and  the  shortage  of 
doctors.  Speaking  from  my  own  personal 
experience,  there  is  no  doubt  that  on 
occasions  in  a general  out-patient  depart- 
ment one  does  see  a patient  who  _ needs 
urgent  hospital  admission  and  it  is  un- 
doubtedly difficult  to  get  that  patient  into 
a hospital  in  the  area  of  the  general  hospital 
where  the  out-patient  has  been  seen,  be- 
cause they  may  have  come  very  many  miles  in 
from  the  country  and  may  not  be  fit  enough 
to  be  sent  back  to  the  local  hospital  which 
serves  their  own  district.  At  times  also 
there  is  the  problem  that  the  patient  may 
be  well  enough  to  go  as  a voluntary  patient 
but  there  is  a certain  reluctance  to  take  a 
voluntary  patient  because  a very  full 
hospital  may  feel  that  they  have  got  to  try 
and  preserve  a few  beds  for  certified 
patients  who  might  be  brought  in.  I have 
come  across  both  those  problems,  not  a 
great  deal,  but  I think  that  does  answer 
the  point  you  were  raising.  To  some  ex- 
tent of  course  it  depends  also  on  the  per- 
sonal attitude  of  the  Medical  Superintendent 
of  the  hospital.  With  regard  to  the  chronic 
patients,  I suppose,  human  nature  being 
what  it  is,  almost  inevitably  -there  are  a 
certain  number  of  Medical  Superintendents 
who  do  want  to  get  the  quick  turnover  and 
the  recoverable  patients  -to  deal  with,  but 
that  I think  is  a personal  matter.  Most 
of  us  in  the  Association  feel  exactly  what 
Dr.  Walk  has  expressed,  that  the  care  of 
long-term  patients  is  just  as  important  as 
the  care  of  short-term  patients. 

1704.  f Chairman)'.  iHave  you  ever 

thought  -that  perhaps  there  ought  to  be 
more  non-local  public  mental  hospitals 
which  are  not  tied  to  a catchment  area? 
-I  think  it  might  quite  definitely  ex- 
pedite an  admission  in  some  circumstances, 
yes,  but  the  difficulty  of  beds  is  so  often 
the  problem. 

(Chairman):  Can  we  pass  to  your  section 
on  the  discharge  of  patients?  Your  para- 
graph 61  of  course  is  in  point  to  what  we 
have  been  discussing,  where  you  say  “The 


mental  hospital  is  primarily  a place  of 
treatment  and  cure.”  There  you  want  to 
give  ithe  sole  power  of  discharge  to  the 
Medical  Superintendent,  except  in  a case 
where  three  members  of  the  Hospital 
Management  Committee  may  over-rule  the 
Mediical  Superintendent.  I do  not  think  I 
have  got  any  questions  to  ask  on  that ; I 
think  your  view  is  clear. 

1705.  (Sir  Cecil  Oakes):  Might  I ask  a 
question  on  paragraph  61?  You  say:  — 

“Moreover,  we  think  it  undesirable 
that  a patient  should  be  required  to 
appear  before  a lay  committee  whose 
members  cannot  be  expected  'to  know 
how  best  to  discuss  his  case  with  him.” 
Could  the  deputation  tell  us  whether  it  is 
the  general  practice  for  patients  recom- 
mended for  discharge  ito  appear  in  person 

before  a lay  committee? (Dr.  Walk): 

It  used  to  -be  an  invariable  practice,  but 
committees  I think  differ  very  much  in 
their  practice  nowadays.  In  some  cases 
they  have  more  or  less  given  this  up,  and 
will  just  accept  any  recommendation  with- 
out asking  to  see  the  patients,  but  in  some 
cases  they  still  like  to  continue  this  pro- 
cedure, and  there  again,  what  happens  and 
what  is  actually  said  to  a patient  differs 
with  different  committees.  Sometimes  it  is 
done  very  -considerately  and  very  pleasantly, 
and  again  in  other  cases  it  is  not. 

1706.  But  it  is  your  experience  that  it 

does  prevail  extensively  still,  does  it? 

I could,  not  say. — (Dr.  Tennent ) : I do  not 
think  so.  In  the  last  twelve  months 
ini  o-ur  local  mental  hospital  it  has  been 
changed ; until  twelve  months  ago  patients 
were  brought  in  before  a committee.  Now 
patients  are  interviewed1  prior  to  the  com- 
mittee meeting  by  two  members  who  report 
to  the  committee. 

1707.  I have  been  attending  mental 
hospital  committees  for  over  40  years,  and 
I have  seen  one  patient  prior  to  discharge 

in  40  years. (Dr.  Walk):  It  is  still  being 

done,  and  little  well-meaning  speeches  are 
made  to  patients  'which1  sometimes  give 
them  a good  deal  of  comfort  and  en- 
couragement and  sometimes  arc  a little 
embarrassing. 

1708.  I gathered  from  you  it  was  rather 

common  practice,  but  I gather  it  is  not? 

It  is  diminishing. 

1709.  (Chairman):  In  paragraph  66  you 
say  that  we  ought  to  consider  revision  of 
the  definition  of  “ appropriate  relative 
Have  you  any  idea  what  the  revision  should 

be? We  are  thinking  of  the  powers  of 

the  patient’s  brothers  and  sisters.  The 
appropriate  relative  is  the  husband  or  wife 
in  the  first  instance ; failing  husband  or 
wife,  it  is  the  parents,  and  failing  that,  at 
that  point  the  'Section  becomes  very  vague 
in  its  present  wording  and  says  that  any 
of  the  next  of  kin  may  discharge.  If  that 
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is  taken  in  its  ordinary  sense  it  would 
mean  that  any  brother  or  sister  may  dis- 
charge against  the  wishes  of  the  others. 
In  other  words,  the  wishes  of  the  relative 
who  wants  to  discharge  must  prevail  against 
the  wishes  of  anybody  else. 

1710.  Provided  the  -brother  or  sister  who 
applies  is  prepared  to  make  a home  for  him 
and  look  after  him,  what  does  the  opinion 
of  the  other  brothers  and  sisters  matter? 

il  am  sorry,  it  is  not  quite  like  that. 

The  brother  or  sister  in  question  may  be 
the  most  unreasonable  one ; he  may  be 
the  one  who  is  the  next  member  of  the 
family  likely  to  be  admitted  to  the  mental 
hospital.  It  is  this  kind  of  unstable, 
irresponsible  relative  we  are  trying  to  guard 
against.  Under  Section  72  the  discharg- 
ing relative  has  no  responsibilities  what- 
ever. He  docs  not  have  to  say  “ I am 
prepared  to  make  a home  for  the  patient  ”, 
or  to  do  anything  for  him.  .His  powers 
are  quite  unconditional,  apart  from  the 
barring  certificate.  We  have  this  from  time 
to  time ; some  relative  who  has  perhaps 
not  even  paid  any  attention  to  the  patient 
at  all,  who  has  not  visited  him,  will  sud- 
denly get  an  impulse  to  do  something  and 
will  come  along  and  declare  his  intention 
of  discharging  the  patient,  and  discharge 
him,  after  which  he  disappears  again  and 
the  patient  is  just  left  wandering  at  large. 

1711.  iMy  difficulty  is  that  this  Section 

opens  up  so  many  difficulties.  A wife,  for 
instance,  may  quite  justifiably  say — “ I do 
not  want  him  out,  I have  a house  full  of 
small  children  and  it  is  not  good  for  them 
to  have  an  unstable  father  about”,  but  a 
brother,  a perfectly  normal  brother,  may 
say— “ I will  make  a home  for  him  ”,  but 
then  the  man  discharged  has  a right  to 
go  to  his  own  home  and  make  a nuisance 
of  himself  to  his  wife.  It  is  a much  broader 
question,  that  of  the  “ appropriate  rela- 
tive”?  As  far  as.  any  relative  is  con- 

cerned other  than  the  one  named  as 
“ appropriate  ”,  we  either  make  our  own 
recommendations  for  discharge,  or  under 
Section  79  the  relative  may  make  an 
application  to  the  Committee.  With  an 
application  under  Section  79  he  has  to  give 
some  kind  of  undertaking,  and  the  matter 
is  considered  by  the  Committee,  who  have 
discretion  to  accept  it  or  .refuse  it.  T think 
we  may  say  that  no  reasonable  offer  ever 
is  refused.  iBut  here  we  speak  of  Section  72, 
where  there  is  absolute  power  of  discharge 
with  no  undertaking  of  responsibility  at  all, 
and  once  you  have  got  beyond  the  spouse 
or  the  parents  it  is  rather  left  in  the  air. 
Where  one  might  have  expected  some  kind 
of  family  council  taking  a decision,  you 
have  perhaps  the  most  irresponsible  and 
least  mentally  healthy  of  the  relatives 
being  allowed  apparently  to  predominate 
over  the  others.  We  find  it  difficult  to 
make  any  positive  suggestion  as  to  what 
should  take  the  place  of  that. 


(Chairman):  1 just  wanted  to  observe 
how  difficult  the  point  was  that  you 
were  raising.  If  you  had  a family  council 
as  under  the  (Napoleonic  Code,  no  doubt 
it  would1  be  easier. 

1712.  (Dr.  Walk):  My  Lord,  I notice 
you  are  not  asking  any  questions  on  para- 
graphs 64  and  65  which  have  to  do  with 
the  barring  certificate,  but  we  would  like 
to  say  a little  about  that  if  we  may? 

1713.  Y.es. This  question  has  1 believe 

been  raised  in  previous  evidence  here,  and 
I believe  two  bodies  have  recommended 
that  there  should  be  a restriction  of  the 
relative’s  absolute  power  of  discharge  by 
an  extension  of  the  barring  certificate  or 
some  other  procedure.  It  was  suggested, 
for  instance,  that  if  the  discharge  was 
against  the  patient’s  interest,  an  application 
might  be  made  for  judicial  authority  to 
prevent  the  discharge  from  taking  place. 
The  ’Northern  Ireland  Act  gives  power  to 
the  'Medical  Superintendent  to  bar  the  dis- 
charge on  the  grounds  that  discharge  would 
be  against  the  patient’s  interest,  but  we  do 
not  wish  to  go  as  far  as  that.  We  feel 
that,  on  the  whole,  the  use  of  Section  .72 
is  a salutary  thing  and  does  make  for  in- 
creased confidence  on  the  part  of  the 
patients’  families  ; so  that  we  have  suggested 
a much  smaller,  a much  more  limited, 
alteration  in  the  terms  of  the  barring  certi- 
ficate. The  barring  certificate  at  present, 
besides  being  insufficient,  is  also  rather 
insulting  to  the  patient.  It  talks  of  the 
patient  as  somebody  dangerous — the  patient 
who  is  dangerous  and  unfit  to  be  at  large 
— and  that  is  all  it  has  to  say  about  the 
patient.  We  feel  our  concern  is  for  the 
welfare  of  the  patient  as  well,  at  least 
as  much  as  for  the  welfare  of  the  com- 
munity, and  therefore  we  would.  like  to 
include  the  possibility  or  the  likelihood  of 
danger  to  the  patient,  as  well  as  from  or 
by  the  patient,  and  we  would  like  to  be 
able  to  issue  a barring  certificate,  if  we 
feel  that  the  .patient’s  discharge  will  lead 
to  danger  to  himself  or  to  others,  not  neces- 
sarily by  his  own  action,  but  by  the  probable 
action  of  others.  We  do  not  think  that  the 
limited  alteration  we  suggest  there  will  do 
anything  to  destroy  the  good  effects  of  the 
use  oif  'Section  72,  which  we  fully  recognise. 

1714.  Yes.  T think  we  appreciate  the 
point.  The  only  point  that  occurs  to  me 
on  that  is  whether  you  would  think  that 
a Superintendent  should  be  debarred  from 
discharging  a person  whose  discharge  will 
lead  to  danger  to  himself  or  to  others, 
because  I have  known  cases  of  . Medical 
Superintendents  discharging  a patient  who 
was  a distinct  danger  to  another  person 
and:  discharging  him  without  consulting  that 
person,  who  was  bis  own  wife,  or  his 

medical  practitioner? -We  did  not  wish 

to  make  the  law  more  restrictive  than  it 
is  at  present.  We  took  it  for  granted  that 
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what  had  worked  up  to  no.w  could  still  work. 
The  throwing  open  of  the  use  of  Section  72 
to  the  whole  population  we  thought  might 
involve  a certain  amount  of  danger,  hut  as 
for  preventing  the  'Medical  Superintendent 
from  discharging  a patient — would  any  of 
my  colleagues  like  to  say  anything  on  that? 
I am  not  clear  how  it  would  work.  I sup- 
pose the  party  who  felt  himself  or  herself 
in  danger  would  have  to  make  some  kind 
of  special  application  ; perhaps  there  would 
be  some  judicial  authority. — (Dr.  Tennent ): 
It  seems  to  me  to  be  such  a rare  occasion 
when  that  would  arise ; I do  not  see  how 
you  are  going  to  prevent  it. 

1715.  {Dr.  Rees):  ‘Does  not  Section  74 
put  on1  the  Medical  Superintendent  the  onus 
of  not  discharging  a dangerous  patient,  or 
not  allowing  the  next  of  kin  to  discharge 
a dangerous  patient?  As  the  Section  stands 
he  has  a duty  not  to  allow  discharge 

if  it  is  proposed  by  somebody  else? 

(Dr.  Walk.):  Ilf  that  were  to  be  made  ex- 
plicit, surely  there  would  be  the  risk  of 
civil  action  against  the  Superintendent  if 
he  allowed  discharge  and  then  some  mis- 
fortune of  that  kind  happened? 

1716.  (Chairman):  The  only  point  I want 
to  raise  on  the  leave  of  absence  section 
is  on  paragraph  75,  your  _ proposal  for 
extended  leave.  Are  you  quite  happy  that 
the  expedient  of  extended  leave  will  not 
become  an  easy  alternative  to  discharge? 
Licence  does  tend  to  be  an  easy  alternative 
to  discharge  from  a mental  deficiency 

hospital  very  often. This  is  really  meant 

to  take  the  place  of  the  boarding-out  pro- 
cedure under  Section  57  of  the  present  Act, 
which  is  not  used  much  now,  and  which 
must  be  difficult  to  use  under  the  present 
financial  set-up.  The  original  arrangement 
under  Section  57  was  really  a simple  one. 
The  patient  was  still  on  the  'books  of  the 
hospital  and  could  be  brought  back  if  he 
was  no  longer  suitable  to  remain  outside. 
Payment  was  made  individually  by  the 
Guardians,  and  the  medical  care  o,f  the 
patient  was  undertaken  by  the  medical 
officer  of  the  Union,  and  that  was  all  quite 
simple  under  the  administrative  arrange- 
ments of  the  time.  Now  it  is  very  difficult 
to  use  a provision  like  that  because  the 
sources  of  payment  and  the  arrangements 
for  supervision  are  quite  different.  As 
things  are  now  we  do  not  see  that  there  is 
any  essential  difference  between  boarding- 
out  and  extended  leave,  and  we  recom- 
mend amalgamating  the  two  procedures. 
This  js  not  really  meant  as  an  alternative 
to  discharge,  but  as  an  alternative  to 
remaining  in  hospital.  'It  means  that  we 
could!  have  a good  many  more  patients 
living  in  the  community  who  at  present  do 
not. 

(Chairman):  Does  any  member  of  the 
Commission  want  to  ask  any  questions  up 
to  the  end  of  paragraph  76? 


1717.  (Dr.  Thomas):  il  would  like  to  ask 
a question  on  paragraph  72,  on  the  question 
of  leave  of  absence.  This  would  involve 
no  specification  of  the  reason.  I wonder 
whether  the  Association  thinks  that  this 
authority  to  the  'Medical  Superintendent 
might  limit  the  granting  of  leave  on  account 
of  the  personal  responsibility  accepted  by 

the  Medical  Superintendent? In  other 

words,  whether  any  of  us  are  too  timid  to 
use  these  powers? 

1718.  Yes. That  was  not  the  feeling 

of  the  members  who  were  good  enough  to 
give  us  their  views  when,  we  drew  up  this 
document.  They  all  felt  quite  confident 
about  this.  (Leave  of  course  at  present  is 
given  by  the  Committee  and  not  by  the 
Medical  Superintendent  personally,  but  wc 
do  not  believe  there  is  any  special  value 
in  that.  'Our  responsibility  is  still  just 
the  same,  and  we  are  not  protected  or 
covered  in  any  way  by  the  fact  that  leave 
is  granted  by  the  Committee.  At  present 
it  is  all  very  arbitrary.  We  give  leave  up 
to  four  days,  but  if  somebody  wants  to 
take  a patient  away  for  a week  or  a fort- 
night we  are  expected  to  get  'Committee 
sanction  for  it,  and  that  again  shades  off 
•into  'leave  which  is  for  a holiday  and  leave 
which  is  for  health  and  leave  which  is  for 
trial,  and  we  do  not  see  that  there  is  any 
special  value  in  making  distinctions  between 
these  different  purposes  for  which  leave  is 
granted. 

1719.  To  a certain  extent  your  proposal 

under  paragraph  76  for  transferring  some 
financial  obligations  to  the  Rational  Assist- 
ance Board  would  tend  to  ease  the  Super- 
intendent’s hand? It  would  make  things 

very  much  easier,  because  at  present,  as  we 
point  out  here,  the  hospitals  work  within 
a strictly  limited  budget.  That  was  not 
what  was  intended  under  Section  57.  It 
was  intended  that  no  matter  how  many 
patients  you  boarded  out  the  Guardians 
would  pay  for  them.  iNow  when  we  make 
an  allowance  to  a patient  for  extended  leave 
it  comes  within  our  total  allocation  for 
the  year,  so  that  the  more  patients  wc  have 
out,  the  less  we  have  for  the  patients  who 
are  in  the  hospital, 

1720.  (Chairman):  I do  not  want  to  ask 
any  more  questions  on  your  section 
“ Absence  without  leave  ”,  except  to 
observe  _ on  paragraph  78  that  the  use  of 
the  police  for  the  purposes  of  arrest  of 
escaping  patients  becomes  rather  more  diffi- 
cult where  there  is  no  judicial  order  on 
which  the  police  can  act — another  aspect 
of  this  old  question,  the  magistrate’s  order. 

(As  far  as  I know  the  present  powers 

are  exactly  the  same  for  a temporary 
patient  as  for  a patient  under  certificate. 

1721.  Presumably  there  is  the  old  com- 
mon law  power  of  any  person  to  arrest  the 
furiously  insane,  which  goes  'back  at  least 

to  the  fourteenth  century. Wc  feel  it 

ought  to  be  made  statutory,  because  these 
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patients  are  not  furiously  insane,  they  are 
patients  who  are  able  to  put  up  a reason- 
able showing  outside  the  hospital.  The 
police  arrest  them,  nevertheless,  but  we  feel 
there  ,is  room  for  clarification  here.  What- 
ever their  powers  are,  we  feel  they  ought 
to  be  exactly  the  same  whether  the  patient 
is  admitted  under  one  Section  or  another. 

1722.  But  generally  speaking,  you  are 

very  anxious  to  keep  the  police  out? 

We  are  anxious  to  keep  them  out,  but 
•nevertheless  there  are  cases  where  it  is 
necessary  to  'bring  them  in.  Speaking  of 
my  own.  practice,  ll  do  not  neoessarily 
notify  the  police  of  an.  escape  in  every  case. 
There  are  a good  many  cases  where  I 
do  n,ot  wish  to  take  any  steps  to  bring  the 
patients  back.  I know  they  have  probably 
made  their  way  to  their  own  part  of  the 
country ; they  do  no  special  harm  there 
for  a time,  but  eventually  they  draw  atten- 
tion. tO'  themselves  and  they  are  certified 
afresh,  and  .1  need  not  take  any  special 
steps.  iBut,  on  the  other  hand,  there  are 
persons  whose  escape  is  really  a disaster. 

I have  just  re-admitted  a patient  who  was 
a severe  paranoiac  and  who  did  any  amount 
of  harm  while  he  was  out  following  his 
escape.  Somebody  had  taken  over  his 
business,  quite  legitimately,  and  he  hounded 
this  man;  out  of  business  and  practically 
ruined  him  during  the  time  he  was  out. 
That  is  one  reason  why  there  is  something 
to  be  said  for  extending  the  period  to  28 
days  from  14,  to  .provide  for  the  cases 
where  recapture  of  the  patient  is  really 
important.  They  are  not  very  many,  but 
they  do  exist. 

1723.  (Perhaps  I may  just  also  observe 
that  paragraph  79  seems  to  me  a shade  odd. 
Surely  a patient  ought,  so  far  as  possible, 
to  be  in  a hospital  which  is  near  his  rela- 
tives and  not  near  the  place  of  his  capture? 

We  said — “ if  there  are  no  other 

circumstances”.  The  circumstances  may 
vary  a great  deal.  We  have  had  patients 
who  have  escaped  and  gone  to  the  neigh- 
bourhood where  their  relatives  were.  A 
patient  has  gone  there  on  purpose  to  be 
near  his  relatives,  and  it  is  reasonable  he 
should  remain  in  that  district.  In  some 
cases  >by  the  co-operation  of  the  Superin- 
tendc.n‘ts  concerned  we  have  been  able  to 
arrange  a transfer ; in  others  it  has  not 
been  so  acceptable. 

1724.  Let  us  pass  to  paragraph  81.  It 
is  a proposition  often  made  that  there 
should  be  some  summary  .means  of  appoint- 
ing a receiver  for  a patient’s  property  at 
once,  as  soon  as  he  is  admitted  to  a 
mental  hospital,  but  what  you  say  here 
is  so  queerly  out  of  tone  with  all  ^ your 
other  recommendations.  You  say  “ . 
although  it  is  plain  that  the  patient  will 
never  he  fit  to  return  to  his  home  ”.  You 
arc  providing  a temporary  system  of  ad- 
mission on  the  grounds  that  there  may  have 
to  he  two  years’  observation,  and  now  you 


say  that  it  is  .plain  at  -the  very  outset,  in 
the  first  stage,  that  the  patient  will  never 

■be  able  to  ire  turn  home. (Nevertheless, 

it  is  in  accordance  with  clinical  facts.  One 
does  know  of  patients  where  a whole 
history  of  a long  continued  deterioration 
before  the  patient’s  admission  points  ines- 
capably to  the  fact  that  the  prospects  of 
recovery  are  hopeless,  and  the  question  is 
put  to  us  in  due  course  by  the  local 
authority — (should  the  tenancy  be  given 
■up,  or  not — 'and  we  are  expected  to  advise 
according  to  what  we  think  is  reasonable. 
iBut  quite  often  it  is  held  up  because,  al- 
though there  is  no  doubt  about  ,the  situ- 
ation, no  one  has  authority  to  act.  As 
soon  as  somebody  gets  authority  to  act, 
action  is  taken.  There  are  some  cases 
where  one  is  absolutely  certain.  Take  aged 
people ; although  there  may  be  a possi- 
bility of  recovery,  the  patient  may  never  be 
fit  to  live  alone  again.  He  may  'be  fit  to 
live  with  relatives;  but  there  is  no  doubt 
that  the  particular  house  or  flat  they  are 
living  in  ought  to  be  given  up. 

1725.  (Mrs.  Braddock ):  Is  there  not  some 

responsibility  on  the  'National  Assistance 
Board? The  local  authority  has  responsi- 

bility for  dealing  with  ithe  patient’s  movable 
goods.  They  will  safeguard  the  person’s 
possessions ; the  'local  authority  will  store 
their  goods. 

1726.  (Sir  Cecil  Oakes):  Will  not  the 
duly  authorised  officer  in  proper  cases 
reoommend  that  the  lease  of  .the  property 

should  be  given  up? He  has  no  authority 

to  do  so. 

1727.  (Chairman):  I know  the  difficulty 
from  personal  experience,  but  the  whole 
of  the  rest  of  your  memorandum  has  been 
based  on  other  assumptions ; the  normal 
admission  to  hospital  is  to  'be  a .temporary 
order,  and  a judicial  order  on  petition  is 
going  ito  be  the  rarest  of  things,  'but  you 
are  now  referring  to  cases  which  would 

be  cases  of  judicial  order  on  petition. 

We  really  wish  to  give  every  patient  the 
benefit,  and  more  than  the  benefit,  of  the 
doubt.  We  wish1  to  give  them  the  benefit  of 
not  having  the  stigma  of  certification  .placed 
Upon  them,  but  it  would  'be  a very  heavy 
price  to  pay  for  that  if,  because  a patient 
was  on  a temporary  order  for  a year  or 
two  years,  therefore  all  that  time  his  rent 
must  accumulate  at  home  and  he  must 
continue  to  be  liable  for  rent,  when  his 
prognosis  is  poor.  In  other  words,  what 
is  to  be  done  about  the  property  must 
depend  on  the  actual  faots  of  the  case. 

1728.  (Mrs.  Adrian):  Is  it  possible  that 

such  a patient  could  eventually  become  a 
voluntary  patient? Quite  possibly. 

1729.  Instead  of  being  certified  he  might 

become  a voluntary  patient? We  would 

presume  if  he  became  voluntary  it  would 
not  be  at  the  end  of  any  statutory  period, 
it  might  be  at  any  period.  It  is.  always  our 
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practice  to  regrade  as.  many  patients  as 
possible  ito  voluntary  status.  That  is  what 
we  always  do. 

1730.  K Chairman):  As  I understand  your 
paragraph  here,  it  might  deprive  the  volun- 
tary patient  of  the  power  to  get  admission 
to  a paying  bed  anywhere,  because  as  soon 
as  he  goes  into  hospital  all  control  over 

his  property  will  be  taken  away? No, 

my  'Lord,  we  are  not  suggesting  that  at  all. 
There  are  a good  many  voluntary  patients 
in  hospital  managing  their  own  affairs.  We 
are  asked  in  every  case  by  the  local 
authority  whether  we  consider  the  patient 
who  is  a voluntary  patient  personally 
capable  of  maintaining  his  affairs  or  not. 
A good  many  patients  are,  and  a good  many 
patients  are  able  to  pay  their  rent,  because 
they  have  sufficient  income,  or  because  they 
can  pay  it  out  of  their  national  insurance 
benefit.  We  are  not  proposing  to  take 
away  anything. 

1731.  But  your  proposal  applies  to  all 
patients  “within  a few  days  of  admission”? 

We  do  not  mean  that.  We  say,  “ there 

is  great  need  for  a simple  and  rapid  interim 
procedure  which  can  be  brought  into  action 
within  a matter  of  days  from  the  time  .of 
the  patient’s  admission.”  It  would  not  be 
necessary  in  all  cases,  but  in  some  cases  in 
each  class  of  patient. 

1732.  Would  it  be  done  by  the  hospital 

or  by  whom? By  whoever  is  given 

authority  by  the  law  to  act.  It  might  quite 
well  be  the  hospital  secretary. 

1733.  (Mrs.  Braddock):  Does  not  the 
National  Assistance  Act  make  it  obligatory 
upon  the  local  authority  to  deal  with  the 
property  of  persons  admitted  as  patients 

to  any  hospital? That  applies  only  to 

movable  property.  'I  believe  there  have 
been  long  discussions — I am  not  sure 
whether  it  has  been  finally  settled — as  to  the 
meaning  of  movable  property. 

1734.  (Chairman):  I have  no  questions 
up  to  the  end  of  this  section,  where  you 
pass  to  mental  deficiency.  I think  that 
probably  the  whole  of  your  very  interest- 
ing section  on  criminal  patients  is  so  far 
outside  our  terms  of  reference  that  we 
probably  ought  not  to  delay  at  this  late 

hour  in  asking  questions. We  would 

like  to  submit  that  the  Sections  dealing 
with  patients  who  are  not  now  Broadmoor 
patients  but  whom  we  suggest  ought  to  be 
made  Broadmoor  patients  is  within  your 
terms  of  reference.  We  are  dealing  in"  our 
paragraphs,  95,  96  and  97,  with  patients 
who  are  not  now  Broadmoor  patients 
although,  they  may  become  ’Broadmoor 
patients  if  our  suggestion  is  adopted.  We 
hope  you  will  consider  it.  We  also  hope 
that  in  so  far  as  this  section  is  outside 
your  terms  of  reference  you  may  see  fit  to 
pass  these  recommendations  on  to  the 
proper  quarter,  merely  as  an  addition 
perhaps  to  your  report. 


(Chairman):  Might  1 ask  other  members 
of  the  Commission  whether  they  would 
like  to  ask  any  questions  up  to  the  end  of 
this  section? 

1735.  (Sir  Russell  Brain):  May  I ask  the 
Association  iif  they  would  care  to  amplify 
a little  what  they  say  in  paragraph  105. 
1 think  that  is  a very  important  paragraph, 
and  I would  be  glad  if  they  could  ex- 
pand say  the  last  sentence? Yes,  I am 

very  glad  to  have  this  opportunity.  We 
feel  that  when  .proposals  arc  .put  in  this 
kind  of  form,  that  this  or  that  particular 
category  of  patients  should  be  singled  out 
and  exempted  from  The  general  system,  it 
usually  means  not  only  an  imperfect 
acquaintance  with  the  subject,  but  it  often 
means  that  the  sympathy  that  is  beng 
given  to  the  group  in  question  is  really  the 
counterpart  of  a certain  amount  of  anti- 
pathy to  people  who  'arc  not  included  in 
the  particular  group.  I would  like  to  quote 
a sentence  from  another  document  which 
perhaps  it  would  not  be  proper  for  me  to 
name.  It  says : — 

“We  would  suggest  that  a clear  dis- 
tinction should  be  drawn  between  those 
persons  suffering  from  .psychosis  and 
those  whose  mental  disorder  is  due  to  old 
age  and  senile  deterioration.  These  latter 
have  withstood  the  stresses  and  strains 
of  life  without  breakdown  and  they 
should  not  be  classed  with  persons  of 
unsound  mind.” 

I think  there  one  can  read  the  contempt 
that  is  -in  the  writer’s  mind  for  those  who 
have  not  been  singled  .out,  the  implication 
that  people  who  have  broken  down  at  an 
early,  age  are  weaklings  or  cowards,  or 
something  of  that  kind,  and  are  hardly  fit 
to  be  associated'  with.  That  is  a feeling 
about  which  we  can  only  protest  very  deter- 
minedly. We  feel  i.n  general  that  all 
patients  are  deserving  of  equal  considera- 
tion, and  if  a certain  procedure  is  dero- 
gatory or  puts  a stigma  on  one  group  and 
should  be  avoided,  it  should  be  avoided 
equally  for  the  other  groups. 

Besides  .that,  we  feel  'that  this  kind  of 
proposal  is  really  based  on  imperfect 
acquaintance  with  mental  disorder  as  a 
whole.  Patients  who  happen  to  be  over 
60  or  65  may  suffer  from  a great  variety 
of  mental  disorders.  Some  of  them  are 
of  exactly  .the  same  nature  as  those 
occurring  in  younger  people,  and  this  does 
not  apply  necessarily  only  to  patients  who 
have  had  previous  attacks.  They  might 
quite  well  have  their  first  attack  of  mental 
disorder  at  60  or  65,  or  even  70,  and  yet 
it  is  not  senile  dementia  or  senile  degenera- 
tion, but  one  o.f  th.e  well  recognised 
types  of  mental  disorder,  and  if  it  is  a 
curable  condition  it  may  be  just  as  curable 
as  in  a younger  patient.  Then  .the  counter- 
part .to  that  is  that  there  are  conditions 
which  are  quite  comparable  with  senile 
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dementia  but  which  happen  to  occur  at  a 
younger  age.  There  is  that  very  dreadful 
condition,  or  rather  group  of  conditions, 
in  which  degeneration  of  the  -brain  sets  in 
and  leads  within  a matter  of  months  to  a 
gross  dementia  so  that  the  patient  is  re- 
duced to  a state  of  complete  mindlessness, 
something  much  more  severe  and  much 
more  -tragic  than  happens  in  a good  many 
of  the  older  people.  This  condition  is 
quite  common  in  the  50  or  55  age  group 
and  I have  an  impression  it  is  getting  more 
common.  We  include  them  under  the  head- 
ing of  pre-senile  dementias.  Then  we  have 
mental  disorder  which  is  due  to  quite  a 
variety  of  bodily  conditions  and  which 
may  occur  at  any  age.  1 notice  that  in  pre- 
vious evidence  there  was  a suggestion  that  if 
a mental  disorder  could  be  shown  to  be  due 
to  physical  disease  it  should  have  some 
kind  of  special  consideration,  but  in  the 
view  of  a great  many  people  the  majority 
of  mental  disorders  are  due  to  physical 
disease,  though  not  physical  disease  that 
we  can  demonstrate  very  dearly.  It  is  one 
of  the  recognised  views  of  mental  dis- 
order that  the  great  groups  of  manic- 
depressive  psychosis  and  schizophrenia, 
which  form  the  bulk  of  our  mental 
disorders,  arc  due  to  physical  causes. 
Therefore  we  do  not  feel  that  one  particu- 
lar .physical  cause  or  one  particular  age 
group  should  be  entitled  to  any  considera- 
tion that  is  not  given  to  any  other  particu- 
lar age  group  or  other  causes. 

Where  the  distinction  ought  to-  be 
drawn  .is  not  there  at  all  in  our  opinion. 
Wc  feel  it  ought  to  be  drawn  simply 
on.  the  grounds  of  behaviour  and 
on.  ipractical  grounds.  That  is  to 
say,  the  patient  whose  deterioration, 
whether  due  to  senility  or  to  any  other 
cause,  .is  mild  and  manageable  and  does 
not  cause  any  behaviour  disturbance,  can 
quite  well  be  treated  outside  the  Mcntai 
Treatment  Acts  altogether,  and  we  are  re- 
commending here  that  cases  of  mild  senile 
decay  should  be  provided  for,  if  not  in 
their  own  homes,  then  by  the  local 
authorities’  ‘Part  III  accommodation  or,  if 
physically  infirm,  .in  geriatric  sections  of 
general  hospitals,  or  annexes  connected  with 
them.  'But  if  the  patients  are  severely  dis- 
turbed and  are  of  a kind  which  will  not 
mix  well  with  the  general  Tun  of  patients 
in  Bart  III  accommodation  or  in  geriatric 
sections  of  general  hospitals,  then  we  feel 
it  is  quite  proper  that  they  should  be  ad- 
mitted to  mental  hospitals,  and  if  patients 
who  are  in  that  age  group  are  suffering  from 
recognisable  forms  of  mental  disorders 
they  should  be  treated’  in  the  same  way  as 
patients  of  other  age  groups.  That  is  our 
expansion  of  that  paragraph. 

1736.  Could  we  just  go  further?  Is  it 
not  true  to  say  that  it  .is  sometimes  quite 
difficult  to  decide  whether  a patient  is 
suffering  from  senile  degeneration  or  some 


other  mental  illness  which  may  occur  at 
any  other  time  of  'life  and  which  may  be 
cured?  Any  attempt  to  segregate  patients 
on  account  of  their  age  might  lead  to  diffi- 
culties in  treatment  and  cure? -Not  only 

would  it  do  so  -but  it  has  done  so.  There 
has  'been  a tendency — 'before  seniile  con- 
ditions were  more  carefully  studied — ito  pay 
very  littile  attention  to,  say,  the  senile 
dement  who  was  regarded  as  suitable  for 
the  workhouse,  as  it  was  in  the  old  days, 
and  not  to  worry  very  much  about  him. 
That  is-  why,  in  our  .paragraph  102,  we  em- 
phasise that  facilities  are  needed  for  careful 
observation  and  diagnosis. 

1737.  (Dr.  Thomas ):  May  I ask  one  ques- 
tion on  paragraph  88,  in  -reference  to  your 
recommendation:  — 

“We  believe  that  the  licensing  or 

approving  authority  should  in  all  cases 

be  the  Board  of  Control.” 

You  have  no  doubt  seen  the  Ministry  of 
Health  evidence  to  the  Commission.  Could 
you  give  us  y-our  reasons-  why  you  feel  the 
Board  of  Control  should  be  the  licensing 

authority? {Dr.  Tennent ):  I do  not 

know  if  you  would  like  to  take  it  now, 
but  there  is  a section  on  the  Board  of 
Control  in  paragraph  198  which  relates  to 
that.  There  we  give  the  reasons  why  we 
think  the  -B-oard  of  Control  should  be  the 
licensing  authority. 

I would  ask.  Sir,  if  we  might,  in  relation 
to  the  evidence  which  the  Board  of  Control 
has  given  you,  elaborate  our  views  on  their 
suggestion  with  regard  to  visiting.  If  I may 
suggest  it,  it  seems  to  me  that  there  has 
been  -some  confused  thinking — at  any  rate 
1 cannot  quite  understand  what,  in  this 
evidence,  the  Board  of  Control  means. 
They  talk  about  licensed  houses  and 
private  homes,  and  paragraph  92  of 
their  memorandum  of  evidence  talks  in 
terms  of  discharge  of  patients  -from  Health 
Service  hospitals  on  the  one  hand  and  on 
the  other  discharge  from  private  hospitals 
or  homes.  In  the  one  case  they  say  that 
Hospital  Management  Committees  should 
have  the  authority,  but  that  for  patients  in. 
private  hospitals,  in  homes  or  in  single  care, 
discharge  should  be  by  visitors  appointed 
by  the  Regional  Hospital  Board.  I.t  seemed 
to  me  from  the  cross-examination  of  the 
witnesses  in  Questions  167-8,  that  what  they 
were  talking  about  was  licensed  houses ; 
the  references  in  the  paragraph  are  to  visits 
already  paid  by  the  justices  in  the  provinces, 
and  they  have  made  at  this  point  no 
reference  to  that  other  group,  namely 
registered  hospitals.  Itt  seems  to  me  quite 
unreasonable  that  whereas  the  .Ministry  of 
Health  hospitals  should  continue  to  be 
governed  by  a committee  of  management, 
they  should  suggest  a new  development 
altogether  of  visiting  by  justices  for  regis- 
tered hospitals.  Justices  have  not  visited 
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registered  hospitals  heretofore.  At  regis- 
tered hospitals  the  management  has  been 
by  a conSnittee.  The  patients  have  b«n 
interviewed  by  the  committee  of  manage- 
ment the  same  as  in  the  national  hospitals, 
and  I can  see  no  real  reason  why  this 
should  be  altered.  As  it  was  confusing,  I 
wrote  to  the  Board  of  Control  and  asked 
them  what  their  view  was,  and  to  ray  sur- 
prise they  said  they  thought  that  regis- 
tered hospitals  should  'be  included  with 
licensed  houses,  which  is  not  the  view  of 
this  Association.  IRegistered  hospitals  have 
been  managed  for  the  last  century  by  a 
committee  of  management  an  the  same  way 
as  other  hospitals.  That  committee  of 
management  has  had  the  responsibility  of 
interviewing  patients,  of  having  the  docu- 
ments sent  to  them,  interviewing  patients  a 
month  after  admission  and  deciding  whether 
or  not  they  are  rightly  detained,  and  dealing 
with  the  question  of  discharges,  and  it 
seems  a peculiar  suggestion  that  that  should 
now  be  taken  over  by  justices  Visitors,  to 
Question  170  there  was  .reference  to  the 
justices  in  the  provinces,  which  relates 
entirely  «to  licensed  houses,  ‘but  when  we 
asked  them  what  they  did  mean  they  said 
they  meant  to  include  registered  hospitals 
too,  for  which  there  seems  no  reason  to 
us  as  an  Association.— (Dr.  Walk):  I he 

licensed  houses  have  always  been  subject  to 
special  provisions  because,  being  conducted 
for  profit,  they  were  regarded  as  needing 
special  measures  of  control.  The  registered' 
hospitals  on  the  other  hand  were  treated, 
under  the  older  legislation  as  perhaps  the 
most  reputable  .of  all  institutions  for  mental 
patients,  and  the  powers  and  provisions 
regarding  them  were,  if  anything,  more 
liberal  than  those  for  the  rate-aided  hos- 
pitals. Now  some  of  the  registered  hospitals 
have  been  taken  over  'by  the  Ministry  and 
others  have  not,  and  the  Ministry  propose 
to  introduce  a different  procedure  for  those 
which  have  not  been  taken  over,  which 
really  detracts  from  'their  status.  .Or. 
Tennent)'.  Entirely,  yes. 

1738.  (Chairman)-.  I confess  that  I am 

puzzled  by  the  apparently  esoteric  distinc- 
tion 'between  a private  house  and  a licensed 
or  registered  hospital,  because  the  words 
“ conducted  for  private  profit  ” have  long 
ceased,  so  far  as  I am  concerned,  to  have 
any  rational  meaning  at  all.  Could  tney 
not  have  licensed  houses  run  'by  a manage- 
ment committee? The  registered  hospital 

is  a charity  -and  is  registered  as  a charitable 
institution.  I do  not  think,  if  I may  say 
so,  'that  licensed  houses  are  managed  by 
committees  of  management.. 

1739.  I am  thinking  of  licensed  houses, 

surely  some  of  them  are? (Dr.  Walk): 

They  are  licensed  to  a particular  proprietor 
who  is  the  licensee. 

1740.  You  do  not  believe  in  the  evidence 
of  the  Ministry  of  Health  on  this  point 
and  we  will  note  the  fact. 


•I  bad  hoped  to  approach  the  subject  of 
mental  deficiency  at  a somewhat  earlier 
hour.  1 am  afraid  that  we  shall  have  to 
ask  you  to  come  and  see  us  again.  We 
can  hardly  hope  to  complete  your 
memorandum  today,  'but  may  I put  to  you, 
on  the  first  section  of  your  Part  2 on 
■Mental  Deficiency,  a difficulty  I find  in 
really  understanding  your  .point  bf  view. 

I think  you  seem  to  assume  .that  the  word 
“social”  has  a definite  legal  meaning,  or 
so  definite  a colloquial  meaning  that  it  can 
easily  acquire  a legal  meaning,  il  should 
have  thought  “ social”  was  one  of  the  most 
difficult  words  in  the  language.  Yoiu  your- 
selves say  in  paragraph  114:— 

“ . tfhe  intention,  of  the  Mental 

Deficiency  Acts  'is  shown,  toy  the  defini- 
tions of  the  four  classes  of  defectives  re- 
cognised by  the  Acts,  which  are  framed 
entirely  in  terms  of  social  capacity  and 
social  behaviour.” 

One  of  those  terms  is  “incapable  of 
managing  themselves  or  itheir  Lilians  and 
that  you  regard  as  social  behaviour.  That 
difficulty  runs,  it  seems  to  me,  through  all 
your  recommendations  and,  if  l may  come 
to-  paragraph  11-6,  what  is  the  real  inten- 
tion of  your  proposal  to  transfer  the  -opera- 
tive words  of  the  existing  Mental  Defi- 
ciency Act  from  the  text  of  the  Act  to 
.the  (title?  Is  it  your  intention  when 
the  words  “suffering  from  -incomplete  nr 
arrested  development  of  mind  ” have  been 
transferred  to  the  title,  that  those  words 
should  govern  the  definitions  of  mental  de- 
ficiency given  in.  the  text  or  not? (Dr. 

Burke):  Is  not  .the  first  part  of  your 
question,,  'Sir,  met  by  the  third  line 
of  our  paragraph'  109,  where  we 
describe  mental  deficiency  as  “failure  to 
acquire  the  ability  to-  meet  the  minimum 
requirements  of  the  society  in  which  they 
live”?  In  other  words  when  we  say 
“ social  ”,  we  mean  behaving  as  members 
of  a society  which  would  give  certain 
obligations  and  -duties  which  these  people 
fail  to  manage. 

1741.  Of  course  that  is-  the  test  by  which 
Hitler  tried  to  liquidate  all  Jews  in  Ger- 
many. They  were  incapable  of  respond* 
ing  to  the  minimum  requirements  of  the 
society  in  which-  they  lived.— — il  do  not 
know  how  this  would  be  worded,  of 
course,  in  a legal  document,  but  it  does 
express  the  way  we  look  at  the  subject. 

1742.  We  might  spend  hours  arguing 
the  difficulty  of  giving  any  legal  meaning 
to  a word  like  “ social,”  'but  the  point  in 
paragraph  116  is-  much  more  definite.  What 
is  the  point  of  transferring  the  words  from 

the  text  to  the  title? We  do  not  want 

people  to  be  called  mentally  defective  per- 
sons in  certificates  and  all  that  sort  of 
thing,  largely  'because  it  is  an  offence  to 
them. 

1743-  Yes,  but  they  are  called  mentally 
defective  persons  not  'because  those  words 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  MEDICO-PSYCHOLOGICAL  ASSOCIATION 


327 


occur  in  the  long  title  o'f  the  Act  but 
because  they  occur  in  the  short  title  of  the 
Act,  which  is  the  name  by  which  the  Act 
is  commonly  known.  AH  Acts  are  known 
by  short  titles.  What  you  want  on  that 
ground:  to  amend  is  the  last  clause  of  the 
Act,  which  says  “This  may  ibe  referred 
to  as  the  Mental  Deficiency  Act  ”,  and  you 
would  have  to  invent  some  different  name 
from  “ Mental  Deficiency.”  I do  not  know 
whether  you  propose  to  say  “ This  may  be 

known  as  the  Social  Inadequacy  Act” 

We  base  thlis  on  the  'Northern  Ireland  Act, 
and  I do  not  remember  what  the  Northern 
Ireland1  Act  says  in  its  title. 

1744.  It  is  called  the  iMental  Health  Act. 

You  want  to  get  rid  of  the  word  “Men- 
tal"?  {Dr.  Walk)\  That  is  so,  d't  is  not 

acceptable  to  the  public. 

1745.  You  do  not  get  rid  of  the  word 
“ mental  ” Iby  transferring  it  to  the  title? 

1 do  no't  think  that  is  quite  what  was 

meant.  The  suggestion  was  that  whom- 
ever in  the  Act  one  gets  the  words 
“ mental  defective  ”,  or  in  the  beginning  of 
the  Act  where  lit  starts  off  with  a definition 
and  says  “ the  ‘following  persons  shall  be 
regarded  as  mental  defectives” — wherever 
that  is  done  the  words  “ mental  defective  ” 
shall  be  taken  out  and  the  definition  itself 
shall  ibe  used.  In  other  words  instead!  of 
saying  “ a mental  defective  ” say  “ a per- 
son suffering  from,  incomplete  or  arrested 
development  of  the  mind.” 

1746.  {Sir  Cecil  Oakes):  I think  the 
word  “title”  an  your  paragraph  116  does 
not  have  any  relation  to  the  Act  at  all, 
but  iis  the  title  of  the  noun  denoting  the 

person  the  Act  is  dealing  with? Yes. 

The  Northern  Ireland  Act  uses  the  expres- 
sion “person  requiring  special  care.”  That 
expression  is  used  throughout  where  “ men- 
tal defective”  would  be.  used  in  our  own 
Acts.  But  Dr.  Weir,  who  has  advised  us 
as  to  the  working  of  this,  says.,  tha't  it 
has  led  tO'  misunderstanding  in  that  a good 
many  people  imagine  that  nothing  whatever 
is  being  done  for  mental  defectives,  and 
that  “special  care”  is  such  a vague  term  it 
might  mean  almost  anything.  Our  own 
Committee  did  not  suggest  those  words 
should  be  used,  but  that  the  full  wording 
“persons  suffering  from,  incomplete  or 
arrested  development  of  mind”  should  be 
used  instead. 

1747.  (i Chairman):  I -thought  one  of 

your  objects  was  to  free  the  subsequent 
definitions  from  their  intellectual  bias. 
You  wanted  to  get  rid  of  the  word 
“ mind  ”.  But  now  I understand  that  is 
not  so.  Under  paragraph  119,  those  defini- 
tions would  'be  governed  by  the  word 
“mind”? — {Dr.  Burke):  We  do  not  want 
to  'get  rid  of  the  word  “ mind  ” ; we  want 
to  get  rid  of  the  idea  that  the  only  in- 
adequacy of  the  mind  is  of  the  intellectual 
part  of  the  mind. 


1748.  We  are  now  in  terms'  of  drafting 
legislation.  (Paragraph  H9  contains  a 
draft  of  what  you  regard  as  “socially  in- 
adequate.” Are  we  to  regard  those  words 
as  being  governed  by  the  previous  words 
“mind”? — I think  so.  They  are  manifes- 
tations of  behaviour  which  is  governed-  by 
mind,  or  which-  is  managed-  by  mind,  per- 
formed iby  mind. 

1749.  In  paragraph  119  I observe  that 
you  have  copied  what  has  always  seemed 
to  me  privately  the  most  astonishing  state- 
ment in  the  Mental  Deficiency  Act  as.  it 
has  become  amended.  The  expression 
“ mentally  defective  ” or  “ socially  in- 
adequate”, whatever  you  like  to  call  it, 
includes  a person  who  is  incapable  of 
benefiting  from  particular  measures  taken 
by  the  State — which  seems  to  me  ito  be  a 
very  astonishing  proposition;  you  are  to 
be  defined  as  mentally  defective  because 
the  State  provides  certain  facilities  and  you 

cannot  take  advantage  of  them. These 

are  just  slight  modifications  of  the  existing 
definitions. 

1750.  I know.  I am  rather  surprised  you 
did  not  protest  against  the  existing  law. 

(Dr.  Walk):  Surely,  does  it  mean  any 

more  than  merely  that  a child  who  cannot 
be  provided'  for  under  one  Act  shall  be 
dealt  with  under  another?  It  is  a purely  ad- 
ministrative arrangement  to  ensure  that  no 
child  is  left  without  some  care  under  one 
set  of  provisions  or  under  another. 

1751.  i(Mr.  Hylton-Foster):  Is  it  not  the 
difficulty  of  making  a definition  by  inclu- 
sion? This  does  not  define  really;  it 
merely  says  some  part  of  the  matter  is 
comprised  in  the  definition,  because  it  is 

definition-  by  inclusion. -I  think,  if  I may 

speak  to  this  point,  that  perhaps  too  much 
has  been  made  of  this  present  definition  of 
arrested  or  incomplete  development  of 
mind.  I think  that  historically  its  insertion 
in  the  1927  Act  was  rather  a matter  of 
convenience  at  the  time.  Before  1927, 
under  the  1913  Act,  there  was  no  definition 
of  mental  deficiency  as  a whole.  That  had 
its  own  historical  reasons,  but  it  was  merely 
stated  that  idiots,  imbeciles,  the  feeble- 
minded and  moral  defectives  as  defined  in- 
dividually were  to  be  the  persons  subject 
to  be  dealt  with  under  the  Act.  In  1927 
it  was  desired  to  make  a change,  one  change 
really  of  importance,  which  was  to  get  rid 
of  the  qualification  and  restriction  that  these 
persons  must  have  suffered  from  their  con- 
dition from  birth  or  from  an  early  age.  It 
was  desired  to  do  that  because  of  the  effects 
of  the  epidemic  of  encephalitis  lethargica 
which  was  at  that  time  such  an  outstanding 
problem.  Therefore  the  new  Act  as  first 
introduced  removed  the  restriction  as  to 
birth  and  early  age  altogether,  but  that  was 
not  acceptable  to  Parliament  and  in  the 
end  the  compromise  was  reached  that  it 
should  be  a condition  which  must  be  proved 
to  have  arisen  before  the  age  of  18. 
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I think  at  that  point,  merely  as  a matter 
of  convenience,  instead  of  repeating  this 
provision  that  it  must  -be  proved  to  have 
arisen  before  the  age  of  18  m relation  to 
each  particular  group  of  defectives,  it  was 
put  in  as  relating  to  mental  deficiency  as 
a whole,  and  therefore  the  definition  was 
put  at  the  head  of  the  chapter— the  person 
must  be  suffering  from  incomplete  develop- 
ment of  mind  which  existed  before  the  age 
of  18.  It  was  really  for  the  sake  of  that 
age  restriction  it  was  put  in.  I do  not 
think  we  ought  to  attach  too  much  im- 
portance to  that  point.  We  got  on  quite 
happily  between  1913  and  1927  without  it. 

1752.  (Chairman):  I thought  it  was  you 
who  attached  so  much  importance  to  it/ 

What  we  were  anxious  to  do  was  to 

prevent  the  use  of  this  definition  from 
restricting  the  purposes  for  which  the  Act 
was  meant,  because  of  misunderstanding 
or  quibble  about  the  nature  of  mind,  and 
that  is  why  we  asked  you  to  recommend 
that  for  this  purpose  mental  defect  should 
be  assessed  by  its  resulting  social  in- 
adequacy, so  as  to  make  sure  we  were  not 
limited  to  intellectual  deficiency.  lit 
you  think  the  point  could  be  met  by 
getting  rid  of  the  omnibus  definition 
altogether,  possibly  that  might  be  a better 
solution. 

1753  (Sir  Russell  Brain):  Perhaps  I can 
trv  to  help.  Tell  me  if  I am  wrong,  but 
is  not  your  point  this?  .That  in  the  case 
of  mental  defectives— using  that  term  for 
the  moment— what  causes  them  to  require 
care  and  control  is  their  defects  of  be- 
haviour, whether  they  concern  primarily 
themselves  or  their  adjustments  to  other 
people,  and  their  intellectual  defects  which 
can  be  tested  by  intelligence  tests  are  not 
the  most  important  part  of  the  matter. 
Therefore  you  prefer  to  define  defect  in 
terms  of  maladjustment  of  behaviour  for 
which  you  use  the  term  “ socially  in- 
adequate ”.  That  is  an  indication  of 
arrested  or  incomplete  development  of 
mind  Somewhat  different  from  that  is  the 
term ’“mental  defective”,  as  there  are  cer- 
tain connotations  which  have  led  to  diffi- 
culties there,  and  which  for  those  reasons 
you  would  prefer  replaced  by  something 

better.  Is  that  not  the  position?-; Exactly. 

We  want  to  put  it  on  a practical  footing. 
It  may  be  that  rather  than  social  in- 
adequacy, practical  inadequacy  might  be  a 
better  term.  We  want  the  defective  to  be 
dealt  with  -on  commonsense  grounds  rather 
than  by  reference  to  some  academic 
standard  which  may  not  be  at  all 
appropriate. 

1754.  (Chairman):  Yes,  you  want  it  on 
a commonsense  ground,  but  you  make  it 
more  difficult  to  do  that  by  proposing  to 
abolish  altogether  Section  2 of  the  Mental 
Deficiency  Act  which  defines  defectives  who 
are  subjeot  to  be  dealt  with:  you  propose. 


if  I am  right,  to  get  rid  o;f  Section  2 alto- 
gether. That  is  the  Section  that  contains 

the  commonsense  standard. It  contains 

a long  list  of  conditions  which  render  a 
defective  liable  to  be  dealt  with.  We 
do  not  like  the  present  list  very  much 
because  it  is  in  some  directions  too  restric- 
tive, the  conditions  are  to  precisely 
defined,  and  in  other  directions  it  is 
too  vague  and  not  restrictive  enough,  as 
in  the  case  of  the  ineducable  children  which 
you  have  just  mentioned.  What  we  would 
like  is  that  the  need  for  action  should  be 
proved  in  each  individual  case. 

1755.  ( Sir  Cecil  Oakes):  Without  refer- 
ence to  definition? Without  reference  to 

definition  ; but  we  do  wish  very  strict  proof 
to  be  given  that  the  person  is  not  only 
defective  but  that  there  is  an  essential  need 
for  something  to  be  done. 

1756.  (Chairman):  We  have  always 

wanted  to  be  able  to  get  rid  of  all  legal 
definitions,  but  wo  have  always  found  it 
difficult  to  do  so' without  creating  a dictator- 
ship.  1 believe  it  was  Mr.  McKenna’s 

promise  when  the  1913  Act  was  debated 
that  nobody  would  be  “ locked  up  ” as  a 
mental  defective  who  did  not  already  get 
locked  u,p  under  some  other  provision, 
either  .in  a workhouse  or  a prison  or  some- 
thing else,  but  that  is  hardly  the  criterion 
that  can  be  applied  nowadays  because  the 
general  standards  of  “locking  up”  are  so 
different. 

1757.  On  your  paragraph  120:  may  I 
suggest  that  this  is  a very  tall  order— that 
you  should  institute  voluntary  admission  for 
mental  defectives  who  are  capable  of  under- 
standing what  is  involved  in  their 

admission? (Dr.  Burke):  It  has  been 

done  in  Northern  Ireland. 

1758.  I knoiw.  That  does  not  prove  it 

is  a desirable  thing  to  do. We  think  it 

is  right  as  a principle  even  if  only  one 
person  uses  it.  We  think  it  is  right  as  a 
principle,  good  for  the  development  of  a 
better  attitude  and-  loss  of  fear  among  the 
general  public,  and  we  think  if  it  is  made 
legal  it  will  develop,  and  that  gradually 
people  will  ask  to  be  admitted.  They  do 
now  sometimes  ask  to  come  back. 

1759.  'Do  I understand  that  the  experience 
.in  Northern  Ireland  is  that  very  few  apply. 

or  many? 1 d'o  not  know  how  many. 

They  have  got  the  .provision,  and!  we  think 
the  provision  is  a good  principle.  If  it  is 
not  much  usedi  it  does  not  .matter.  The 
point,  is  wo  think  it  should  he  made  possible 
that  it  should  be  used,  and1  that  it  will 
probably  start  slowly  and  grow. 

1760.  My  difficulty  is  that  I cannot 
imagine  myself  arguing  in  the  House  of 
Commons — which  I.  certainly  shall  not  have 
to  do — that  this  .makes  sense.  I feel  the 
opponent  would  say  “iBave  you  not  just 
had  a whole  Royal  Commission  to  find  out 
what  is  involved!  in  admission  to  a mental 
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deficiency  hospital,  and  yet  you  expect  a 
mental  defective  to  know  what  is  involved 
in.  the  Light  o,f  his  own  understanding?  ” 
It  does  not  seem  tame  to  solve  any  problem. 
— — (Dr.  Walk)'-  I think  the  whole  para- 
graph 120  must  be  read  in  conjunction  with 
paragraph  125  .onwards,  where  we  give  the 
details  of  our  proposals  regarding 
admissions  without  order.  Paragraph  120 
merely  says  that  we  do  not  think  it  worth- 
while keeping  the  legal  distinction  between 
idiots,  imbeciles  and  feeble-minded  people, 
■but  that  for  a subsequent  punpose,  namely 
the  purpose  of  paragraph  125,  we  do  think 
it  worthwhile  having  a distinction  between 
tihose  wiho  are  capable  and'  those  who 
arc  not  capable  of  understanding  what  is 
involved.  That  distinction  is  not  being 
used  for  the  punpose  of  the  true  volun- 
tary admission ; it  is  rather  for  the 
purpose  of  placing  by  a relative  that  the 
distinction  becomes  important.  We  are 
suggesting  that  the  responsible  relative, 
parent  or  guardian,  should  be  able  to  place 
a patient  without  a judicial  order  in.  a 
mental  deficiency  institution  under  certain 
conditions,  and  one  of  those  conditions  in 
the  case  of  a patient  over  the  age  of  1 6 is 
that  he  should  be  incapable  9f  forming  an 
understanding  of  what  is  involved.  In 
other  words  we  want  parents  to  he  able  to 
place  low-grade  patients  in  the  mental 
deficiency  institutions  but  not  high-grade 
patients. 

1761.  At  any  age? Over  the  age  of 

16.  Under  the  age  of  16  we  are  suggesting 
the  parent  should  be  aible  to  place  any 
defective  of  any  grade ; after  the  age  of  16 
we  are  suggesting  a low-grade  defective 
but  no:t  a high-grade.  We  are  drawing  the 
line  at  that  point  where  the  defective  is 
incapable  of  understanding  what  is  in- 
volved, incapable  of  understanding  that  he 
is  being  taken,  to  an  institution  or  anything 
else.  It  has  not  anything  to  do  with  the 
voluntary  patient  procedure  which  would  be 
limited'  to  such  of  the  high-grades  as  may 
wish  to  come  in  or  return. 

1762.  (Sir  Russell  Brain):  Is  it  not  true 
that  many  high-grade  patient's  are  more 
capable  oif  understanding  than  some 
, mentally  ill  patients  wlhO'  may  be  voluntary 

patients? (Dr.  Rees):  Is  it!  not  also  true 

•that  mental  defectives  can  be  admitted  to- 
day to  mental  hospitals  as  voluntary 

patients? Yes.  The  same  arguments 

were  used  at  the  time  when  voluntary 
admission  was  being  proposed  for  mental 
•hospitals.  It  was  suggested1  that  it  was  a 
contradiction  in  tennis,  and'  no  mental 
patient  could  possibly  form  sucih  an  inten- 
tion. Nobody  thinks  so  nowadays. 

1763.  (Chairman):  I am  not  questioning 
the  desirability  necessarily  o.f  admitting 
voluntary  patients,  but  I am  questioning 
whether  this  is  any  sort  of  a reasonable  test. 

This  is  not  a test  of  the  admissibility 

of  a voluntary  patient.  It  is  a test  as  to 


whether  the  parent  should  be  able  to  place 
the  defective  _ in  the  institution  with  or 
without  a judicial  order.  That  is  what  we 
are  using  it  as  a test  for. 

1764.  I am  not  questioning  the  desirability 
of  enabling  the  parent  to  place  a person  in 
these  circumstances,  but  I am  suggesting 
■that  the  definition  in  paragraph  125  (iii) 
of  understanding  what  is  involved  in 

admission,  would  hardly  hold  water. (Dr. 

Burke):  In  paragraph  125  we  summarise  the 
three  kinds  of  person  who  could  be  what 
is  now  called  “ placed  ”.  A person  over  16, 
who  does  not  understand  could  be  placed 
by  the  parent  or  guardian,  but  it  would  have 
to  be  stated  somewhere  in  the  course  of 
•the  proceedings  that  he  was  regarded  as 
not  able  to  understand.  A child  under  16 
could  be  placed  iby  the  parent  or  guardian, 
and  we  make  the  extra  provision  that  over 
16  if  he  understands  he  may  ask  for  him- 
self. May  I give  an  example?  I did  once 
suggest  to  a girl  that  it  was  time  she  went 
out  under  licence ; she  was  under  care  in 
my  hospital.  She  said  “ No,  it  does  not 
work,  I have  tried  it.”  In  other  words 
she  wanted  to  stay  in.  That  is  something 
of  a voluntary  patient,  dn  that  she  stayed 
willingly  because  she  felt  safer  there  than 
outside.  Later  on  she  wanted  .to  go  out ; 
the  result  was  disastrous.  She  was  right  the 
first  time.  It  is  possible,  therefore,  for  some 
defectives  to  see  enough  about  themselves 
to  know  that  they  are  better  under  care. 

1765.  But  this  is  a defective  before  he 

has  been  in  hospital? Yes. 

1766.  When  you  have  once  been  in  hospi- 
tal you  can  naturally  form  a judgment  of 
whether  you  like  the  place  or  not,  but  that 
is  not  the  same  as  being  capable  of  for- 

seeing  what  is  involved. (Dr.  Harris):  I 

think  it  does  occur  in  this  type  of  case. 
Most  of  us  who  run  fairly  big  out-patient 
departments  have  a certain  number  of 
chronic  patients  whom  we  see  occasionally 
as  the  years  go  by.  'Some  of  these  are  high- 
grade  defectives.  One  cannot  do  a great 
deal  for  them,  but  one  is  able  just  to  keep 
them  living  an  ordinary  social  life.  When 
their  parents  die  a very  real  question  then 
comes  up,  and  because  of  the  years  of  con- 
tact one  has  had  with  them,  I think  one 
could  usually  persuade  such  a patient  to  go 
into  a hospital  for  mentally  defective 
patients  as  a voluntary  patient,  whereas 
now  inevitably  one  would  have  to  get  them 
certified.  I think  that  is  the  sort  of  case 
to  which  Dr.  Burke  refers.  They  are  high- 
grade  defectives  who  do  realise  they  are 
not  quite  like  other  people.  It  is  always 
a chagrin  and  a distress  to  them,  and  they 
very  often  react  to  that  situation ; but  one 
can  help  them  up  to  a limited  point  and 
one  can  get  their  co-operation  to  go  in  as 
a voluntary  patient. 

1767.  Yes.  If  you  suggested,  as  a 
definition,  a voluntary  patient  who  genu- 
inely desires  to  enter  a hospital  should  enter 
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as  a voluntary  patient,  it  would  not  have 
raised  the  same  doubts  in  my  mind  as  these 
words  “capable  of  understanding”,  which 
suggest  that  congenitally  they  have  a capa- 
city to  understand  what  may  be  involved  in 

going  into  a mental  hospital. (Dr. 

Walk):  I think  we  could  quite  well  accept 
that  for  the  actual  voluntary  patient  enter- 
ing of  his  own  volition.  But  we  would  still 
need  this  other  dividing  line  between _ low 
and  high  grades  for  the  purpose  of  deciding 
whether  a patient  should  be  placed  without 
a judicial  order  or  whether  one  is  needed, 
and1  I should  still  think  that  although  the 
definition  we  suggest  for  that  purpose 
may  not  be  perfect,  it  is  still  a good  deal 
better  than  the  old  one  between  imbeciles 
and  feeble-minded. 

1768.  ‘But  those  two  definitions  are  not 
meant  to  be  exclusive  are  they? — ^-Which 
two?  If  I say  you  may  place  an  imbecile 
of  21  without  a judicial  order,  but  you 
must  not  place  a feeble-minded  _ person 
without  a judicial  order,  the  dividing  line 
there  is  not  really  as  definite  as  the  one 
we  have  suggested. — '(Dr.  Burke)'.  Our  sug- 
gestion. would  only  affect  the  cream  of  the 
feeble-minded. 

1769.  On  paragraph  124>:  on  whose 

application  are  these  admissions  for  tem- 
porary treatment? They  arc  usually 

made  by  the  local  authority. 

1770.  'Paragraph  125  suggests  that  when 
a patient  over  the  age  of  16  applies  at  his 
own  request  the  application  could  be 
accepted  out  of  hand  without  enquiry?— — - 
(Dr.  Walk):  Without  legal  enquiry;  with 
a clinical  enquiry,  of  course. — (Dr.  Burke): 
,He  might  come  direct  himself,  in  which  case 
the  medical  people  in  the  hospital  would 
go  into  it  and  decide  if  they  would  accept 
him,  or  he  might  have  gone  first  to  the 
local  authority. 

1771.  You  say  under  (iii)  that  if  the 
parent  or  guardian  applies  on  his.  behalf 
yo.u  would  want  to  ascertain  that  lie  is 
incapable  of  forming  an  understanding  of 
what  is  involved  in  his  admission  ; but 
under  (i),  when  he  simply  applies  himself, 
there  is  no  provision  that  you  must  satisfy 
yourself  that  he  is  capable  of  understanding 

what  is  involved  in  his  admission? No, 

it  is  not  specifically  stated,  it  seemed  to 
follow  from  the  whole  sense. 


1772.  il  notice  that  in  paragraph  129'  you 
are  stipulating  that  the  voluntary  mentally 
defective  patient  should  be  required  to  give 
72  hours’  notice  to  leave,  which  you  pro- 
pose should  be  given  up  in  the  case  of  the 

mentally  ill  person. 1 think  that  is 

because  of  the  difference  in  quality  of  the 
two  people.  The  defective  patient  is,  after 
all,  very  largely  a child  in  mind,  and  docs 
need  a little  more  help— and  it  gives  you 
time  to  arrange  that.  You  could  not  let 
him  just  walk  out. 


1773.  No,  but  this  applies  also  to  the 
parent : — 

“ . . . the  parent,  guardian  or  local 
authority,  as  the  case  may  be,  should 
•be  empowered  to  withdraw  a patient 
admitted  under  <ii)  or  (iii)  in  all  cases 
on  giving  72  hours’  notice.” 

1 do  not  think  we  should  worry  so 

much  about  that,  provided  there  was  just 
time  to  put  in  a certificate  if  necessary. 

1774.  Under  paragraph  130,  do  you  think 
two  months  is  long  enough  to  cover  all 
the  variety  of  cases  that  arc  dealt  with 
“ in  a place  of  safety  ”? — I think  so,  as 
a rule. 

1775.  (Sir  Cecil  Oakes):  Could  I ask 
there,  Sir,  what  is  going  to  happen  when 
you  have  not  found  a vacancy  in  the  .two 
months?  Are  you  going  to  make  the 
period  renewable  after  the  two  months?—— 

The  usual  place  of  safety  is  in  the  hospital, 
and  the  place  of  safety  converted  into  an 
order  merely  says  “ That  bed  is  yours.” 

1776.  Im  many  cases  arc  not  <lhe  places 
of  safety  fifty  miles  away  from  mental 
institutions?  'Would  you  not  give  a power 
of  renewal  if  during  the  two  months  they 

had  not  got  a vacancy? ft  do  not  know 

what  you  wouild  do  them.  Wc  did  not 
envisage  that. 

1777.  As  you  have  got  it  at  .present,  if 
.1  understand  it  aright,  the  person  would  be 
at  liberty  then  just  to  'be  at  large,  a danger 
to  himself  and  to  others,  if  you  did'  not 

renew  it. il  tihinik  probably  the  local 

authority  would  manage  to  find  a corner 
for  this  patient  when  they  know  he  was 
coming. 

1778.  H have  known  these  cases  last  at 

least  nine  months. There  might  'be  pro- 

vision for  extension.  There  is  no  official 
limitation  at  present.  I have  always 
understood  it  was  meant  to  be  two  months, 
but  it  has  never  been  'laid  down  as  far  as 
I know. 

1779.  (Chairman):  Paragraph  133:  you 
propose  that  the  parent  of  a mental  defec- 
tive should  not  have  the  same  powers  of 
discharge  as  in  the  case  of  mental  illness, 
on  the  ground  that  by  definition  he  has 
failed  to  provide  the  necessary  care.  That 
surprises  me.  'By  definition  surely  under 
your  recommendations  above  the  parents 
have  only  failed  to  apply  for  the  _ cliild’s 
admission  to  an  institution?  That  is  their 

only  offence. Under  paragraph  125  <ii) 

or  '(iii)  he  could  'have  been  placed  without 
order  by  the  parent  or  guardian.  If  it  is 
found  that  that  lias  not  happened,  and  It 
is  proved  to  the  satisfaction  of  the  justices 
that  it  is  necessary  that  care  should  be 
given,  then  that  is  justification  for  an  order. 

1780.  And  because  the  parent,  say  am 
affectionate  parent,  has  refused  to  send  his 
child  to  an  institution  and  has  been  over- 
ruled by  a magistrate,  he  is  for  ever  after 
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to  -be  debarred  from  applying  for  the  dis- 
charge of  (that  child? No,  not  from 

applying  for  discharge,  taut  from  ordering 
it.  He  can  -apply  every  day  of  the  week. 

1781.  {Sir  Cecil  Oakes):  He  is  -to  be 
debarred  from  demanding  the  right  .to  order 
discharge?—; — 'He  is  a delinquent  parent  in 
respect  of  his  child,  and  he  cannot  therefore 
discharge  the  patient. 


17&2.  {Chairman) : iBuit  for  .all  you  know 
he  may  be  a perfectly  normal  .parent  want- 
ing .to  look  after  his  child  himself,  but  who 
could  not  do  so  and  ithe  magistrates  have 
told  him  he  cannot  do  so.  Are  you  to 
refuse  ito  recognise  any  right  by  him  to 
apply  for  .the  discharge  of  that  child, 
although  you  still  any-way  .could  have  the 
right  of  issuing  a 'barring  certificate  if  you 
arc  satisfied  he  is  .not  ifit  to  have  charge 
of  that  child? {Dr.  Walk):  The  condi- 

tions .here  differ  from  those  obtaining  in 
oases  of  mental  disorder,  'because  there  the 
judicial  orders — or  temporary  orders  in  the 
first  place  followed  ‘by  judicial  orders— have 
nothing  to  do  with  the  relatives’  willingness 
or  unwillingness.  The  relatives  may  be 
perfectly  .co-operative  and  quite  willing  for 
the  order  .to  be  made.  -In  the  case  of 
mental  deficiency  our  feeling  is  that  orders 
should  he  reduced  to  the  minimum,  and 
only  he  used  in  these  extreme  cases  where 
it  is  essential  to  overrule  the  parent.  We 
do  insist — and  we  say  so  here  again— that 
there  should  be  very  clear  evidence  before 
an  order  is  made  that  it  is  .necessary,  that 
the  welfare  of  the  .patient  oir  the  protection 
of  the  public  absolutely  demands  his 
admission,  and  therefore  with  these  patients 
the  relative  is  one  who  has  already  been 
overruled.  He  has  been  overruled  already 
in  that  sort  of  way  after  full  enquiry ; you 
could  not  then  .logically  give  him  the  right 
to  make  lh>:s  of  no  effect  at  all  by 
immediately  ordering  discharge. 


17.83.  I grant  you  there  must  be  a delay 

— of  a year,  if  you  .like. In  other  words 

what  we  want  to  do  is  to  establish  what 
had  worked  quite  well  under  the  .Lunacy 
Act  before  1948  and  what  works  nw  in 
the  Mental  Deficiency  Act,  which  is  that 
the  relative  has  a right  .to  apply,  and  no 
reasonable  offer  on  his  part  will  be 
refused! ; but  he  has  not  the  right  to  order 
discharge.  That  is  because  he  has  already 
been  proved  to  be  somebody  in  whose  case 
such  an  order  ought  to  be  overruled. 

1784.  I see  your  point  more  clearly.  I 
still  .think  you  are  a little  extreme.— {Dr. 
Harris):  What  we  want  to  avoid  is  the  pos- 
sibility of  a patient  being  .taken  out  by  an 
apparently  loving  parent  who,  in  point  or 
fact,  unfortunately,  is  .not  a loving  parent 
and  who  will  perhaps  make  use  or  tnat 
child  at  home  for  housework. 

1785.  1 see  the  point,  but  I should  have 

thought  that  .could  have  been  made  clear 
by  a ‘barring  procedure. (Dr.  Walk). 


We  imagined  we  were  liberalising  the  flaw 
to  a great  extent,  in  that  at  present  the 
patient  comes  in  under  a judicial  order  in 
every  case,  and  the  parent  has  no  right  at 
all  to  order  discharge.  Now  on  our  pro- 
posals there  would  be  a great  many  patients 
who  are  at  present  under  judicial  order 
who  would  not  be  so,  and  whose  parents 
would  have  the  right  of  withdrawal.  By  our 
proposals  we  are  conferring  a good  many 
rights  on  the  parents  that  they  do  not  at 
present  possess,  but  you  evidently  do  not 
think  we  have  gone  far  enough  in  .that 
direction.  I hope  the  Commission  realises 
that  we  have  gone  a long  way. — (Dr. 
Burke):  You  will  note  another  of  our  sug- 
gestions in  the  case  of  the  child  who 
appears  to  be  neglected1  or  in  deed'  of  care 
and1  treatment  that  oannot  be  provided  at 
home.  We  have  put  in  a further  safeguard 
that  in  the  procedure  for  obtaining  a 
judicial  order  the  parent  shall  have  the  right 
to  be  present.  He  has  his  chance  there. 
Then  we  say,  having  got  all  that 
dione  and  cleared  up,  if  the  order  is 
made,  that  settles  it.  You  cannot 
have  that  parent  ordering  his  child  out, 
whether  it  is  in  six  months  or  six  years; 
he  should  not  have  the  power  to  order, 
but  he  can  always  ask. — (Dr.  Walk): 
And  we  are  also  improving  the  facilities 
for  parents  to  make  their  views  stated  at 
the  time  of  the  judicial  review.  We  are 
recommending  alterations  which  again  are 
to  the  parents’  advantage.— (Dr.  Burke): 
We  propose  that  they  can  always  be  heard, 
and  that  the  magistrates  can  order  dis- 
charge. 

1786.  In  paragraph  135  you  are  deliber- 

ately wishing  to  make  the  local  authority 
responsible  for  all  the  petitions  for  judicial 
orders? Yes. 

1787.  (Mr.  Hylton-Foster ):  How  could 
you  compel  that?  il  recall  a tiresome  case 
where  everybody  except  the  local  authority 
thought  it  was  a proper  case  so  to  pro- 
ceed ; but  there  is  no  power  to  compel  the 
local  authority  to  proceed  that  I know  of. 
-If  everyone  else  thought  so,  presum- 
ably the  parents  would  place. 

1788.  No,  they  would  not,  because  a 
crime  was  involved.  It  was  a Section  8 
case  where  the  Court  wanted  to  leave  it  to 
the  local  authority,  and  the  local  authority 

would  not  take  any  steps  at  all. 1 have 

never  met  a case  like  that. 

17^,9.  No.  I was  just  wondering.  You 
have  not  given  thought  to  that- — how  the 
local  authority  should  be  compelled  to 

proceed? ?I  think  if  there  is  all  that 

much  doubt  probably  they  ought  not  to 
proceed,  even  if  everybody  e4se--thkiks  so. 
The  local  authority  are  experienced,  very 
highly  experienced,  and  if  they  are  not 
satisfied  that  this  is  a case  for  action,  1 
think  it  is  a case  you  should  leave  unless 
it  gets  into  trouble  later. 
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1790.  (Chairman):  You  would'  not  allow 
the  general  medical  practitioner  of  the 

family  to  apply? «1  do  not  see  why  he 

should  not.  He  would  apply  to  the  local 
authority  ; he  is  one  oif  the  people  already 
telling  the  local  authority  that  there  is 
something  for  them  to-  look  at. 

1791.  I was  brought  up  '.in  the  hill  country 
of  the  north  of  England.  Cases  of  this 
kind  in  a shepherd’s  cottage  are  likely  to 
be  found  out  by  the  doctor.  It  seems  a 
little  absurd  that  the  doctor  should  have  to 
get  a local  authority  officer  out  from  New- 
castle into  the  back  of  beyond,  into  the 
hills,  in  order  that  the  local  authority  may 
become  responsible  for  the  petition.  How- 
ever, that  is>  only  a 6imall  point  of  detail. 
Then  there  might  be  parents  who  have  been 
unable  to  induce  children  under  the  age 
of  16  to  go  into  hospital,  and  apply  them- 
selves for  a judicial  order.  Why  should 
they  haive  to  wait  on  the  local  authority? 

It  is  a tedious  procedure  to  get  the 

petition  through.  (It  requires  some  know- 
ledge of  how  it  should  he  done.  You  have 
.to  find  the  right  magistrate  and  doctor,  and 
it  is,  I should  have  thought,  convenient 
for  all  these  people  to  be  able  to  ring  up 
the  Medical  Officer  of  .Health  and  6ay 
“Johnny  Smith  seems  to.  be  defective,  I 
hand  him  over  to  you  ” and  leave  it  at 
that. 

1792.  It  is  not  very  clear  what  you 
mean  in  paragraph  143.  You  want  to  get 
rid  of  the  special  reconsideration  by  visit- 
ing magistrates  at  the  age  of  21.  Docs 
that  mean  that  all  reviews  are  to-  be  like 
■those  which  take  place  at  21  now — that 
the  magistrate  is  to  have  power  to  decide? 
Or  does  it  mean  that  all  reviews  are  to 
be  merely  advisory  like  all  reviews  by 
magistrates,  except  that  at  the  age  of  21? 

We  cover  that  in  the  next  paragraph. 

We  say  the  magistrate  should  have  power 
to  order  discharge  at  any  of  these  visits, 
and  that  the  parents  should:  be  notified  of 
all  these  visits  and  should  have  the  right 
to  get  an.  independent  examination,  subject 
to  practical  regulations,  and  to  give  evi- 
dence or  be  heard.  It  is  merely  the  present 
provision  that  at  the  age  of  21  the  patient 
is  seen  because  he  is  21,  though  he  may 
have  been-  seen,  six  months  before  or  he 
may  be  due  to  be  6een  six  months  later, 
■that  seems  rather  unnecessary. 

1793.  I am  sorry,  I cannot  see  in  that 
paragraph  any  statement  that  the  magis- 
trate should  have  the  right  to  order  a 

discharge. (Dr.  Walk):  Tt  is  further 

down,  my  Lord,  in  paragraph  149. 

1794.  That  says,  “ on  the  advice  of  the 
medical  officer.”  That  is  not  so  in.  the 
case  of  reviews  at  the  age  of  21.  At  the 
age  of  21  they  can  discharge  without  the 
advice  of  the  medical  officer. — — ■ (Dr. 
Burke):  They  do  not  depend  on  that 
advice,  but  they  have  probably  had  it. 


1795.  You  do  intend  lo  make  the 
magistrates  able  to  order  a discharge  only 

on  the  advice  of  the  medical  officer? 1 

think  so. 

1796.  There  again,  have  you  considered 
the  case  of  a mental  deficiency  hospital 
at  one  end  of  a county  having  allowed 
one  of  its  patients  out  on  licence  who  is 
working  at  the  other  end  of  the  county, 
and  the  magistrates  who  have  seen  the 
licensee  and  have  formed  a definite  opinion 
that  she  ought  to  be  discharged  are  sub- 
ject to  the  consent  of  the  medical  officer 
at  the  other  end  of  the  county  who  may 
not  have  seen  the  patient  in  the  last  six 

years? In  sending  the  forms  to  the 

local  authority  where  the  patient  is  living 
on  licence,  1 have  sometimes  in  my  cover- 
ing letter  said  “ I hope  the  magistrates  will 
discharge,” 

1797.  You  have  said  so? Vo s. 

1798.  But  wc  have  had  evidence  of  a con- 
flict of  opinion  of  that  kind. — -You  have 
to  take  each  case  according  to  the  circum- 
stances. The  patient  has  been  out  on 
licence  for  some  time ; the  views  of  the 
medical  officer  at  the  hospital  are  prob- 
ably not  up  'to  date  compared  with  the 
views  of  the  local  medical  officer  who  has 
soon  the  patient  for  him. 

1799.  (Dr.  Thomas):  May  I ask  a further 
question  with  regard  to  that?  In  the 
event  of  the  magistrate  disagreeing  with 
the  medical  officer,  in  the  case  ot  the 
medical  officer  advising  that  a continuation 
order  should  be  made  and  the  magistrate 
feeling  that  discharge  should  be  granted, 
do  you  consider  that  the  magistrate  should 
■have  tihe  power  of  discharge  irrespective  of 
whether  the  medical  officer  happens'  to 

agree  or  mot? 1 prefer  that  the  whole 

thing  then1  should  go  'before  the  Board  of 
Control,  who  are  expert  and  impartial. 

1800.  Ini  that  case  your  proposal  in 
paragraph  143  will  in  fact  be  depriving  the 
patient  of  one  .opportunity  of  being  dis- 
charged by  the  magistrate  irrespective  of 
the  opinion  of  the  medical  officer.  I think 
what  is  in  our  mind  is  that  some  of  us 
sympathise  with  you  in  not  seeing  any  par- 
ticular point  in  review  at  the  age  of  21, 
but  wc  arc  doubtful  whether  the  mental 
defective  should  be.  deprived  of  ht»  only 
opportunity  of  being  discharged  by  a 
magistrate,  whether  with  or  without  the 
consent  of  the  medical  superintendent.-  ■ 
Yes.  If  the  magistrates  say  discharge  and 
the  doctor  says  no,  it  goes  to  the  Board  of 
Control,  and  wc  have  asked  that  the  Board 
should  be  so  strengthened  that  they  have 
enough  staff  to  send  down  to  see  the 
patient  themselves,  and  wc  would  have  to 
take  their  ruling.  After  all  the  doctors 
have  lived  with  the  -patient  for  years,  and 
the  magistrates  have  seen  them  for  a few 
minutes. 
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1801.  '{Dr.  Rees):  Would  you  be  in 

favour  of  giving  power  of  discharge  ito  the 
Hospital  Management  Committee? No. 

1802.  What  is  the  objection? They 

are  not  trained  for  the  job.  I do  not  think 
they  are  impartial ; .they  are  running  the 
hospital  themselves,  and  I do  not  think 
you  should1  put  the  Superintendent  who 
works  for  them,  if  not  under  them,  in  the 
position  of  disagreeing  with  them  on  a 
purely  medical  'business.  I prefer  the 
magistrate  who  is  at  least  as1  fair-minded 
and  experienced  as  any  management  com- 

(The  proceedings  wen 


mittee,  but  he  should  not  be  a member  of 
it  or  connected  with  it,  but  come  in  from 
outside. 

{Chairman):  I do  not  think  we  shall 
finish  this  section  without  getting  rather 
rushed.  I think  probably  it  is  better  to 
postpone  it  till  later,  and  ask  our  secretary 
to  fix  up  some  later  date  with  you  when 
we  could!  finish  .this.  I am  very  grateful  to 
you  for  having  been  so  patient  with  us. 

(Dr.  Harris.)  We  are  extremely  grateful 
to  you  and  the  Royal  Commission  for 
allowing  us  to  talk  so  much. 

adjourned  accordingly) 
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{27th  October  1954) 


Present 


The  Rt.  Hon.  the  Loro  Percy  of  Newcastle,  P.C.  ( Chairman ) 


Mrs.  H.  A.  Adrian,  J.P. 

Mr.  C.  Bartlett,  R.M.N. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P. 
Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Miss  H.  M. 


Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Dr.  D.  H.  H.  Ti-iomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 

>ley  (Secretary) 


Dr.  Noel  Harris,  M.D.,  F.R.C.P.,  D.P.M.  president  of  the  Dr.  N H.  M. 

Burke,  O.B.E.,  D.P.M.,  Dr.  T.  Tennent,  M.D.,  F.R.C.P.,  D.P.H.,  D.P.M.,  and 
Dr.  A.  Walk,  M.D.,  D.P.M., 


on  behalf  of  the  Royal  Medico-Psychological  Association, 
called  and  examined. 


Miss  M.  L.  Woodhead  was  in  attendance. 


{Chairman):  We  -are  very  sorry  to  have 
taxed  your  kindness  by  bringing  you  back 
for  another  morning,  but  I think  we  re  it 
that  we  did1  net  want  ito  leave  too  many 

loose  end®. (Dr.  Harris ):  We  are  very 

grateful,  my  Lord,  to  the  Royal.  Commis- 
sion for  giving  us  the  amount  of  time  which 
they  have  to  put  forward  our  case. 

1803.  'May  1 cast  back  a little  to  a point 
where  I think  you  were  rather  regretting 
my  saying  that  part  of  your  memorandum 
was  outside  our  terms  of  reference,  and 
that  was  I think  paragraph®  95  to  97, 
where  you  recommend,  rather  on  the 
borderline  of  our  terms  of  reference,  that 
there  should  be  some  means  of  turning  an 
ordinary  certified  patient  into  a Broadmoor 
patient,  'by  transferring  him  to  Broadmoor. 
You  say  you  do  not  suggest  special,  mental 
hospitals  to  deal  with  cases  of.  this  kind, 
on  the  analogy  of  the  special  mental 
deficiency  hospitals,  hut  because  you  do 
not  suggest  that  you  suggest  there  should 
be  power  in  the  Board  of  Control  to  trans- 
fer violent  patient®  to  Broadmoor..  It  would 
be  a little  difficult  to  do  that  without  any 

judicial  procedure,  would  it  not? (Dr. 

Walk):  We  do  not  necessarily  exclude  the 
idea  of  the  special  mental  hospital,  but  we 
think  the  number  of  cases  involved  is  so 
small  that  it  would  hardly  be  worth  while 
making  provision  on  the  same  scale  as  has 
been  done  for  mental  defectives1.  It.  is.  not 
here  a question  of  simple  classification,  of 
removing  large  numbers  of  violent  or 
specially  difficult  patients,  but  of  the  quite 
exceptional  oases,  where  there  is  a really 
serious  danger  of  homicide,  and  where  the 
staff  and  other  patients  in  the  mental 
hospital  are  being  put  into  a very  difficult' 


position.  As  the  numbers  arc  so  small,  wc 
thought  that  the  institution  in  question 
might  weld  be  Broadmoor  itself,  or  possibly 
an  annexe  of  Broadmoor  which  for  this 
purpose  would  not  count  as  part'  of  Broad- 
moor and1  to  which  patients  not  under  any 
kind  of  criminal1  jurisdiction  could  be 
transferred'. 

1804*.  That  is  really  the  thin#  that  I 
wanted1  to  find  out,  whether  this  was  a 
major  problem.  I gather  that  it  may  be 
an  acute  problem  when  it  occurs,  but  it 

occurs  very  seldom? The  numbers  arc 

very  small,  but,  as  you  isay,  the  problem 
can  be  very  acute.  A single  patient  of  that 
type  in  a mental  hospital  can  cause  a great 
deal  of  disruption,  alarm  and  consternation, 
and  unwillingness  to  take  responsibility  on 
the  part  oif  tihe  staff. 

1805.  (Mrs.  Braddock):  Are  you  saying 
that  in  mental  hospital®  at  present  there 
are  no  patients  similar,  from  the.  point  of 
view  of  danger,  to  those  who  are  in  Broad- 
moor? The  only  reason  patient®  are.  in 
Broadmoor  is  that  they  have  been  subject 
to  Court  action.  Are  you  saying  you  have 
no  similar  cases  in  ordinary  mental  hos- 

piila'ls? No,  wc  arc  saying  that  there  jure 

similar  cases,  not  many  but  there  are  a 
few,  for  whom  the  ordinary,  mental  hospital 
is  really  very  inappropriate.  In  some 
quarters  quite  the  opposite  line  has  been 
taken,  namely  the  suggestion  lrn®  been 
made  that  no  so-called  Broadmoor  patients 
— previously  called1  criminal  lunatics — ought 
to  be  sent  to  an  ordinary  mental  hospital 
at  all.  That  wc  think  is  not  right,  because 
the  majority  of  patients*  who  come  to  us 
now  and  are  labelled  Broadmoor  patients 
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are  only  minior  delinquents,  and  there  is 
mo  special  reason-  why  they  should  not  be 
with  us ; they  are  not  essentially  different 
from  other  patiemts.  And,  as  we  say  here, 
if  their  mental  disorder  had  arisen  just  after 
their  discharge  from  prison  they  would  not 
have  ibeeni  classified,  as  criminal  patients, 
so  we  have  no  objection  to  those  being 
with  us,  and  we  have  stated  that  in  our 
previous  paragraphs,  from  paragraph  90 
•onwards.  IBut  there  is  this  very  small 
number  of  other  patients  who  are  a very 
great  , problem,  and  quite  an  acute  problem 
when  these  cases  arise. 

1806.  So  that  when  they  have  finished 
their  sentence,  if  they  have  a specific 
sentence,  irrespective  of  their  mental  con- 
dition they  are  discharged  from  Broad- 
moor, is  that  the  position? A number 

of  patients  are  sent  from  Broadmoor  to  the 
ordinary  mental  hospitals,  because  they 
have  finished  their  sentence.  In  general 
they  are  patiemts  who  can  properly  be 
looked  after  in.  a mental  hospital;  but 
there  may  'be  patients  who  had  much  better 
stay  at  'Broadmoor,  and  at  present  there  is 
no  power  to-  keep  them  at  Broadmoor  if 
their  sentence  has  expired.  We  have  men- 
tioned that  too,  i;n  paragraph  92,  but  as 
the  Chairman'  was-  only  asking  about  para- 
graphs 95  onwards,  we  thought  the  previous 
ones  were  rather  ruled  out 

ll807.  (Mr.  Jackson ):  is  it  not  a fact  that 
■before  1948  'Broadmoor  was  under  the  con- 
trol of  the  Secretary  of  State  and  the  Borne 
Office,  whereas  mental  hospitals  were  under 
the  control  of  .local  authorities,  and  there- 
fore the  Secretary  of  State  was  not  going 
to  keep  in  his  hospital  somebody  whose 
sentence  had  expired?  The  cause  of  that 
has  obviously  ©one  now,  has  it  not? 

Yes,  but  obviously  Broadmoor  cannot  be 
enlarged  indefinitely,  and  the  large  majority 
■of  the  patients  ought  to1  be  sent  out  to 
make  room  for  others. 

1'808-  (Dr.  Greenwood  Wilson ):  What  you 
are  really  seeking  is  a kind  of  preventive 
certification,  preventive  powers? — No,  the 
patient  here  is  already  certified  and  is  in  a 
mental  hospital,  but  he  cannot  be  transferred 
to  Broadmoor  unless  he  has  actually  com- 
mitted an  offence  to  the  extent  of  being 
sent  for  trial  and  being  ordered  to  be 
detained1  during  tier  Majesty’s  pleasure; 
whereas  mental  defectives  can  be  trans- 
ferred to  State  Institutions  by  administra- 
tive action.  ‘"W e would  like  something 
similar,  on  'a  very  small  scale,  and  it  may 
be  that  the  solution  might  be  such  a thing 
as  an  annexe  or  part  of  Broadmoor  which 
would  be  declared  to  be  an  ordinary  mental 
hospital. 

(Chairman):  H think  we  have  probably 
said  enough  about  that.  Turning  to  the 
■point  where  we  left  off,  somewhere  about 
paragraph  144  . . . (Dr.  Harris) : _ For- 

give me  interrupting,  my  Lord,  but  if  you 


are  going  forward,  there  is  a point  an  para- 
graph 133  which  we  would  like  to  clarify, 

•if  you  would  allow  us  to,  as  it  seems  open 
,to  misinterpretation,  and  IDr.  Burke  would 
like  to  mention,  that,  if  we  may. 

1809.  Yes,  please. (Dr.  Burke):  The 

trouble,  Sir,  seems  to  be  on  our  saying  that 
no  power  to  order  discharge  should  be 
given  to  the  parent  who  by  definition  has 
failed1.  We  have  looked  at  that  again,  and 
we  realise  that  when  we  said  that  we  were 
only  thinking  of  the  parent  who  had 
definitely  failed,  'and  we  had  forgotten  what 
one  might  for  convenience  call  the  good 
parent,  who  had  not  placed  his  child  under 
care  because  the  child  was  over  16,  and 
under  our  suggestions  the  parent  had  not 
got  the  power  to  place  him,  though  he 
might  have  been  very  willing.  So  we  did 
slip  up  there.  And  yet,  though  it  seems 
rather  hard  for  a good  parent  not  to  have 
power  to  discharge,  we  have  given'  the 
reason  in  paragraph  133  why  we  think  it 
would  be  a mistake  for  any  parent  to  have 
the  power  of  discharge,  and  you  cannot 
distinguish  between  two  kinds  of  parents. 

In  practice  we  think  it  would  not  be  so 
hard,  because,  if  you  look  at  the  whole 
picture,  he  can  discuss  the  question  with 
■the  doctor  and  either  may  persuade  the 
other ; he,  being  what  we  describe  as  a 
good  parent,  has  a very  good  likelihood  of 
persuading  the  doctor,  or,  'being  a good 
parent,  it  may  'be  the  doctor  will  persuade 
him.  It  is  not  quite  so  black  as  the  simple 
words  look.  Then  he  can  still  write  , to  the 
Board  of  Control,  and  in  our  suggestions 
we  want  to  strengthen  the  Board  of  Con- 
trol so  that  it  can  deal  if  necessary  by  visit 
on  any  question  of  doubt  such  as  this,  and 
settle  the  matter  as  it  were  from  outside. 
And,  further,  we  do  recommend  that  the 
parent  shall  have  .been  heard  or  represented 
at  the  hearing  of  the  petition  which  puts 
the  boy  in'.  If  there  is  real  anxiety  about 
•this  we  would  be  willing  to  go  further  and 
to  say  that  the  justice  himself  should  have 
the  power  to  ask  for  independent  psychiatric 
advice  when  he  hears  the  petition,  and  to 
defer  the  decision  until  this  advice  is  avail- 
able, possibly  with  .the  boy  being  kept  in 
a place  of  safety  condition  while  waiting. 
We  think  that  our  refusal  to  recommend 
that  the  parent  should  be  able  to  order 
discharge  is  not  really  as  bad  as  it  looks, 
and  that  we  could  make  it  even  better  in 
■this  sort  of  way. 

1810.  Yes.  On  referring  to  the  transcript 
of  your  previous  evidence,  I still  am  not 
entirely  sure  what  your  deliberate  recom- 
mendation is  about  the  visiting  magistrate, 
whether  he  should  have  power  at  periodic 
reviews  to  order  discharge,  or  only  to 

recommend  discharge. May  I remind 

you  of  the  complete  picture  on  that,  also. 
Sir  -because  you  will  get  a false  impression 
perhaps  if  you  look  at  only  a part  of  our 
proposals.  First  of  all,  we  put  in  an  extra 
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visit  at  t'he  end  of  the  fifth  year,  which  is 
an  advance  on  what  is  done  at  present. 
Then  we  give  the  power  to  discharge  on 
the  advice  of  the  medical  officer  at  every 
visit  . . . 

1811.  On  the  advice  of  the  medical 

officer? Yes,  at  every  visit,  not  only  at 

age  21. 

1812.  At  age  2«1  at  present  the  magistrate 
has  power  to  discharge  the  patient  even 

against  the  medical  officer’s  advice? Yes. 

Then  we  give  the  right  to  the  parents  to 
be  present  or  to  'be  represented  at  every 
visit,  and  to  bring  in  independent  psychiatric 
opinion  at  every  visit.  And  in  the  case  o.t 
disagreement  between  the  justice  and  the 
medical  officer  we  leave  it  as  now  to  the 
Board  of  Control,  in  other  words,  the  two 
reports  go  up,  then  the  Board  enquires  and 
as  I said  before,  we  want  the  _ Board 
strengthened  so  that  it  can  do  this  even 
better  than  it  does  now.  There  is  a 
suggestion  of  a complaint  that  the  Board 
always  supports  the  doctor,  but  we  would 
say  it  is  not  impossible  that  the  experts 
may  be  right  and  that  the  support  goes  to 
the  medical  side  because  it  happens  to  be, 
■in  the  opinion  of  the  Board,  the  wisest 
thing  to  do.  After  all,  we  regard  the  thing 
as  in  the  nature  of  an  appeal.  If  the  two 
•bodies  disagree,  it  is  in'  the  nature  of  an 
appeal,  and  one  ought  ffi  accept  the  appeal 
ruling.  We  would  point  out  that  the 
justices  are  providing  an  extra  cheek,  and 
are  not  the  only  means  of  discharging.  I 
think  there  may  be  a feeling  that  at  is 
only  the  justices  at  their  quarterly  visits 
who  discharge.  Actually,  discharges  arc 
going  on  all  the  time,  and  they  are  going 
■on  usually  at  the  instigation  of  the  patients 
themselves,  or  the  parents,  or  at  the  initia- 
tion of  the  hospital  itself,  usually  after  a 
period  of  licence  for  trial  and  for  further 
preparation  for  .life.  Then  on  this  question 
of  disagreement  between  the  justices  and 
the  doctor,  at  the  quarterly  visits,  we 
wonder  if  it  is  a real  issue.  I have  had 
23  years  dealing  with  these  quarterly  visits 
of  magistrates,  both  in  London  and  in 
Hertfordshire  in  two  different  hospitals,  and 
I cannot  ever  remember  a disagreement 
between  them  and  me  on  the  question 
whether  a patient  should  be  discharged,  so 
we  do  wonder  if  there  is  really  much  behind 
it.  Again,  if  there  is  real  anxiety  on.  this 
point  we  suggest  it  should  be  possible  for 
the  justice  to  get  an  independent  psychiatric 
opinion,  and  defer  his  decision  until  the 
next  quarterly  visit,  if  they  cannot  agree. 

1813.  'But  we  are  talking  now  about 

visitation. Yes,  the  reconsiderations'. 

1814.  Which  take  place  every  quarter? 
Yes,  we  call  them  the  quarterly  visits. 

1815.  There  is  perhaps  a case  for  allow- 
ing considerably  more  latitude  with  regard 
to  lime  at  these  periodical  reviews,  so  that 
the  Board  of  Control  or  anybody  else  does 


not  have  to  come  to  a decision  within  a 
stated  period,  or  within  too  short  a stated 

period? -At  present  there  is  not  much 

latitude,  they  have  only  got  the  few  weeks, 
■but  I think  that  could  be  dealt  with.  The 
Board  were  given  an  extra  few  days  in 
the  1938  Act,  because  they  found  they 
could  not  always  get  the  papers  through 
by  the  right  date. 

1811b.  My  impression  from  some  evi- 
dence that  we  have  had.  is  that  the  talk 
about  the  Board  of  Control  always  taking 
the  doctors’  side  against  the  magistrates 
is  very  often  due  to  the  fact  that  when 
there  is  a conflict  the  Board  of  Control’s 
custom  is,  as  1 understand,  invariably,  in 
order  to  meet  the  difficulty  of  time,  to  issue 
a continuation  order  and  then  to  consider 
the  case.  The  magistrates,  of  course, 
suppose  that  by  issuing  a continuation 
order  the  Board  of  Control  has  ruled 
against  them,  whereas  in  fact  they  haye 
only  continued  the  order  temporarily  in 
order  to  gain  time. — —l  should  think  that 
is  what  they  do.  It  is  all  rather  secret  as 
far  as  wc  arc  concerned. 

1817.  There  is  one  other  point  I would 
like  to  put  to  you  on  this.  The  case  for 
the  magistrates  keeping  a rather  larger 
function  in  regard  to  mental  deficiency  than 
in  regard  to  mental  disorder  is,  I have 
always  understood,  the  ground  that,  institu- 
tionalising mental  defectives  is  a social 
problem  and  depends  very  largely  upon  the 
character  of  the  home  and  so  on,  and.  that 
the  magistrate  ini  at  any  rate  a provincial 
area  .is  a good  deal  belter  qualified  by  his 
local  knowledge  to  judge  the  chances  of  a 
mental  defective  getting  on  decently  in  his 
own  home  environment,  and  the  opportuni- 
ties 'he  has  for  local  employment,  and  so 
on.  You  do  not  replace  the  magistrate  s 
judgment  by  bringing  in  the  Board,  of  Con- 
trol ; however  efficient  the  Board'  of  Control 
inspectorate  may  be,  they  have  not  got  the 
local  knowledge,  and-  you  are  really  cutting 
away,  it  seemsi  to  me,  the  main  ground  on 
which  you  continue  the  magistrates.’  func- 
tions in  the  case  of  mental  deficiency. — 
The  magistrate  may  happen  to  know  the 
district  from  which  .the  patient  comes,  hut 
I suppose  .in  the  majority  of  cases  he  does 
not  really  know,  because  a county  may  be 
some  30  miles  across  in  each  direction,  and 
he  may  come  from  one  edge  of  the  county 
and  know  nothing  about  the  other.  What 
they  .really  go  by  is  the  report  of  the  social 
worker  who  has  visited  the  home,  especi- 
ally for  the  purpose,  just  beforehand,  and 
i.s  trained  in  the  job  ; her  report  is.  available 
to  them,  and  the  same  information  goes 
to  .the  Board1.  I do  no l think  the  local 
knowledge  of  the  magistrate  matters  so 
very  much. 

1818.  You  have  not  had  very  much  per- 
sonal experience  of  what  I should  call  a 
real  provincial  county,  a county  in  the  west 
or  south-west,  Devonshire  for  example? 
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1 was  20  years  in.  Hertfordshire  ; that 

is,  of  course,  just  outside  London. 

18  19.  Hertfordshire  is  tied  up  with 
•London. Yes,  it  is. 


1820.  The  difficulty  there  is  that  you  tend 
to  have  visiting  magistrates  in  the  country 
passing  judgment  on  London  children, 
whose  homes  they  know  nothing  about  and 

can  know  nothing  about. There  are  very 

few  of  those,  they  are  mostly  county 
patients ; they  come  from  the  catchment 
area  which  is  mostly  round  about  the  hos- 
pital. There  are  only  a few  who  come  from 
a distance. 


1821.  (Dr.  Thomas):  I can  quote  the  pre- 
sent  figures,  if  I may.  There  are  only  48, 

I think,  from’  outside  of  Hertfordshire,  so 
that  the  population  is  a Hertfordshire  one 

in  that  hospital. (Dr.  Walk).:  The  idea 

that  the  justice  can.  really  act  as  a substi- 
tute for  a social  worker  seems  somewhat 
out  of  date.  Perhaps  when  the  Mental 
Deficiency  Act  was  first  passed  it  may  have 
been  .that  the  justice  was  the  person,  who 
would  have  local  knowledge,  'but  we  would 
not  feel  that  that  is  so  now.  We  have 
stressed  at  every  stage,  both  at  the  making 
of  the  original  order  and  in  the  periodic 
investigation,  .that  the  magistrate  should 
•have  before  him  really  full  and  skilled  evi- 
dence on  which  to  judge.  We  stress 
this  at  the  time  o;f  the  original  judi- 
cial order  ; we  emphasise  that  the  medical 
report  and  certificate  should  be  given  by  a 
skilled  psychiatrist  with  special  experience 
in  this,  field.  And  when,  we  say  that,  we 
do.  not  stress  the  psychiatrist’s  experience  in 
any  spirit  of  professional  jealousy.  If  the 
evidence  can  toe  given  toy  the  full  team, 
consisting  of  the  psychiatrist,  the  psycholo- 
gist, the  social  worker,  the  mental 
welfare  officer,  and1  so  forth,  so.  much  the 
better.  We  would  like  very  full  evidence 
put  ibefore  the  magistrate,  and  similarly  at 
the  time  of  their  reconsiderations ; with  the 
extra  safeguards  that  we  suggest  here, 
especially  in  paragraph.  144  as  to  the  proce- 
dure at  each  reconsideration,  and  if  Dr. 
Burke’s  additional  suggestion  of  a possible 
postponement  fo.r  further  consideration 
were  adopted,  we  think  that  eventually  the 
magistrates’  final  opinion  would  carry  much 
more  weight  than  it  does  now,  and  that 
there  would  be  much  less  likelihood  of  the 
kind  of  conflict  that  is  said  to  exist  at 
present. 

1'822.  ( Chairman):  Yes.  There  is  one 
other  point  on.  these  paragraphs  on  which 
I would  like  to  be  clearer ; I am  not  sure 
that  we  dealt  fully  enough-  with  your  view 
of  the  functions  of  the  Hospital  Manage- 
ment Committee.  We  have  had  recom- 
mendations tending  towards  putting  tne 
Hospital  Management  Committee  -more  o.r 
less  in  the  .place  of  -the  justices,  with,  powers 
of  discharge,  responsibility  to  consider  dis- 
charge, and  so-  on.  What  is  y-our  view 


about  the  functions  of  a Hospital  Manage- 
ment Committee  of  a mental  hospital  or 
mental  deficiency  hospital?  Should  they 
toe  .purely  concerned  with  financial  and 
•other  general  administrative  questions,  as 
they  are  in  an  ordinary  general  hospital,  or 
should  they  .have  some  direct  responsibility 
for  the  admission  and  discharge  of  patients, 

or  for  keeping  a watch  on-  patients? 

(Dr.  Burke):  In  mental  deficiency  I should 
say  they  are  there  to  provide  a good  hos- 
pital and  to  satisfy  -themselves  that  it  is 
doing  its  jobs  for  its  patients.  I do  not 
think  they  are  elected  or  nominated,  or 
trained  or  qualified,  except  in  a very  few 
cases,  for  anything  on  the  medical  side. 
They  are  not  trained  in  the  subject  of  the 
patients’  illness,  in  fact  you  have  to  spend 
some  years  as  Superintendent  trying  to 
train  them,  and  I do  not  think  they  should 
have  anything  to  do  in  an-  active  way  with 
discharging,  or  anything  like  that.  That  is 
medical.  They  are  there  to  see  that  they 
have  good  servants,  who  do  their  job  and 
do-  i.t  well,  and  that  the  public  is  satisfied. 
It  has  been  suggested,  1 know,  that  the 
Hospital  Management  Committee  should  do 
its  own  visitation  and’  discharging.  We  do 
not  think  they  are  qualified  for  that.  As  for 
the  visitation,  it  seems  to  toe  wrong  to  give 
that  to  people  who  are  already  prejudiced 
either  in  favour  of  the  hospital  or  in  favour 
of  the  doctors  of  it,  and  will  be  inclined 
to.  take  a side — not  perhaps  intentionally — 
tout  it  is  inevitable,  and  jt  is  introducing  the 
danger  either  of  taking  sides  with  the  doctor 
again-st  the  patient,  perhaps,  or  of  possibly 
unnecessary  .clashes  with  the  people  they 
have  got  to  work  with.  We  would  much 
rather  get  in  somebody  from  outside  to  do 
this  visitation,  because  he  comes  in  without 
feeling  that  “I  must  support  my  show”. 
It  has  always  seemed  to  me  wrong  that  a 
magistrate  should  come  in  for  quarterly 
visits  who  happens  to  be  a member  of 
the  Hospital  Management  Committee.  It 
seems  to  me  totally  wrong. 


1823.  I appreciate  that  point  of  view,  but 
the  Hospital  Management  Committee  is  in 
law  responsible  for  the  detention  of  all 
.people  detained  in  the  hospital,  and  can  be 
sued  for  illegal  detention.  It  may  be  only- 
one  of  those  formal  legal  positions  which 
look  very  toad  on  paper,  which  are  not 
perhaps  seriously  inconvenient  in  practice. 
Within  your  knowledge,  has  any  suit  oi 

that  kind  arisen? 'Not  on  this  charge.  I 

think.  There  was  a famous  case  up  in 
Lancashire  about  a patient  on  licence  who 
misbehaved,  in  the  pre-Health  Service  days, 
and  the  Committee  had  to  pay  a large  sum 
of  money ; I think  they  had  to  pay  for  the 
doctor’s  share  too. 


1824.  That  was  not  a suit  for  illegal 
detention  tout  for  unwise  release?— -lhat 
is  right,  yes.  I do  not  remember  a discharge 
problem. 
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is-') 5 Mrs  Braddock : You  do  not  think 
it  (is  a function  of  the  ■Hospital  (Management 
Committee  to  know  what  is  ha^enmg  to 
©very  patient?  I should)  have  thought  the 
members  of  the  Hospital  Management  Com- 
mittee were  there  in  order  to  toe  certain 
that  there  was  nobody  detained  in  tne 
hospital  who  should  not  be  detained. 
They  make  their  monthly  visits,  they  see 
every  .patient  in  the  hospital ; they  can 
speak  to  whom,  they  like ; patients  can  ask 
to  he  seen — *1  do  not  think  that  , is  laid  down 
in  law,  tout  it  would  toe  done  in  practice*-— 
patients  ask  to  toe  seen  and  they  have  to 
toe  seen,  and  I think  the  members  of  the 
Committee  have  every  chance  to  see  that 
things  are  going  well,  and  they  can  question 
the  doctor  about  any  patients.  I have  often 
been  questioned:  “'What  do  you  think 
albout  such  and  such  a boy  ”,  or  I have 
heard,  outside  ”■ — if  he1  is  going  out  to  daily 
work— “ that  .people  are  suggesting  he  ought 
to  toe*  outside.  What  about  it?”  You  can 
explain  to  them,  and  if  they  are  not  satis- 
fied they  can  question  you.  You  usually 
explain  the  thing  tin  a friendly  way. 

1826.  (Mr.  Jackson):  If  you  feel  that 
the  Hospital  Management  Committee  is  not 
a suitable  toody  for  this  .purpose,  that  leaves 
presumably  either  the  justices,  a local  body, 
or  the  Board*  of  Control  or  some  central 
toody,  or  can  you  think  of  anybody  else? 

.No ; ,we  want  the  justices  with  the 

Board  behind  them. 


1:827.  So  it  come®  down  to  a choice  of 
justices,  with  the  Board  behind  them,  or  the 
Board  alone,  does  it  not?— Yes,  I suppose 
so. 

1828.  (Mrs.  Braddock):  Do  you  think  a 
member  of  the  Hospital  Management  Com- 
mittee would  toe  .influenced  by  the  officials 
of  the  hospital  against  the  interests  of  the 

patient  in  the  hospital? -I  do  not  think 

he  would  consciously,  tout  he  has  worked 
with  the  doctors  for  a long  time,  he  has 
been  used,  to  discussing  things  and  taking 
adtvice,  sometimes,  and  1 think  it  would  be 
an  unconscious  tendency.  On  the  other 
hand,  if  the  visitors  happened  to  _ dislike 
the  doctor  they  would1  probably  toe  inclined 
to  disbelieve  what  he  had  advised. 


1829.  JI  have  not  found  that.  O’n  Hospital 
Management  Committees  I have  found  that 
mostly  they  take  a very  impartial  view.  Do 
you  not  think  that  in  the  main  the  type 
of  people  who  have  been  selected*  to  serve 
on  Hospital  Management  Committees  are 
able  to  weigh  up  the  whole  of  the  situation 
.probably  better  than-  somebody  who1  is 
brought  in  from  outside,  because  they  have 
actual  contact  with  tooth  sides,  tooth  the 

official  side  andi  the  patient’s  side? (Ur. 

Walk) : As  far  as  the  mental  hospitals  are 
concerned,  we  are  not  dissatisfied  with  the 
present  set-up,  and  we  have  not  asked*  for 
any  serious  'changes.  The  Management 
Committee  is  the  successor  of  the  old 


Visiting  Committee,  which  of  course 
originally  consisted  of  justices,  since  the 
county  administration  was  in  the  hands  or 
the  justices.  Traditionally  they  are,  as  lias 
been,  pointed*  out,  the  guardians  of  the 
patients,  and  i*t  has  always  toeen  regarded 
as  one  of  the  established  safeguards  that 
the  Hospital  Management  Committee  should 
take  part  in  this  responsibility.  The  only 
changes  we  have  recommended  here  arc 
.that  the  Management  Committee  should*  not 
act  as  a drag  on  the  discharge  of  patients, 
which  they  do  at  present  because  the  power 
of  discharge  is  vested  exclusively  in  them 
and  in  the  relatives  tout  not  in  the  Medical 
Superintendent ; we  have  suggested  that  if 
the  Medical  'Superintendent  wants  to  dis- 
charge the  patient  he  should  toe  able  to.  do 
so  and  not  have  to  tell  the  patient  that  he 
must  wait  for  the  next  meeting  of  the 
Management  Committee.  There  is  another 
reason  for  that,  that  the  patients  are  liable 
to  get  a false  idea  of  what  is  required,  of 
them,  which  is  rather  encouraged,  by 
the  customary  wording  of  letters  which 
they  receive  from*  the  Board  of  Con- 
trol. The  patient  writes  to  the  Board 
of  Control  asking  for  his  discharge ; 
and  the  'Board  of  Control  makes  enquiries, 
but  what  the  patient  gets  is  a letter  saying 
that  his  discharge  is  in  the  hands  of  the 
Management  Committee ; with  the  result 
that  the  patient  imagines  that  what  lie  has 
got  to  do  is  not  to  take  the  doctor’s  advice 
as  to  how  he  should  improve  his  condition, 
but  to  hang  about  the  corridors  in  the 
hospital  hoping  to  meet  a member  of  the 
Management  Committee,  in  the  hope  that 
he  will  order  his  discharge  forthwith.  You 
have  patients  who  live  from  one  Committee 
day  to  another,  and  do  not  pay  much  atten- 
tion to  the  real  question  or  the  real  issue 
of  their  illness,  but  are  merely  hoping  from 
month  to  month  that  perhaps  the  Com- 
mittee will  discharge  them.  So  we  would 
like  to  bring  the  Medical  Superintendent 
much  more  into  the  picture  officially  there. 

We  have  not  suggested  that  the  power 
that  three  members  of  the  'Management 
Committee  have  to  order  discharge  against 
advice  should  be  abolished: ; in.  fact  we 
have  not  suggested  it  should  he  altered  at 
all,  although  the  Macmillan  Commission 
did  go  further  in  that  direction  and  suggest 
that  if  the  Management  Committee  wished 
to  overrule  the  Medical  Superintendent  it 
should  toe  done  by  the  whole  committee  and 
not  merely  toy  three  members;  but  we  have 
not  suggested  that,  we  have  left  it  as  it  is. 

The  one  suggestion  that  we  arc  very 
much  opposed  to — we  had  meant  to  deal 
with  that  later  under  the  heading  of  the 
central  authority — is  the  suggestion  which 
has  been  made  by  the  Ministry  of  Health 
that  the  central  scrutiny  of  recertification 
documents  should  be  done  away  with,  and 
that  this  should  be  handed  to  tnc  Manage- 
ment Committees  themselves*;  in  other 
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words,  the  Management  Committee  should 
have  as  one  of  their  functions  at  every 
meeting  the  work  of  scrutinising  a large 
number  of  these  documents  and  making  a 
decision  whether  the  order  should  be  con- 
tinued or  not.  For  that  purpose  we  think 
Management  Committees  are  not  suitable. 
For  one  thing  it  would  mean  a reduction 
in  the  number  of  safeguards  you  have, 
because  at  present  the  Management  Com- 
mittee is  one  safeguard  and  the  scrutiny  by 
the  .Board  of  Control  is  another,  and  this 
would  reduce  it  to  the  Management  Com- 
mittee alone.  In  the  second  place  there 
would  be  no  chance  of  any  uniformity  as 
to  the  standard  by  which  the  patient’s  need 
for  continued  retention  in  hospital  caw  be 
judged.  Different  Committees  would  have 
entirely  different  ideas  and  different  stan- 
dards, and  the  medical  officers  would  soon 
learn  to  adapt  their  certificates  and  reports 
to  the  peculiarities  or  idiosyncrasies  of 
individual  members  of  the  Committee, 
instead  of  having  a uniform  standard  of 
report  which  is  adapted  to  the  impersonal 
consideration  of  the  Board  of  Control,  and 
that  would  be  a very  bad  thing.  Thirdly, 
this  would  not  be  done  impersonally  but 
by  people  who  are  known  individually  to 
the  medical  staff,  and  there  would  be  plenty 
of  opportunity  for  awkwardness  and  fric- 
tion. Mrs.  Braddock  has  said  that  the 
members  of  the  Hospital  Management  Com- 
mittee exercise  their  duties  impartially,  and 
no  doubt  a great  many  do  ; but  neverthe- 
less in  our  experience  we  have  often  had 
members  who  have  taken  the  line  that  they 
would  never  venture  to  disagree  with  the 
medical  officer’s  opinion  ; and  on  the  other 
hand  one  has  others  from  time  to  time  ot 
a more  independent  spirit,  who  are  inclined 
to  make  a habit  of  disagreeing.  The  whole 
position,  it  seems  to  us,. would  be  chaotic; 
there  would  be  no  consistency  or  uniform- 
ity, and1  we  are  therefore  very  much 
opposed  to  this  suggestion. 


1830.  KMrs.  Adrian)-.  Could  I ask  why 
you  have  not  suggested  that  the  Medical 
Superintendent  of  a mental  deficiency 
hospital  should  have  power  to  discharge  on 
his  own  authority,  whereas  you  have  sug- 
gested that  the  Medical  Superintendent  of 
a mental  hospital  should?— — (Dr.  Burke)’. 

I think  we  are  satisfied  with  things  as  they 
are.  We  do  in  fact  discharge,  only  we  do 
it  by  making  a recommendation  to  the  ‘Board 
of  Control ; it  is  rather  a cumbersome  pro- 
cedure ; you  have  got  to  send1  them  an 
awful  lot  of  literature.  Another  means  is 
by  taking  the  opportunity  of  a quarterly 
visit  and  asking  the  magistrates  if  they  will 
do  it ; you  arrange  with  them  to  put  in  a 
similar  report.  I have  often  used . jb 
quarterly  visit  as  an  easier  means  ot  getting 
a patient  out,  because  it  is  very  much  less 
work,  and  if  they  are  coming  within  a 
few  weeks  that  is  a simple  thing. 


1831.  (Dr.  Thomas ):  It  is  the  case,  is  it 
not,  that  the  majority  of  patients  discharged 
from  mental  deficiency  hospitals  are  not 
discharged  by  magistrates  at  all,  but  by 
the  recommendation  of  the  Medical  Super- 
intendent and  the  Management  Committee 

to  the  Board  of  Control? I think  that  is 

the  main  method  of  getting  out.  The  other 
one  of  course  is  absconding  and  staying 
out  long  enough. 


1832.  The  other  point  I wanted  to  come 
back  to  on  paragraph  149  is  that  we  have 
not  had1  a specific  answer  to  the  point  I 
raised  last  time,  namely,  are  you  recom- 
mending that  the  magistrates’  authority  to 
discharge  a patient  outright,  irrespective  of 
the  advice  of  the  medical  officer,  at  the  age 

of  21,  should  be  abolished?-; We  are 

suggesting  that  the  21  visit  is  itself  redun- 
dant. We  do  not  feel  strongly  about  it. 

In  an  earlier  draft  of  the  memorandum  we 
said  we  thought  there  might  be  some  legal 
reason  why  the  examination  at  age  21  was 
necessary,  but  apart  from  that  we  see  no 
particular  point  in  it.  You  may  have  an 
age  21  visit  occurring  within  three  months 
of  an  ordinary  quarterly  visit,  either  before 
or  after ; you  have  the  patient  keeping  on 
coming  up,  and  fresh  reports  being  written, 
and  it  seems  rather  absurd.  It.  is  only  tor 
that  reason,  just  for  a little  tidiness,  that 
we  suggest  that  the  age  21  visit,  is  un- 
necessary; at  the  same  time  we  increase 
the  powers  of  getting  out  at  all  the  otner 
visits,  and  we  add  a visit. 

1833.  (Chairman)-.  I have  got  nothing 
more  till  we  come  to  paragraph  162,  which  1 
suppose  we  ought  to  notl5e . ]^St  tinfnr'?; 
Can  you  expand  paragraph  162  at  all?  How 
does  this  arise,  in  your  expenence 
are  very  uncertain  of  the  position  of.  a 
defective  who  is  under  an  order,  in  making 
any  sort  of  legal  contract,  m&rnzge,  °r 
ine  or  selling  a house,  or  anything  else  We 
d?  not  feel  quite  happy  about  whatever 
happens  to  him  in  the  way  of  crimes^  and 
offences.  We  think  it  is  all  a bit  vague.  A 
bigger  difficulty,  of  course,  is  Aatwedo 
not  know  his  real  position  m law  if  he  is 
chareed  with  a major  offence.  The 
M’Naghten  Rules  do  not  seem  to  apply 
Mm  properly,  and  we  do  v® 

ic  iHe  does  not  ever  get  hanged  if  he 
coiti  a aS?de?-at  least,  I do  not  flunk 
,-u-  rjoes — but  it  is  more  by  arrangement,  I 

Jhi4,  through  ‘hat  tavestigauon  Wg 

fte«“rro“mnte  1 general  reconsideration 
and  clarification. 

1834  Has  it  ever  struck  you  that,  the 

need  for  clarification  may  not  be  a clanfica- 
Son  of  the  law  but  a clanficahon  of  the 
facts  on  which  the  law  proceeds  and  the 
lnnier  and  more  general  your  definition  of 
mental  deficiency  becomes  the  more  difficult 
he  to  deprive  a person  of  any 
Svulte^s^heTesult  of certification? 
If  your  definitions  in  your  paragraph 
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were  adopted,  many  people  would  feel  that 
nobody  should  be  deprived  of  their  civil 

rights  on  that  kind  of  diagnosis. 1 think 

we  see  that,  'but  we  do  feel  uncomfortable 
about  the  whole  thing.  At  present  we  have 
to  exercise  judgment  very  much' : “ Does 
this  patient  really  understand  when  he  is 
asked]  to  do  something  about  an  insurance 
policy?  Does  he  know  wharf  it  is  all  about 
when,  you  ask  him  to.  sign?  ” 

(Chairman):  Up  to  paragraph  163,  has 
any  other  member  of  the  Commission  any 
questions  to  ask? 

1835.  (Dr.  Thomas ):  I would  like  to  ask 
a question  on  community  care.  We  have 
had  evidence  from  many  witnesses  suggesting 
that  a greater  use  should)  be  made  of  com- 
munity hostels  for  higher-grade  patients, 
and  'some  appear  to  have  gone  as 
far  as  to  suggest  that  those  people  should 
not  have  any  communication  with 
psychiatric  opinion  at  all.  1 would  like  to 
ask  the  Association  their  views  about  com- 
munity hostels  for  mental  defectives,  either 
for  those  who  have  not  been  in  a hospital 
at  all  and  may  not  require  institutional  care, 
or  for  those  who  have  left  hospital  and  are 
in  the  process  of  rehabilitation ; for 
instance,  who  should  be  responsible  for 
them  in  general,  the  local  health  authority 

or  the  hospital? We  think  there  is  room 

for  several  arrangements.  There  are  de- 
fectives who  are  not  under  order,  whom 
the  local  authority  is  supervising,  who  need 
homes  or  need  possibly  a rather  better  or 
more  suitable  home  than  their  own.  There 
is  no  reason  why  the  local  authority  should 
not  run  a hostel  where  such  people  could 
live  and  be  cared  for,  see  that  they  change 
their  clothes  and  that  sort  of  thing,  and  are 
properly  fed,  and  from  which  they  could 
go  to  work.  Exactly  the  same  thing  is 
wanted  in  relation  to  the  hospitals  them- 
selves. Only  some  of  the  hospitals  even  yet 
have  got  their  own  hostels  for  their  own 
patients  still  under  order.  We  regard  it  as  a* 
most  necessary  part  of  the  hospital’s  work, 
and  a very  important  step  towards  getting 
patients  back  into  the  community,  and  we 
suggest  that  it  might  be  possible  for  some 
of  these  hostels  to  be  run  jointly,  either  the 
Regional  Board  could  run  .one  and  admit 
lodgers  from  the  local  authority,  or  possibly 
the  local  authority  might  run  one  and  admit 
lodgers  from  the  hospital,  just  according  to 
circumstances  and  according  to  the  needs  of 
the  patient.  We  think  the  whole  thing 
should  be  very  fluid.  But  on  the  question  of 
psychiatric  advice,  in  paragraph  156  we  say 
that  when  there  is  a suggestion  of  deficiency 
the  local  authority  should  have  the  advan- 
tage of  the  advice  of  somebody  who  knows 
something  about  .it,  which  is  not  always  the 
case  at  present.  We  d'o  say  that  they  should 
have  skilled  psychiatric  assistance.  We  have 
seen  statements  that  these  places  should  on 
no  account  have  anything  to  do  with  the 
hospitaf,  and  so  forth,  which  seems  to  us 


rather  ridiculous,  because  the  hospitals  have 
practically  all  the  people  who  know  the 
subject. 

1836.  (Dr.  Greenwood  Wilson ):  In  para- 

graph 150  you  say  that  “a  patient  dis- 
charged from  order  but  still  needing  super- 
vision can  only  receive  this  if  he  is 
‘ascertained’  as  a new  case  by  the  local 
authority.  We  recommend  that  it  should  be 
made  possible  for  a .patient  to  be  discharged 
directly  to  statutory  supervision.”  To  wliat 
kind  of  case  do  you  refer?  What  kind  of 
patient  discharged  from  order  would  you 
like  to  discharge  direct  to  supervision  by  the 
local  authority? 1 think  that  would  pro- 

bably mostly  apply  to  children — not  entirely. 
It  would  .probably  apply  to  the  higher-grade 
imbeciles,  andi  the  lower-grade  feeble- 
minded, who  have  adequate  homes  to  go 
to,  but  where  both  the  homes  and  the 
patients  will  be  the  better  for  some  skilled 
visitor  to  come  in  and  see  that  things  are 
all  right,  and  give  some  advice.  Supervision 
is  very  good  in  the  cases  that  do  not  need 
in-patient  treatment,  and  we  think  it  would 
he  very  useful  for  those  who  cease  to  need 
in-patient  treatment,  and  would  help  perhaps 
to  gel  them  out  more  quickly. 

1837.  if  Chairman):  Do  you  think  the 

difference  between  statutory  supervision  and 
voluntary  supervision,  is  worth  preserving? 
1 do  not  think  there  is  any  difference. 

1838.  You  can  always  discharge  a patient 
to  voluntary  supervision  now,  but  if  there 
is  no  difference  .between  voluntary  super- 
vision and  statutory  supervision,  why  do  you 
want  specially  to  be  able  to  discharge  them 
to  statutory  supervision?—  -You  mean 
after  discharge?  I was  .thinking  of  before 
admission.  It  is  just  that  there,  is  a little 
more  authority,  1 think,  behind  statu- 
tory supervision.  The  local  authority  have 
got  the  name  on  their  books,  and  the 
patient  is  on,  the  visiting  list,  and  they  prob- 
ably would  look  after  him  a little  more 
thoroughly.  I think  .that  is  about  all  there 
is  to  it. 

1839.  A good  local  authority  has  .prob- 

ably got  the  names  of  all  those  who  arc 
voluntarily  under  the  supervision  of  its  men- 
ial welfare  'officers? Yes.  1 do  not 

think  anybody  really  knows  .the  difference 
exactly,  any  more  than  anybody  knows 
why  you  get  under  supervision  at  all. 

1840.  (Mrs.  Braddock):  Going  back  to 
the  question  of  hostels  again,  do  you  think 
that  a mental  defective  who,  because  _ of 
his  improvement,  is  released  from  hospital 
either  on  licence  or  altogether,  should 
always  have  some  contact  with  the  mental 
health  services?  Do  you  mean  that  they 
should  never  be  allowed  to  go  completely' 
free?  II  am  following  up  the  statement  that 
you  made  about  contact  between  hostels 
and  the  hospital  medical  staff.- — Cnee 
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they  are  discharged  they  are  free,  and  no- 
body can  touch  them.  Until  they  are  dis- 
charged they  belong  to  the  hospital,  and 
the  main  distinction  that  we  see  there,  I 
think,  is  that  as  long  as  the  patient  is 
under  order  not  only  can  he  be  controlled 
but  also  the  hospital  has  the  right  to  help 
him,  and  that  is  frightfully  important.  We 
can  have  them  when  they  are  ill,  when  they 
are  in.  trouble  with  lodgings  or  employment, 
and  they  come  and  ask  for  advice.  They 
come  voluntarily,  they  .come  and  say:  I 

have  come  for  the  weekend,”  “ I want  -to 
stay  the  .night,”  or  “ I have  got  a holiday 
and  I have  nowhere  to  go,  may  I come? 
They  regard  the  hospital  as  their  home 
and  their  parents ; they  actually  use  the 
words,  they  say  “ You  are  my  father.”  Once 
they  have  been  discharged  you  no  longer 
have  .the  right  to  help  them.  I could  quote 
cases,  but  l do  not  think  you  want  to  spend 
time  on  that.  But  you  can  .help  them  as 
long  as.  they  belong  to  you,  and  that  is 
much  more  important  than  being  able  to 
control  them. 


1841  (Dr.  Thomas ):  You  have  also  sug- 
gested that  possibly  in  future  financial  help 
might  be  allowed  to  defectives  under  statu- 
tory supervision?  Did  you  have  that  in 

mind  also? 'We  have  suggested  in 

another  paragraph  that  the  local  authority 
should  have  the  power  to  give  financial 
help. 


1842.  (Mrs.  Adrian):  Are  you  satisfied 
with  the  present  powers  for  training  defec- 
tives between  the  ages  of  16  and,  say,  21 . 
They  can  be  under  statutory  supervision, 
they  can  be  sent  to  an  institution,  they  can 
be  placed  under  guardianship,  but  guardian- 
ship must  be  to  a named  person,  though  i 
think  sometimes  to  an  officer  of  the  local 
authority,  for  those  who  need  not  go  to  an 
power  of  guardianship  ito'  the  local 
authority,  for  'those  who  need'  not  go  to  an 
institution  but  who  do  need  training,  which 
perhaps  neither  they  nor  their  parents 
could  see  that  they  get?—- -I  think  prob- 
ably to  some  extent.  It  is  not  a subject 
that  would  come  very  much  into  our  line, 
of  course,  because  our  experience  is  mostly 
in  hospitals,  but  there  are,  I think,  rather 
feeble  efForts  in  the  community  to  provide 
for  this  mid-way  group  of  people,  ana 
certainly  that  -ought  to  be  extended.  We 
have  not  given  any  thought  to  particular 
methods,  I must  say,  but  we  would  like 
something  done.  I think  we  included  it  very 
roughly  in  our  paragraphs  on  community 


care. 


1843.  if  Chairman):  iMay  we  come  now 
to  your  Part  3.  Do  I understand  that  your 
recommendations  apply  only  -to  people  who 
have  committed  some  kind  of  offence,  wbo 
come  before  the  courts-  on  a charge  of  delm- 

auency? (Dr  Harris):  No.  my  Lord. 

Our  recommendations  cover.  I think,  all 
those  people  who  we  think  are  suffering 


from  this  particular  .problem.  Very  fre- 
quently a person  shows  behaviour  which 
we  believe  is  due  to  his  being  what  we  term 
a psychopathic  personality,  but  he  does  not 
come  up  before  the  courts,  nor  is  he  charged 
with  any  criminal  procedure.  .But  he  can 
frequently  be  a very  big  problem  in  society, 
to  his  family  and  .to  others,  and  we  feel 
it  is  very  desirable  that  there  should  be 
some  means  of  forcing  him  to  have  what 
treatment  and  investigation  may  be  possible. 


1844.  In  paragraph  175’  you  give  a sug- 
gested definition  which  begins  “That  the 
offender  is  a psychopathic  offender  ...” 
Where  he  is  not  an  offender,  how  would 
he  come  up  for  ascertainment,  so  to  speak? 

!By  what  process? Sometimes  from  the 

relatives ; not  infrequently  you  will  find  that 
relatives  will  consult  a doctor,  simply  to 
ask  how  on  earth  they  can  deal  with  this 
problem.  Occasionally,  particularly  with 
younger  people  and  adolescents,  they 
are  brought  up  by  their  parents.  I think 
most  of  us  have  had  experience  of  see- 
ing, perhaps,  a child  at  school  who  has 
been  showing  abnormal  behaviour ; we  have 
made  a diagnosis  of  this  particular  state, 
psychopathic  personality,  and'  we  have 
watched  them  grow  up  and  'become  an  in- 
creasing problem  to  their  .parents,  but  not 
necessarily  'behaving  in  such  a way  that 
they  could1  be  charged  with  a criminal 
offence. 


1>845.  And  they  are  not  suffering  from 
any  mental  condition  which  would  justify 
their  certification  as  mentally  defective?—— 
(Precisely,  my  'Lord.  That  is  the  very  -big 
problem. 

1846.  Then  what  is  your  suggestion— I 
am  sorry  if  I have  missed  something  m 
vour  memorandum— what  do  you_  suggest 
that  the  parent  or  the  doctor  in  those 
circumstances  might  be  able  to  do  in 

future? (Dr.  Walk):  We  have  referred 

to  it  in  paragraphs  179  and  180  We  are 
dividing  the  class  o£ 

here  into  three  groups,  those  who  have 
committed  an  offence  and  who  might Jle_ 
dealt  with  under  some  kind  of  eaten 
sion  of  the  present  provisions  of  the 
Criminal  Justice  Act ; those  .who  are  will- 
ing to  submit  themselves  to  voluntary 
treatment  ■ and  then,  rather  daringly,  we 
have  gone  a little  further  and  attempted  to 
deal  also  with  those  who  come-anto  neith  r 
of  these  first  two  categories,  who  have  not 
committed  an  actual  offence  and  at  the 

procedure? because  of  the  new  and  unusual 
nature  of  these  proposals. 

1847.  When  you  say  “a  Court”  would 
this  be  a court  of  summary  jurisdiction. 
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Would  it  be  the  magistrates,  or  would  it 

require  a more  august  Court? We  have 

not  gone  as  far  as  making  a precise  sug- 
gestion there.  That  is  something  which 
we  have  not  considered  carefully,  whether 
a court  of  higher  jurisdiction  would  really 
be  more  appropriate. 

1.8t48.  (Sir  Cecil  Oakes):  'But  you  are 
really  suggesting,  are  you  not,  the  confer- 
ring of  civil  jurisdiction  upon  a criminal 

court? That  is  quite  true.  We  feel  it  is 

in  line  with  all  our  proposals,  in  fact  we 
hope  it  is  all  consistent.  Where  the  nature 
•of  the  illness  is  something  well  known, 
such  as  serious  mental  disorder,  there  we 
feel  the  judicial  element  should  be  elimin- 
ated altogether,  or  as  much  as  possible. 
Where  the  condition  is  rather  less  defin- 
itely medical,  as  in  mental  deficiency,  we 
are  introducing  a larger  judicial  element ; 
and  here  the  condition  is  one  where  we  feel 
the  judicial  element  should  be  stronger 
still.— — (Dr.  Harris ):  At  the  same  time, 
my  Lord,  if  I may  add  to  that,  of  course 
naturally  for  the  sake  of  the  person  con- 
cerned, who  we  consider  cannot  altogether 
help  his  behaviour,  one  would  like  what- 
ever court  procedure  docs  take  place  to  be 
as  quiet  as  possible  ; one  does  not  want 
publicity  for  these  patients ; unfortunately 
there  is  often  a lot  of  publicity  in  regard 
to  their  behaviour  because  it  is  very  often 
both  anti-social  and  asocial,  and  does  come 
to  public  notice. 

(Dr.  Walk):  What  we  have  got  here  is 
not  something  new.  Psychopaths  have 
not  just  been  invented  or  discovered  dur- 
ing the  last  few  years.  The  problem  has 
been  with  us  throughout,  and  it  was  dealt 
with  at  length  by  the  great  'Radnor  Com- 
mission oif  1904-08,  who  1 think,  contrary 
to  what  somebody  who  has  given  evidence 
here  suggested,  took  a very  comprehensive 
view  indeed  of  the  whole  problem  of 
psychiatric  abnormality.  The  very  term 
“ mental  defect  ” was  used  throughout  by 
them  not  in  the  sense  of  mental  defect  as 
defined  by  the  Mental  Deficiency  Act,  but 
in  the  sense  of  mental  abnormality  in  the 
widest  sense.  I do  not  know  whether  this  is 
known  to  everyone,  but  they  recommended 
that  lunacy  itself  should  be  included  under 
the  heading  of  mental  deficiency,  that  there 
should  be  one  comprehensive  Act  covering 
every  kind  of  abnormality  which  in  their 
opinion  needed  some  kind  of  public  action. 
Throughout  their  report  they  are  con- 
stantly referring  to  people  like  delinquents, 
criminals,  inebriates,  and  so  forth,  and  are 
saying  that  a large  number  of  them  are 
defective,  but  jf  you  read  the  detail  you  find 
they  are  not  meant  to  be  defective  in  the 
sense  that  they  are  retarded,  but  in  the  sense 
that  they  are  abnormal,  and  in  fact  they 
are  what  we  would  now  classify  as  neurotic 
or  psychopathic.  The  Commission  intended 
that  they  should  be  dealt  with  in  some 


way,  because  they  were  clearly  in  need  of 
help  and  control.  In  their  final  recom- 
mendations they  made  a number  of 
definitions  of  classes  of  persons  all  of 
whom  would  come  under  the  heading 
of  mental  defect.  The  first  of  their 
groups  was,  in  fact  “persons  of  unsound 
mind  ”,  tihe  second  was  “ persons  men- 
tally infirm,  decayed  or  suffering  from 
senility  ” ; then  they  introduced  three 
-further  definitions : idiots,  imbeciles  and 
feeble-minded  ; and  the  sixth  group  wus 
the  moral  imbecile  ; they  went  on  to  include 
inebriates,  epileptics  and  deaf  and  dumb 
and  blind  people  who  were  also  suffering 
from  some  kind  of  defect.  In  that  compre- 
hensive setting  the  term  “ moral  imbecile  ** 
makes  much  more  sense  than  it  docs  in  its 
present  setting  under  the  Mental  Deficiency 
Act,  because  it  was  just  one  of  a great 
many  abnormalities  all  of  which  required 
to  be  dealt  with. 

But  as  it  happened,  the  Government 
which  introduced  the  Mental  Deficiency 
Act  did  not  feel  able  to  introduce  com- 
prehensive legislation,  and  picked  out 
some  of  these  classes  only  and  dealt  with 
those.  Actually  in  their  first  draft  Mental 
Deficiency  Bill  they  included  the  mentally 
infirm  persons  ; that  was  dropped  when  the 
Bill  was  re-introduced  in  the  following  year, 
and  the  result  of  that  was  that  you  were 
left  with  four  groups  only,  the  idiots,  imbe- 
ciles, feeble-minded  and  the  moral  imbe- 
ciles. A consequence  of  that  is  that  the 
moral  imbeciles  sccmii  rather  oddly  tacked 
on  to  a group  of  intellectually  retarded 
people,  and  the  diagnosis  of  moral  imbecile 
consequently  has  been  looked  askance  at 
ever  since.  One  may  say  that  by  now  it  is 
virtually  dead  as  a term  that  could  be 
profitably  brought  into  use  again. 

But  the  IR'adnor  Commission  undoubtedly 
felt  that  all  these  people  ought  to  ho  dealt 
with.  Under  feeble-minded,  for  instance, 
they  had  no  doubts  at  all  that  social 
rather  than  purely  intellectual  deficiency 
was  what  they  had  in  mind.  They  assume 
that  “ in  the  definition  of  feeble-minded 
the  prodigal  and  the  facile  would  be 
included,”  and  they  go  on  to  give  n 
description  of  spendthrift  people,  adoles- 
cent people  who  are  spendthrift  and 
cannot  manage  their  affairs,  and  they  say 
quite  definitely  that  under  their  recom- 
mendations these  people  would  come  within 
the  definition  of  feeble-minded.  They  then 
go  on  to  the  moral  imbecile,  whom  they 
describe  tinder  various  suggested  definitions, 
such  as  “people  who  display  at  an  early 
age  vicious  or  criminal  propensities,  which 
are  of  an  incorrigible  or  unusual  nature.'* 
There  has  been  a great  deal  made  of  the 
fact  that  the  definition  finally  adopted  said 
that  the  vicious  or  criminal  tendencies  had 
to  be  “ coupled-”  with  -mental  defect,  instead 
of  that  the  mental  defect  was  “ manifested 
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by  " these  tendencies.  But  the  Radnor  Com- 
mission really  did  not  attach  very  much 
importance  to  this  ; they  had  a number  of 
suggested  definitions  and  they  themselves 
said  that  any  one  of  them  would  do. 
They  also  recognised  moral  insanity, 
which  was  a condition  where  there  were 
similar  vicious  and  criminal  tendencies, 
but  which  occurred  in  a person  previously 
normal ; but  they  were  unwilling  to  make  a 
special  category  of  this,  because  they  said 
there  would  be  no  difficulty  in  certifying 
such  people  as  persons  of  unsound  mind. 
But  wc  find  that  there  is  difficulty.  Even 
now  the  traditional  conception  of  lunacy 
is  so  predominant  that  it  is  difficult  to 
certify  such  people  under  the  Lunacy  Act, 
and  because  of  the  exclusively  intellectual 
bias  of  the  present  concept  of  mental  de- 
ficiency it  has  been  found  impossible  to 
certify  them'  under  the  Mental  Deficiency 
Act.  We  feel  that  by  now  the  concept  of 
moral  deficiency  is  really  dead,  there  is  no 
possibility  of  reviving  it  and  clearing  up 
these  misunderstandings,  and  we  would  like 
to  make  a fresh  start  on  this  whole  prob- 
lem under  the  head  of  “ psychopathic 
personalities.” 

1849.  (Sir  Russell  Brain):.  On  the  ques- 
tion of  definition,  1 would  like  to  clear  up 
what  seems  to  me  a possible  source  ol 
confusion.  In  the  definition  which  you  have 
set  ou-t  in  paragraph  175,  a psychopath  as 
defined  as  “ a person  who  though  not 
suffering  from  mental  illness  or  from 
arrested  or  incomplete  development  ot 
mind.  ...”  Would  you  agree  that  many 
people  defined  as  psychopathic  personalities 
in  fact  have  got  congenital  abnormalities  or 
the  brain,  and  therefore  would  come  an  the 
definition  of  those  who  .have  arrested  or 
incomplete  development  of  mind  as  you 

define  it? 'We  are  aware  of  that,  and 

our  feeling  was  that  if  that  was  so  they 
could  be  dealt  with  under  the  Mental 
‘Deficiency  Act. 

IS  50.  Yes,  and  conversely  your  definition 
of  mental  deficiency,  based  as  it  is  on 
social  inadequacy,  would  again  cover  it. 
— <We  have  rather  deliberately  suggested 
definitions  which  would  overlap.  We  would 
rather  that  there  should  be  an  overlap  than 
tli  at  persons  who  are  seriously  in  need  oi 
•help  and  control  should  fall  between  two 
stools,  so  that  one  finds  one  is  quite  help- 
less in  dealing  with  them  because  they 
cannot  come  under  either  definition.  'One 
would  rather  have  definitions  which  could 
overlap,  so  that  persons  could  be  dealt 
with  under  one  or  the  other  heading. 


{Chairman):  But  in  your  definition  a 
person  who,  though  not  suffering  from 
mental  illness  or  from  arrested  or  incom- 
plete development  of  mind  ....  vou  have 
taken  great  care  that  they  do  not  overlap. 

1851.  '(Sir  Russell  Brain):  My  point  is 
that  clinically  they  overlap,  and  I wanted 


to  make  quite  sure  that  it  was  understood 
that  psyohopathic  personality  does  not  in 
clinical  connotation  merely  mean  a person 
who  is  not  suffering  from  arrested  or 
incomplete  development  of  mind  ; it  covers 
a lot  of  people  who  are.  That  may  be 
one  of  your  reasons  for  putting  it  like  that? 

This  is  really  what  we  have  dealt  with 

under  paragraph  167,  where  we  said  that 
logically  it  might  be  contended'  that  _all 
such  cases  are  instances  of  either  mental 
defect  or  disorder,  but  we  do  not  think  that 
it  is  practicable  merely  to  announce  that 
these  can  in  future  be  dealt  with  under 
one  or  another  heading,  because  the 
tradition  is  so  much  against  it. — {Dr. 
Burke):  I think  it  is  fair  to  say  we  have 
not  accepted  that  definition  in  paragraph 
175.  We  have  quoted  it  as  a basis  for 
consideration,  but  it  definitely  needs  qfiite 
a lot  of  remodelling,  and  I think  we  had 
in  mind  “ not  suffering  from  certifiable 
mental  illness  or  arrested  development  of 
mind  as  at  present  understood  — {Dr. 
Walk):  And  really  we  would  rather  have 
no  definition  at  all  at  that  stage.  We  quoted 
this  definition  in  case  it  was  felt  that  the 
powers  we  suggested  could  not  safely  be 
given  to  a court  without  the  introduction  of 
a definition,  but  we  pointed  out  in  para- 
graph 171  that  Section  4 of  the  Criminal 
Justice  Act  is  operating  very  successfully 
without  any  definition  at  all.  The 
magistrates  are  allowed  to  bring  tins 
Section  into  operation  in  any  case  where 
the  offender’s  mental  condition,  though 
requiring  and  susceptible  to  treatment,  is 
not  such  as  to  justify  certification. 

Ig52.  {Chairman):  Yes,  but  that  Section 
only  refers  to  the  conditions  for  probation. 

That  is  so.  Our  real  suggestion  is  that 

extended  powers  could  be  given  to 
magistrates  to  deal  with  that  very  same 
class  of  person,  without  any  further 
definition.  But  it  may  be  that  the  Com- 
mission might  think  that  this  would  hardly 
■be  a safe  thing  to  do,  and  if  a more  precise 
definition  seems  to  be  indispensable  then 
that  is  one  .that  is  suggested. 

1,853.  (Mr.  Jackson):  I think  your  defini- 
tion in  paragraph  175  would  be  very 
difficult  for  most  courts  to  work,  b it 
essential  to  keep  in  . • though  not 
•suffering  from  mental  illness  or  from 
arrested  or  incomplete  development  or 
mind  . . ”?  If  that  is  crossed  out  it 
would  certainly  be  a much  easier  definition 
to  work.  I think  there  would  be  great 
difficulty  in  starting  off  by  having  to  find 
whether  the  person  wa9  suffering  from 
mental  illness  or  from  arrested  or  incom- 
plete development  of  mind  then  go  on  to 
find  something  else  substantially  the  matter. 
—That  would  be  quite  acceptable. 

1#53a.  (Dr.  Rees):  Would  it  not  be  im- 
proved by  putting  in  the  word  _ ‘ peces- 
sarily  ” between  “ not  and  suffering  . 
—{Sir  Cecil  Oakes):  Would  it  not  meet  your 
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case  a Little  (better  not  to  have  a deft  nation 
'but  to  ihave  an  inclusive  term  which  would 
include  and  not  define?  That  is  a modern 
practice  now  in  matters  quite  as  precise  as 
this,  and  flexibility  of  that  kind  is  infinitely 
easier  for  laymen  to  interpret  than  a precise 
definition  based  on  knowledge  which  they 

can  never  possess. 1 think  we  would 

.agree  with  that.— (Dr.  Harris ):  We  would 
definitely  agree.  The  definition  of  .this 
particular  group  has  always  presented 
immense  difficulties. 

1854.  < Sir  Russell  Brainy.  As  it  stands, 

you  could  not  deal  with  the  mental  defec- 
tive by  definition  under  it,  yet  it  ■might  be 
very  convenient  to  be  able  to  do  so  ? - 

It  might  be,  Sir,  certainly.  This  type  of 
problem  is  not  infrequently  seen  in  the 
higher-grade  mental  defectives.  On  the 
other  hand,  although  some  authorities  con- 
tend that  a patient  suffering  from  this  con- 
dition could  be  dealt  with  in  mental 
deficiency  colonies,  il  think  the  feeling  of 
the  Association  as  a whole  is  that  that 
would  not  be  altogether  satisfactory,  and 
that  there  should  be  some  special  institu- 
tions for  such  patients  as  we  have  outlined 
in  paragraph  184. 

With  regard  to  paragraph  186,  there  is 
one  point  1 would  like  to  clarify.  Although 
we  state  that  we  do  not  think  any  new 
legislation  on  this  subject  should  be  brought 
into  force  until  there  ,is  adequate  accom- 
modation, we  did  not  mean  to  imply  that 
the  whole  matter  should  be  held  up,  if  it 
can  be  avoided.  We  feel  the  matter  is  so 
urgent  that  a pilot  scheme  might  well  be 
started,  and  one  would  then  obviously  have 
to  learn  by  experience. 

1855.  (Chairman):  You  say  “the  matter 
is  so  urgent.” — could  you  expand  that  a 

little? (Possibly  I spoke  too  strongly,  but 

there  has  been  a great  deal  in  the  papers 
recently,  and  I think  it  is  very  much  in 
the  public  mind,  about  the  whole  question 
of  delinquent  behaviour,  and  what  I might 
call  minor  criminal  behaviour,  the  whole 
question  of  responsibility,  of  how  these 
patients  should  be  dealt  with,  from  smaller 
matters  right  up  to  the  question  of  the 
major  criminal  offences  and  the  M’'Naghten 
'.Rules.  And  those  of  us  who  have  had 
experience  in  clinical  work  have  seen  a 
good  many  homes  wrecked,  I think,  by 
people  suffering  from  psychopathic  per- 
sonality, .alcoholics  and  so  on,  and  we  led 
that  it  is1  an  urgent  question,  not  only  on 
purely  medical  grounds  but  from  the  .point 
of  view  of  the  satisfaction  of  the  public, 
and  in  a way  the  protection  of  society  at 
the  present  time. 

1856.  (Sir  Russell  Brain):  Would  you 
agree  that  manv  crimes  might  have  been 
prevented  if  this  power  .had  existed,  and  it 
it  had  been  possible  to  recognise  and^  segre- 
gate these  patients  at  an  early  stage?  —I 
think  almost  certainly  that  would  be  the 
case. — {Dr.  Burke) : '1  think  the  general 


practitioner  is  very  keen  on  something  of 
this  sort  being  provided,  ll-le  sees  the 
average  home  more  than  most  of  us. 

11857.  (Chairman):  You  mentioned 

alcoholics  just  now,  but  that  problem  is 
very  largely  being  dealt  with  .now,  .is  it  not, 

in  mental  hospitals? (Dr.  Harris):  It  is 

improving,  but  1 have  reason  to  believe 
■that  there  is  still  a great  deal  of  dissatis- 
faction in  the  way  in  which  the  alcoholic 
problem  is  being  dealt  with.  Although 
1 would  like  .to  ask  my  colleagues  to  verify 
this,  1 would  think  that  it  is  not  being  met 
at  the  moment  by  the  mental  hospitals,  that 
on  the  whole  alcoholic  addicts  are  being 
dealt  with  much  more  in  general  .hospitals 
and  neurosis  centres,  but  there  is  still  a 
great  deal  to  ibe  done  from  that  point  of 
view. — (Dr.  Tennent):  1 think  the  lack  of 
control  is  a faotor  we  are  up  against  in 
mental  hospitals,  because  when  the  man  is 
sick  he  comes,  .when  he  feels  belter  he  jusi 
goes  off  and  there  is  no  means  at  the 
present  time  .to-  exercise  any  control. 

1858.  That  is  a general  criticism  of  the 

voluntary  system  in  mental  hospitals. 

(Dr.  Walk):  The  general  consensus  of 
opinion  among  our  members  who  replied 
to  our  request  for  suggestions  and  recom- 
mendations is  that  a good  many  patients 
have  been  sent  to  mental  hospitals  under 
the  Criminal  Justice  Act  who  certainly 
needed  treatment,  but  the  mental  hos- 
pital was  not  the  best  .place  for  them, 
but  there  was  no  alternative ; apart  from 
the  limitations  imposed  by  the  time 
limit  and  the  voluntary  nature  of  their 
admission,  the  mental  hospital  itself  was 
not  necessarily  the  best  place.  The  courts 
send  patients  to  the  nearest  mental  hos- 
pital, or  the  mental  hospital  serving 
their  area,  but  it  may  perhaps  be  un- 
suitable either  as  to  buildings  or  as  to 
facilities  .for  treatment,  or  even  the  per- 
sonal skill  or  inclination  of  the  staff,  and 
our  members  feel  that  the  section  is 
not  at  present  being  worked  to  -the  best 
advantage.  There  is  a strong t feeling  that 
there  ought  >to  he  more  -institutions  pro- 
vided, more  on  a national  basis,  so-  that 
there  could  be  a better  classification-  and 
better  individual  treatment  all  round. 

1859.  !Do  you  think  it  is  possible  that  if 
the  institutions  were  provided,  you  would 
in  fact  be  able  to  deal  with  a great  number 
of  these  cases-  on  a voluntary  basis?— 
(Dr.  Harris):  '.I  think  that  at  the  present 
time  -there  is  probably  adequate  accommo- 
dation for  voluntary  treatment  of  alcoholic 
addiction,  certainly  amongst  the  wealthier 
people ; amongst  those  who  cannot  afford 
•to  go  to  a -private  home,  I should  think 
that  the  accommodation  is  very  inadequate, 
because  it  can  be  rather  a specialised.  Un- 
pleasant and  intensive  form  of  treatment. 
To  the  best  of  my  knowledge,  there  arc 
not  a great  many  general  hospitals  which 
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are  in  a position  to  carry  out  that  treat- 
ment at  the  moment  and  the  difficulty,  so 
far  as  the  mental  hospitals  are  concerned, 
is  that  they  can  carry  out  the  treatment  but 
■tire  average  alcoholic  is  not  going  to  place 
himself  in  the  position  of  saying  that  he 
has  ever  been  in  a mental  hospital,  and  he 
just  will  not  make  use  of  the  treatment 
that  he  could  have  in  a mental  hospital. 

1 860.  Does  the  same  apply  also  to  the 
whole  range  of  psychopathic  states?  I 
wonder  whether  the  persons  who  are 
aimed  at  in  the  definition  in  paragraph  175 
are  not  quite  often  persons  who,  whilst 
suffering  from  persistent  disturbances,  yet 
are  sensible  enough  to  desire  treatment, 
and  would  probably  come  into  the  institu- 
tions, if  they  existed,  as  voluntary  patients? 

1 would  say  personally  that  only  a 

very  small  percentage  of  true  psychopathic 
personalities  would  regard  themselves  as 
being  ill,  and  would  take  advantage  of  a 
voluntary  system.  Some  of  them  will  do 
so,  when  their  behaviour  has  brought  them 
almost  to  the  point  of  legal  action,  and  they 
will  then  go  in  hoping  that  it  may  have 
a beneficial  influence  on  their  possible 
punishment.  But  one  of  the  characteristic 
things  about  so  many  of  these  patients  is 
their  lack  of  insight  and  belief  that  what 
they  do  is  perfectly  justifiable,  and  the 
absence  of  any  feeling  that  they  should 
change  or  should  be  changed.  T would  like 
my  colleagues’  opinion  on  that,  but  I would 
say  a very  small  percentage  really  honestly 
would  submit  themselves  to  voluntary 
treatment. — '{Dr.  Tennent):  I think  until 
we  get  some  form  of  control,  we  shall 
never  tackle  the  problem  adequately.  We 
shall  get  a certain  number  who  will  agree 
to  come  for  treatment,  but  they  are  the 
less  aggressive  types,  not  really  the  people 
from  whom  others  should1  be  protected. 
You  would:  get  a certain  number  of  them, 
but  'I  do  not  think  we.  shall  deal  with  the 
problem  at  all  effectively  until  we  get  some 
control. 

1861.  I was  interested  in  what  one  of 
you  said  a moment  ago  about  these  states 
being  frequently  diagnosed  at  a very  early 
age  in  children.  That  implies  that  where 
diagnosed  there  ought  to  be  measures  to 

deal  with  them? (Dr.  Harris):  I think 

once  this  is  diagnosed  every  possible  effort 
should  be  made  to  deal  with  it,  yes. 

1862.  Is  it  really  outside  the  scope  of 

the  mental  deficiency  hospital  as  it  exists? 
Is  it  really  unsuitable? Most  unsuitable. 

1863.  {Dr.  Thomas)-.  The  normal  services 

can  be  given  to  them  through  a child  guid- 
ance clinic? Yes. 

1864.  And  there  is  a great  need  for  them 

to  be  dealt  with  at  that  time? (Dr. 

Burke)-.  I think  it  is  fair  to  say  that  a lot 
of  this  is  in  the  realm  of  retrospective 
diagnosis.  Looking  back,  you  realise  this 
child  has  always  been  like  this;  I do  not 


know  that  you  necessarily  realise  it  at  the 
time.— -^{Dr.  Tennent)-.  Much  of  the  diffi- 
culty is  adequately  met  and!  coped  with  in 
a child,  but  when  they  become  adolescent 
then  they  show  it  in  anti-social  behaviour, 

(Chairman):  I have  no  more  questions 
to  ask  on  this.  Have  any  other  members 
of  the  Commission  any  questions? 

1865.  (Mr.  Jackson ):  A small  point — 
this  petition  presented  by  the  patient’s  rela- 
tives. It  is  not  to  be  assumed  that  all 
persons  have  relatives.  Would  you  wish 
the  local  authority  to  act  in  the  absence 
of  relatives,  or  what?— —(Dr.  Walk):  In 
other  sections  of  the  memorandum  on  men- 
tal deficiency  we  assume  that  in  the  absence 
of  a relative,  action  will  be  taken  by  an 
officer  of  the  local  authority.  In  this  case 
we  did  not  quite  see  how  that  would  be 
likely  to  happen  because  by  definition 
these  would  be  people  who  had  not  com- 
mitted any  legal  offence,  but  who  were  a 
great  burden  and  a misfortune  largely  to 
their  families  ; but  I quite  see  there  might 
be  people  who  have  made  themselves  a 
public  nuisance  and  yet  have  not  committed 
any  punishable  offence.  Perhaps  one  ought 
to  introduce  the  local  authority  officer  at 
this  point,  but  that  was  why  we  left  him 
out,  because  it  would  be  largely  or  entirely 
a family  problem. 

1866.  (Chairman):  My  next  question  is 
on  paragraph  187.  When  H first  read  these 
paragraphs  about  proceedings  in  Juvenile 
Courts  I was  rather  surprised  because  1 
had  been  accustomed  to  suppose  that  all 
proceedings  in  Juvenile  Courts  were  in  pri- 
vate. But  on  enquiry  I find  that  although 
the  public  is  very  commonly  excluded  the 
Press  are  not,  although  the  Press  are 
admitted  under  clear  restrictions  as  to  what 

they  shall  report. 1 think  in  drafting 

this  we  used  the  word  “ public  ” in  a differ- 
ent sense ; we  really  meant  to  point  out 
that  the  question  of  the  parent’s  insanity 
may  be  debated  in  the  presence  of  quite 
a number  of  people.  On  the  occasions 
when  I have  had  to  take  part  in  pro- 
ceedings of  this  kind,  the  Court  has  been 
moderately  filled  with  people  who  no  doubt 
had  the  right  to  be  there,  but  from  the 
parent’s  point  of  view,  she  was  being  ex- 
posed .in  public.  There  is  a curious  dis- 
crepancy in  the  Act  at  this  point,  apart 
from  the  nature  of  the  proceedings,  that 
the  local  authority  assumes  rights  and 
powers  on  the  grounds  that  the  parent  is 
suffering  from  “ some  permanent  disability  ” 
but  when  they  go  into  Court  on  appeal 
by  the  parent  they  have  to  go  beyond  that 
and  prove,  not  merely  permanent  disability, 
but  unsoundness  of  mind.  It  is  net  quite 
clear  why  we  have  to  prove  these  different 
things  at  different  stages.  I have  had 
experience  of  this  once  or  twice  and  it  is 
most  uncomfortable  to  have  to  tell  the 
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Court  publicly  t'hait  the  parent  is  of 
unsound  mind,  and  ‘Unfit  to  take  cane  of 
the  child,  in  front  of  the  parent. 

18617.  ( Chairman ):  -In  paragraphs  191- 
197  do  you  mean  to  suggest  that  patients 
in  mental  hospitals,  whether  oertifled  or 
not,  .should  be  deprived  of  their  civil  rights 

to  pensions  and.  so  on? ’No.,  this  has 

nothing  to  do  with  the  legal  .status  of  the 
patieniL  There  are  a great  many  anomalies' 
with  regard  to  National  Insurance  and  other 
benefits  which  we  feel  are  very  detrimental 
to  the  patients.  We  would  like  them  con- 
sidered and  straightened  out,  but  as  the 
matter  is  very  .technical  we  did  not  feel  it 
was  something  we  _ could  put  forward 
detailed  recommendations  on,  nor  did  we 
think  the  Commission  would  wish  to  put 
forward  detailed  recommendations.  We 
think  the  matter  should  be  considered 
afresh  by  the  departments'  concerned. 

(Chairman):  The  'Royal  Commission 

cannot  possibly  go  into  these  very  intricate 
questions.  I believe  the  whole  subject  is 
under  consideration  by  the  Ministries  con- 
cerned and  1 think  we  should  probably 
only  delay  appropriate  action  by  taking 
evidence  on  this  subject. 

1868.  Shall  we  pass  on  to  paragraph 
198?  There  your  recommendations  are 
perfectly  clear  except  that  I am  not  quite 
sure  what  you  would  recommend  as  to  the 
composition  of  the  Board  of  Control.—— 
(Dr.  Harris ):  I do  not  think  we  have  dis- 
cussed among  ourselves,  my  Lord,  the 
actual  composition.  I think  the  points  we 
particularly  felt  were  that  the  senior  mem- 
bers of  the  Board  of  Control  should  really 
have  no  other  work — 'their  work  should  be 
centralised  on  mental  health ; at  any  rate 
some  of  them  should  be  qualified  medical 
men  who  have  specialised  in  psychiatry 
and  have  a practical  working  knowledge  of 
mental  hospitals  and  mental  deficiency 
colonies,  and  it  should  be  .possible  for  them 
■to  concentrate  on  this  particular  subjeot  as 
opposed  to'  being,  as  it  were,  scattered 
through  perhaps  a series  of  departments. 
Obviously  among  the  senior  people,  as  in 
the  past,  there  should  also  be  representa- 
tion of  the  legal  interest.  We  felt  that  the 
public  would  im  a way  feel  much  safer  if 
there  was— ii.f  I may  use  that  word— a 
“unit”  of  that  kind.  The  composition 
■therefore  would  be  of  senior  people  whose 
chief  duty  perhaps  was  the  visiting  of 
hospitals,  seeing  patients,  going  into  difficult 
problems,  'trying  to  avoid  the  unfortunate 
questions  which  db  arise  of  a patient  being 
wrongly  detained  and  so  on.  Beneath  those 
senior  officials  there  obviously  would  have 
to  be  an.  administrative  structure,  which  I 
do  not  think  I am  qualified  to  speak  about, 
but  I think  perhaps  Dr.  Tennent  would 
amplify  that  better  than  I,  Sir. — (Dr. 
Tennent):  I do  not  know  that  1 can  amplify 
it  in  the  sense  of  the  constitution  of  the 
Board,  but  what  I feel  has  happened  is 


that  the  Board  of  Control  had  a more 
distinct  entity  from  the  Ministry  of  'Health 
than  it  has  today.  In  the  National  Health 
Service  Act  it  was,  you  might  almost  say, 
incorporated  into  the  Ministry  of  Health. 
In  certain  respects'  .that  could  be  a good 
thing;  on  the  other  hand'  'the  Board  of 
Control  discharged  their  function  in  that 
they  visited  the  hospitals,  they  saw  people, 
and  those  who  were  more  suspicious  than 
others  were  satisfied,  and  iit  supplied  a 
great  need.  1 think  the  patients1  then  felt 
that  there  was  an  independent  body.  Of 
course  now  the  person  who  comes  is  con- 
nected with  the  same  management,  as  it 
wore,  as  is  running  the  hospitals,  he  is  an 
official  of  the  Ministry  of  Health  now  rather 
than  a separate  entity.  I think  according  to 
the  evidence  which  the  Board  gave,  they 
now  suggest  delegating  the  visits  to-  bodies 
appointed  by  the  Regional  Hospital 
Boards,  and  the  Association  think  that  is 
even,  much  worse  than,  an  official  from  the 
headquarters  of  the  Ministry  of  Health. 
Private  patients  who  have  chosen  to-  be  in 
■private  hospitals  have  no-  doubt  done  so 
because  they  would  not  want  to  be  under 
the  Regional  Board.  It  seemed  odd  .there- 
fore that  it  should  be  suggested  that  the 
people  who  can  consider  their  discharge 
are  the  people  from  Regional  Boards  and 
not  from  a central  authority.  Dr.  Walk 
has  made  various  points  with.  regard  to  the 
scrutiny  of  the  various  certificates,  about 
which  we  all  feel  very  strongly,  and  'to  do 
away  with  the  Board’s  visits  and  the 
assurance  that  gives  to  those  patients  would, 
we  all  think,  be  disastrous. 

1869.  I do  not  think  that  the  Ministry 
of  iHealith’s  evidence  suggested  any  lessen- 
ing in  the  Board  of  Control’s  right  of 
inspection,  and  visitation.  They  did  suggest 
that  there  would  be  less  routine  scrutiny 
of  documents,  though  they  would  have 
access  to  all  those  documents.  I do  not 
want  >to  argue  about  their  evidence ; my 
point  rather  is  to  get  it  clear  what  you 
feel.  You  feel  that  the  Board  of  Control 
should  still  have  'to  'scrutinise  all  the  docu- 
ments of  every  case  that  comes  up  in  the 

country? f Dr.  Tennent):  We  feel  there 

should  be  a unified  method.  After  all  it  is 
not  the  Senior  Commissioner  who  does  the 
scrutiny — at  least  wc  do  not  imagine  it  isl- 
and it  is  going  to  take  tihc  same  number 
of  pooiplc  whether  it  is  in  London  or  in 
the  provinces.  It  seems  to  me  it  i« 
probably  more  economic  to  do  it  centrally, 
but  I do  not  think  that  the  members  of 
the  Board  as  isuoh  arc  going  to  scrutinise 
all  the  documents.  At  any  rate  if  it  does 
need  a Senior  Commissioner  to  do  it,  there 
is  nobody  in  the  provinces  of  that  status 
who  can  do  it. 

1870.  (Mr.  Jackson) : Is  it  vour  major 
point  that  now.  as  we  are  told  in  the  evi- 
dence of  the  Ministry  of  Health,  the  mem- 
bers of  the  'Board  also  hold  appointments 
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on  the  staff  of  the  Ministry  of  Health  and 
also  that  the  Board’s  office  staff  were  trans- 
ferred in  1948  to  the  Ministry  of  Health, 
so  that  in.  effect  the  Board  now  is  practically 
indistinguishable  from  the  Ministry  of 
Health— that  is  really  your  point,  is  it 

not? From  the  point  of  view  of  the 

medical  side  itself  it  is  good  and  it  is  a 
step  forward,  but  from  the  patient’s  point 
of  view  certain  of  them  feel  now  that  they 
have  no  appeal  to  anybody  other  than  the 
person  running  the  hospital. 

187.1.  They  come  in  their  capacity  as 
members  of  the  Board  of  Control,  but 
they  also  come  as  Ministry  officials? — 
{Sir  Cecil  Oakes):  Can  it,  do  you  think, 
make  any  practical  difference  to  patients 
in  a mental  hospital?  . Do  they  think, 
when  a certain  doctor  comes  along,  that 
he  is  not  the  same  'person  he  was  in 

1948? Yes,  he  is  the  same  person,  but 

there  is  a feeling  that  he  has  come  in  a 
different  capacity.  If  we  gO'  down  further 
and  visitors  come  from  the  Regional  Board 
or  the  Committee  appointed  by  them,  I 
think  that  would  be  very  unfortunate. 


1<872.  I gather  you  thought  that  in  the 
patients’  minds  they  were  differentiating 
between  the  Board  of  Control’s  visits  today 

and  pre-1948? -It  has  ‘been  put  to  me  by 

the  odd  patient. 

1873.  One  in  a thousand? Yes,  not 

many. — ■( Dr.  Walk):  ‘Even  if  not  many 
patients  are  worried  about  that  particular 
point,  we  are.  This  Association  in  the  past 
has  always  urged  close  liaison  and  integra- 
tion between  mental  health  and  every  other 
form  of  health  service,  but  at  the  same  .time 
we  have  been  increasingly  aware  of  the 
dangers  which  may  be  involved,  and  we 
feel  that  it  is  not  only  the  patients  who 
need  protection,  but  very  often  psychiatry 
itself  needs  protection.  We  tend  to  be  in 
the  position  of  a minority  for  whom  we 
feel  special  safeguards  are  really  needed. 
We  find  this  at  every  level  whenever  the 
administration  covers  an  area  or  some  kind 
of  unit  which  is  not  psychiatry  itself ; for 
instance  when  a Hospital  Management 
Committee  has  a number  of  hospitals  m a 
group,  some  general  and  some  mental. 
You  find  it  at  Regional  Board  level, 
where  psychiatry  is  represented  on  the 
Board  by  one  or  two  members  at  most,  one 
lay  member  and  one  psychiatrist  who  are 
in  a small  minority  there.  We  find  at  all 
these  levels  that  psychiatry  tends  to  be 
neglected  or  pushed  aside  and  therefore  we 
feel  that  it  is  not  appropriate  at  Ministry 
level  either  that  psychiatry  should  be  merely 
one  of  the  subjects  dealt  with  by  the 
Ministry.  We  feel  it  should  be  safeguarded 
bv  having  a certain  autonomy  at  that  level 
and  we  feel  that  the  process  of  integration 
with  the  Ministry  has  gone  as  tar  as 
it  is  safe  to  allow  it  t.o  go,  or  perhaps 
even  a little  too  far.  The  Ministry 
mend  that  it  should  go  further  and,  with 


all  respect,  their  recommendations  do 
imply  that  the  regular  visits  by  the  Com- 
missioners should  cease  and  that  there 
should  be  no  statutory  obligation  for  visits 
by  anybody  to  continue.  They  recommend 
that  the  Minister  should  merely  have  the 
general  right  to  inspect  any  hospital  as  he 
thinks  fit;  foe  might  in  his  judgment 
think  fit  to  continue  regular  visits  but 
this  would  not  be  a statutory  obligation. 
We  know  that  the  present  Minister  is 
very  favourably  disposed  towards  the  work 
of  the  mental  hospitals  and  we  are  very 
grateful  to  him  for  that  but  we  cannot  be 
certain  that  that  will  always  be  so.  The 
visiting  Commissioners  are  now  able  to 
write  their  reports  quite  independently  and 
are  able  .to  call  attention  to  defects  in  the 
hospital  or  in  the  administration  or  the 
way  in  which  funds  have  been  allocated  to 
the  hospital.  They  can  criticise  Regional 
Boards  if  they  like  or  Management  Com- 
mittees— they  are  still  officials  of  the 
Ministry  but  when  they  are  visiting  the 
hospitals  they  are  in  an  independent  posi- 
tion. We  feel  that  if  this  were  done  away 
with  and  the  visits  carried  out  merely  by 
officials  acting  for  the  Minister  and 
entirely  at  his  own.  wish,  they  might  very 
well  find  themselves  unable  to  speak  as 
independently  and  as  forthrightly  as  they 
do  now.  We  think  their  present  indepen- 
dence from  that  point  of  view  is  something 
very  valuable  to  the  hospitals  themselves,  as 
well  as  for  the  re-assurance  of  the  public. 
We  have  'been  very  disappointed  at  the 
way  in  which  the  Commissioners’  reports 
have  been  ‘buried,  reduced  to  the  bare 
minimum  of  the  statutory  report  of  the 
Lord  Chancellor,  which  is  now  only  a two- 
page  piece  of  .paper,  and  on  the  other  hand 
mental  hospitals  take  up  a very  small  pro- 
portion of  the  available  space  in  the  Minis- 
try’s own  annual  report.  Before  the  war 
the  reports  were  full  and  valuable  docu- 
ments and  anybody  who  wished  to  find  out 
what  was  going  on  in  'the  mental  hospitals 
could  read  them  and  could  read  the  Com- 
missioners’ reports  on  each  individual  hos- 
pital and  really  get  a clear  picture  of  what 
was  going  on.  We  feel  now  that  this  is 
being  subordinated  and  rather  buried. 
Then,  in  addition  to  that  there  are  the 
Ministry’s  proposals  • in  regard  to  the 
scrutiny  of  documents  and  visits,  which  we 
have  dealt  with  previously,  which  to  us  is 
an  additional-  reason  for  not  going  any 
further  in  this  disintegration  of  what  has 
been  in  the  past  our  central  authority. 

1874.  (Chairman):  Yes.  No  doubt  you 
realise  that  what  you  have  just  said  is  open 
to  the  criticism  that  you  are  talking  partly 
about  arrangements  which  would  redress 
the  balance,  as  you  think,  between  mental 
hospitals  and  other  hospitals  in  the  Health 
Service.  ‘On  the  one  hand  you  want  the 
mental  hospitals  to  be  given  a special  friend 
at  court,  and  on  the  other  hand  you  are 
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thinking  of  a Board  which  would  have 
independent  judgment  about  certification. 

They  are  not  the  same  -thing. I would 

not  agree  with  -that.  I think  .they  are  the 
same  thing.  The  interests  of  the  hospitals 
and  -the  interests  of  the  public  are  the  same 
thing.  The  -puiblic  wants  good  hospitals 
and  we  want  good  hospitals.  When  we  say 
we  want  u friend  at  court  we  do  not  mean 
we  want  somebody  to  gloss  over  any  defects 
we  have.  What  we  mean  by  a friend  at 
count  is  somebody  who  will  put  forward 
the  claims  of  a good  -psychiatric  service 
and  that  surely  is  the  same  thing  as  the 
public  interest,  and  that  I believe  has  been 
throughout  the  essence  of  the  work  of  the 
Board  of  Con-tro-l.  We  may  from  time  to 
time  criticise  -the  Board  of  Control  in  their 
different  actions;  all  of  us,.  for  instance, 
have  at  times  felt  that  their  visits  to  us 
were  too  hurried  or  their  reports  had 
not  done  us  justice.  But  that  docs 
not  matter.  The  Board  to  us  still  has 
the  prestige  of  the  • days  of  Lord  Shaftes- 
bury, Gaskell  and  Prichard,  and,  in  our 
own  lime,  of  Bond  and  Brock,  -and  the 
annual  visits  of  the  Commisvsi oners  arc 
something  which  arc  looked  up  to,  and  the 
obtaining  of  a good  -report  is  something 
which  we  are  a'll  anxious  to  have.  There 
is  the  prestige  and  the  respect  that  the  Board 
still  has  which  would  be  completely  lost 
if  it  were  merged  in  the  way  suggested. 

1875.  Am  T -right  in  inferring  from  what 
you  have  said  that  every  mental  hospital 
used  to  receive  -an  annual  visit  from  at 

least  one  of  the  Commissioners? 'I.t  still 

does,  but  the  Ministry  propose  to  abolish 
that.  The  Ministry’s  evidence  proposes  to 
abolish  that. 

1-876.  {Sir  Cecil  Oaken):  'It  is  considered 

unnecessary? Yes.  They  say  on  page 

22  of  the  Minutes  of  'Evidence,  paragraph 
96,  ■“  The  Minister  is  responsible  to  Parlia- 
ment for  the  -care  of  -patients  in  all  his 
hospitals  and  arranges  visits  by  his  officers 
or  through  his  agents,  the  Regional  Hos- 
pital Boards,  as  he  sees  fit,  and  .there  seems 
no  need  fo-r  any  legal  distinction  -in  > this 
respect  -between  mental  and  other  hospitals. 
In  practice  Che  Minister  may  consider  it 
desirable  to  continue  the  present  arrange- 
ments for  -regular  visits  by  his  own  officers 
to-  mental  hospitals.” 

1877.  {Mrs,  Adrian ):  Is  there  not  a dis- 
tinction between  the  administrative  func- 
tions and  the  -legal  function  of  protecting 

the  liberty  o,f  -the  subject? That  has  been 

up  to  now  the  -principle  i-n  transferring  func- 
tions from  the  Board  to  the  Ministry.  The 
expressed  principle  has  been  that  of  giving 
the  Ministry  the  administrative  functions 
and  reserving  to  the  Board  quasi-judicial 
functions,  and  we  feel  that  process  has  gone 
j-ust  about  as  far  as  is  right,  or  -perha-ps  a 
little  -too  far.  We  feel  it  should  certainly 
not  go  any  further. 


(Chairman):  1 'think  the  point  is  dear. 
We  might  discuss  it  indefinitely.  Before 
we  close,  would  any  member  of  the  Com- 
mission like  to  ask  any  additional  questions 
on  any  point  in  this  memorandum,  no-t  only 
upotn  the  ground  'we  have  covered  today 
but  anything  which  may  not  have  been  fully 
dealt  with  last  time? 

1878.  (Dr.  Thomas):  in  evidence  which 
has  been  pul  before  us  from  various  sources, 
suggestions  have  -been  made  that  a substan- 
tial number  of  patients  arc  retained  in 
mental  deficiency  hospitals  for  various 
questionable  -reasons;  l'or.  example,  lo 
prevent  them  having  illegitimate  children, 
and  so  on.  What  is  the  view  of  the  Asso- 
ciation -with  regard  to  the  -supervision  and 
care  of  these  -patients,  and  the  question  of 
their  next  being  detained  ■unnecessarily?— 
f Dr.  Burke):  There  is  a difficulty  in  answer- 
ing -that  because  no  individual  can  answer 
except  from  his  own  experience.  1 think 
we  -probably  would  agree  that  some  hos- 
pitals are  better  than  others.  When  ,1  say 
better,  I mean  they  arc  more  liberal.  As 
far  as  my  experience  goes  I do  not  think 
any  patient  who  is  kept  in  hospital  is  one 
who  has  a reasonable  prospect  of  making 
good  outside.  One  does  hear  of  hospital! 
in  which  the  -policy  is  rather  more  con- 
servative, a little  more  rigid,  but  1 think 
you  have  got  to  'be  fair  and  realise  that 
you  are  -trying  lo  weigh  -up  a very  difficult 
set  of  balances.  You  know  the  ability  of 
the  patient  to  carry  on  tinder  ideal  condi- 
tions in  the  hospital,  under  control  and 
guidance,  where  everything  is  fairly  stable. 
Then  you  have  -to  assess  his  ability  to  face 
the  outside  world,  and  to  work  in  the  diffi- 
cult world  outside.  You  try  him  on  licence, 
first  working  and  then  living  outside,  and 
then  you  come  -to  the  point  where  you  have 
to  plunge  and  .say,  "Can  Johnny  Smith 
make  good,  or  if  -l  send  him  out  will  he 
crash  in  a -matter  of  months  which  means 
all  the  work  has  to  be  done  all  over 
again?  ” Thai  is  the  difficulty  and  it  is 
very  hard  to  lay  down  any  rule  and  say 
a patient  ought  to  go  out  after  so  many 
mon-ths  or  years  of  hospital  treatment  and 
so  forth.  You  get  patients  who  can  be 
sent  out  within  three  months  of  arrival, 
and  patients  you  keep  for  life,  and  there  is 
every  grade  in  between,  but  1 do  not  think 
on  the  whole  there  is  any  real  detention, 
longer  than  is  judged  to  be  wise.  You 
may  criticise  peoples  judgment,  but  this-  is 
where  the  human-  factor  comes  in,  and  1 do 
not  sec  how  you  could  get  past  it;  one 
man  may  judge  dangers  as  being  greater 
than  another  does.  We  discuss  that  among 
-ourselves  .in  the  hospitals ; one-  of  the 
doctors  will  say,  “,1  think  Johnny  Smith  is 
.ready  to  go  out”,  and  another  says,  "l 
do  not  think  so,  1 think  he  will  fall  down-”, 
and  wc  discuss  it  a long  time  before  wc 
decide.  But  I do  not  think  our  powers 
are  abused ; 1 think  we  play  fair. 
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1879.  (Dr.  Greenwood  Wilson ):  Or  the 
question  of  licence,  I think  it  is  one  of 
your  recommendations  that,  the  period  of 
keeping  patients  on  licence  should  be 
limited.  Is  it  not  found  valuable  in  prac- 
tice to  have  an  almost  unlimited  period  of 
licence? Our  evidence  on  that  is  in  para- 

graph 146.  The  .present  rule  is  that  after 
a patient  has  been  two  years  on  licence 
you  are  supposed,  to  make  a report  and 
consider  a change  of  status,  either  guardiian- 
-ship  or  discharge.  Our  recommendation 
is  that  there  should  'be  no  arbitrary  time- 
limit but  that  each  case  should  be  judged 
on  its  .particular  needs.  One  patient  will 
have  been  discharged  long  before  the  two 
years  whereas  another  patient  may  need 
ten-  years  of,  as  it  were,  fatherly  care  from 
the  .hospital  to  which  -he  can  come  at  any 
time ; for  such  a case,  to  discharge  him 
means  you  are  removing  him  from  the 
people  he  knows  and  trusts,  to  whom  he 
would  naturally  go  for  advice,  and  there- 
fore .we  say  there  should  be  .no  arbitrary  time 
limit.  The  cases  should  'be  dealt  with 
according  to  need. 


1880.  (Mrs.  Adrian ):  Would;  you.  say 
that  patients  are  ever  retained  in  hospital 
because  their  work  is  of  great  value  to  the 
hospital  and  there  is  disinclination  to  dis- 
charge them  for  that  reason? 1 would 

say  there  is  a very  natural  temptation,  but 
I do.  .not  think  it  ,is  fallen  to.  You  see, 
although  a patient  is  useful  in  the  hospital, 
he  ought  to  try  outside. 


1881.  (Mrs.  Braddock):  If  everybody  who 
is  useful  was  given  a trial,  .would  the  hospi- 
tals be  able  to  carry  on  the  work  that  the 
patients  have  been  doing  there? — -When 
we  are  considering  giving  them  a trial,  we 
do  not  consider  whether  they  are  useful  m 
the  'hospital  'but  whether  we  think  they 
could  manage  in  the  outside  world.  It  is 
not  whether  they  can  work,  but  whether 
they  can  live  on  their  own. 


1882.  It  is  often,  said  that  every  patient 
who.  has  done  good  work  in  the  hospital, 
or  who  has  done  fairly  well  on  their  own 
initiative,  should  have  an  opportunity  out- 
side. To  what  extent  would  that  interfere 
with  the  work  being  done  in  the  mental 

hospitals  at  the  moment? That  is  what 

we  do.  We  start  by  sending  the  patient 
to  a daily  job  outside,  where  he  still  lives 
in  the  hospital  but  works  for  somebody 
outside,  and.  the  next  step,  is  Licence  where 
the  patient  ailso.  lives  outside.  That  is  the 
way  he  is  trained  and  tested.  If  he  makes 
good  in  these  various  stages  then  we  are 
encouraged  to  feel  he  might  make  good 
without  us  behind  him  and  we  discharge 
him. — (Dr.  Tennent)'.  If  I.  may  say  so, 
there  are  hospitals  running  without  patients 
labour  at  all. 

Ii883.  Yes,  and  very  many  running  with 
a lot  of  patients’  labour? Those  could 


run  without  .patients’  labour,  as  the  others 
do  now. — (Dr.  Harris ):  I think  one  of  the 
problems  is  that  so  often  you  will  find 
patients,  working  excellently  in  the  sheltered 
conditions  of  a mental  hospital — you  will 
see  female  patients  going  to  the  hospital 
laundry  day  after  day  doing  excellent  work 
— but  it  is  an  absolute  essential  that  they 
are  in  the  sheltered  atmosphere  of  the 
hospital,  dealt  with  by  people  who  under- 
stand them  and  who  will  put  up  with  their 
behaviour  problems.  If  they  are  discharged 
to  the  .outside  world  and  come  up  against 
the  ordinary  difficulties  of  labour,  then  they 
will  quickly  break  down.  It  is  a good 
many  years  since  I personally  was  working 
in  a mental  hospital  but  during  the  twelve 
years  I was  there  I would  have  thought 
there  was  absolutely  no  question  of  a 
patient  ever  having  been  kept  in  because 
he  was  useful  to  the  hospital  .—(Dr.  Burke)-. 

I should!  like  to  develop  a point  arising 
out  of  Mrs.  Braddock’s  question.  Working 
is  not  the  criterion ; what  we  are  trying  to 
do  is  to-  get  people  living  outside.  Working 
is  only  a part  of  living ; you  have  also  to 
get  on.  with  your  landlady,  or  your  family 
or  neighbours  generally,  and  that  is  where 
our  patients  break  down  much  more  than 
in  working.  They  work  awfully  well  when 
'they  feel  like  i.t.  but  they  do  not  know  when 
it  is  wise  to  take  a day  off  and  so  forth. 
For  instance,  one  boy  was  working  in  a 
job  and  he  went  and  asked  his  employer  for 
a rise  Ithe  day  after  !his  employer  had 
gone  through  the  shop  and  found  him 
idling  and!  doing  nothing  at  all.  That  is 
the  kind  of  way  in  which  they  lack  sense 
and  need  help,  though  their  work  is  all 
right.  For  so  many  people  work  is  the 
only  criterion  ; patients  say,  “ I can  work  in 
the  hospital,  so  I can  work  outside”,  but 
it  has  only  a little  to  do  with  it.  The 
whole  point  is,  “Can  you  live  outside?” 


1:884.  ( Chairman ) : Would  you  like  to  add 

anything  more  on  any  point? (Dr. 

Walk) : One  last  word,  if  I may.  We  have 
emphasised,  I think,  in  our  memorandum, 
and  I would  like  to  emphasise  again,  that 
to  get  a really  satisfactory  settlement  it  is 
necessary  that  administrative  arrangements 
and  legislative  arrangements  should  go  hand 
in  hand.  We  have  been  handicapped  so 
often  by  conditions  where  the  legislation  is 
good  but  the  arrangements  for  carrying,  it 
out  'have  been  inadequate.  There  is  a point 
which  has  been  put  to  me  since  we  last 
gave  evidence.  I have  been  asked  whether, 
if  our  proposals  were  adopted;  and  it  were 
made  easier  for  patients  to  go  into  a mental 
hospital  without  judicial  order,  that  might 
not  result  in  a flood  of  senile  patients  being 
sent  into  mental  hospitals  who  at  present 
are  being  kept  out  because  of  certification ; 
if  the  stigma  is  removed,  people  say,  is 
there  not  a danger  that  they  will  flood  the 
hospitals?  But  much  more  provision  should 
be  made  for  cases  of  senile  dementia,  quite 
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outside  the  Act,  and  if  that  is  done,  there 
would  be  no  such  danger.  That  is  a case 
in  .point,  but  the  principle  runs  through  all 
our  recommendations. 

When  reading  reports  of  previous  Royal 
Commissions,  I have  been  struck  'by  the 
fact  that  the  deliberations  and  recom- 
mendations of  the  Commission  tend  to  be 
forgotten  and  the  law  resulting  from  them 
is  taken  as  something  inspired,  which  is 
then  subjected  to  fresh  interpretations  and 
commentaries,  without  any  regard  for  the 
original  intentions  of  those  whose  work  has 
resulted  in  it.  I should  like  to  express  bhe 
{The  witna 


hope  that  what  l have  just  said  will  not 
apply  to  this  Commission. 

(Chairman):  I am  afraid  that  must  be  so. 
It  does  not  matter  what  a Royal  Com' 
mission  recommend' ; what  matters  is  what 
the  Government  draftsman  gets  on  paper,  I 
am  afraid  that  always  will  be  so.  Thamk 
you  very  much. 

(Dr.  Harris ):  May  I,  on  behalf  of  the 
Association,  thank  you,  my  Lord,  and  the 
other  members  of  the  Royal  Commission, 
for  all  the  time  and  the  help  you  have 
given  us. 

?s  withdrew) 
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MINUTES  OF  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

NINTH  DAY 

Wednesday,  13th  October,  1954 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

Mbs.  H.  A.  Adrian,  J.P.  Mr.  R.  M Jackson  LL.D  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Sib  VEclJr  Oakes,  C.B.E.,  J.P. 

Mrs.  E.  M.  Braddock.  J.P.,  M.P.  Dr.  T.  P.  Rres  O.B.E.  M D.  D.P  M. 

Mr.  H.  B.  H.  Hylton-Foster,  Q.C.,  M.P.  Dr.  D.  H.  H.  Thomas.  B.Sc.,  D.P.M. 

Miss  H.  M.  Hedley  ( Secretary ) 

DR.  W.  S.  Macdonald,  M.C.,  J.P.  (Chairman  of  the 

Committee),  Mrs.  D.  M.  Bates,  M.B.E.,  J.P.,  and  Mrs.  M.  S.  Crewdson,  J.P. 
on  behalf  of  the  Magistrates  Association 

called  and  examined. 

Miss  B.  de  Blank,  Secretary  of  the  Association,  was  in  attendance. 


Memorandum  submitted  by  the  Magistrates’  Association 
INTRODUCTION 

1 The  Magistrates'  Association  represents  some  9,000  individual  ^gtotes  and 
100  which  have  joined  as  ^ s"  oUh  in 

Association. 

2.  The  Magistrates’  Association  exists  to  &Its 

difficult  work  which  they  have  undertaken  for  the  benefit  o 

work  falls  under  four  heads:—  ...  *■ 

(a)  Collecting  and  publishing  information  and  giving  information  and  advice 

to  individual  magistrates. 

(b)  Promoting  conferences  and  meetings  of  magistrates. 

(c)  Promoting  uniformity  of  practice  and  the  best  method  of  preventing  crime 

and  of  treating  offenders  with  a view  to  their  reform. 

* WWSW  * 

discussions  thereon. 

3.  The  Association  is  8°™™* ‘ ^ by” 

individual  members,  of  benches  and  asoects  of  magisterial  work  such  as 

jSSE  lu“Senfo?8 orders,  prisonrand  Borstal  institutions,  mental 
health,  legislation,  licensing  and  other  matters.  A 2 
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4.  In  this  memorandum  we  have  directed  our  attention  only  to  those  matters 
within  the  terms  of  reference  of  the  Royal  Commission  which  may  be  said  to 
come  within  the  scope  of  magistrates’  work,  and  matters  on  which  we  feel  justified 
in  expressing  an  opinion  from  the  experience  and  knowledge  we  have  gained  in 
the  course  of  this  work.  In  the  main  little  criticism  of  the  present  procedure  has 
been  received,  and  we  are  not  proposing  any  major  alterations  in  the  law — we 
would,  however,  draw  the  attention  of  the  Royal  Commission  to  the  matters  dealt 
with  below  and  to  our  recommendations,  a summary  of  which  will  be  found  at 
the  end  of  this  memorandum. 


MENTAL  ILLNESS 

Certification 

5.  The  Council  has  given  careful  consideration  ,to  the  whole  question  of  certifica- 
tion, being  well,  aware  of  a strong  body  of  opinion  in  favour  of  its  complete 
abolition.  The  Council  would  agree  that  so  far  as  possible,  though  without 
exerting  undue  pressure,  people  should  be  encouraged  to  enter  mental  hospitals 
as  voluntary  patients  under  Section  1 of  the  Mental  Treatment  Act,  1930.  We 
have  noticed,  however,  that  in  many  suitable  cases  use  is  not  made  of  the  power 
given  in  Section  5 of  the  same  Act  to  make  temporary  orders,  possibly  because  it 
can  only  be  made  on  the  recommendation  of  two  medical  practitioners— we  think 
that  wider  use  should  be  made  of  this  power. 

6.  The  Council  is  convinced,  however,  that  certification  musl  remain.  It  is 
essential  to  maintain  the  basic  principle  of  affording  judicial  protection  to  anyone 
suffering  from  mental  disorder  and  mental  deficiency,  which  involves  care  of  his 
person  and  the  protection  of  his  property  while  at  the  same  time  safeguarding  the 
liberty  of  the  subject.  There  must  be  power  to  remove  to  suitable  institutions 
and  to  detain  there,  forcibly  if  need  be,  persons  in  need  of  skilled  Treatment,  even 
if  this  removal  and  detention  has  to  be  without  their  knowledge  or  understanding. 
But  unless  this  power  is  given  by  Statute,  there  would  be  a gross  and  dangerous 
infringement  of  the  Habeas  Corpus  Act.  At  the  same  time  certification  prevents 
people  being  held  illegally  against  their  will,  for  every  patient  on  admittance  to  a 
mental  hospital  has  an  immediate  right  of  approach  to  the  Board  of  Control,  for 
a review  of  his  case  if  he  feels  he  is  being  unlawfully  detained.  The  powers  of 
inspection  and  discharge  vested  in  the  Commissioners  ensure  that  the  system  of 
certification  cannot  be  abused. 

7.  We  are  aware  of  the  stigma  attached  to  certification,  and  of  the  resultant 
disabilities  that  may  fall  so  heavily  on  relatives  and  descendants,  particularly  as 
regards  insurance  and  emigration.  Nevertheless  we  feel  the  advantages  of  certifica- 
tion outweigh  these  disadvantages. 

8.  Apart  from  the  practical  difficulties  that  accompany  certification,  we  realise 
that  there  is  a deep-seated  fear  of  mental  illness  and  mental  deficiency  that  has 
nothing  to  do  with  a doctor’s  certificate  proving  mental  disorder  or  a magistrate’s 
order  for  admittance  to  and  detention  in  a mental  hospital.  There  is  need  for 
continued  education  of  the  general  public  to  remove  any  reproach  attached  to 
mental  illness  and  to  create  a more  positive  attitude  towards  those  who  have 
been  in  mental  hospitals.  It  is  important  that  people  should  be  helped  to  realise 
that  physical  and  mental  sickness  are  only  different  expressions  of  illness  of  the 
individual.  Although  progress  'has  been  made  in  this  direction  in  recent  years, 
much  still  remains  to  be  done. 

9.  We  realise  that  a certain  body  of  medical  opinion  considers  that  certification 
is  a purely  medical  matter,  and  that  the  final  decision  should  not  rest  in  the  hands 
of  a layman.  We  believe,  however,  that  the  lay  opinion  of  the  magistrate  on  the 
condition  of  the  patient  is  an  essential  part  of  certification.  Under  our  present  law 
the  need  for  some  action  to  be  taken  must  be  recognisable  by  a layman.  The 
doctor  must  be  able  to  demonstrate  to  a non-professional  justice  that  the  person 
in  question  is  a person  of  unsound  mind.  As  the  lay  opinion  on  the  condition 
of  the  patient  given  by  the  magistrate  is  an  essential  part  of  certification  a doctor- 
magistrate  when  called  in  to  certify  should  remember  that  he  is  acting  in  a judicial 
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rather  than  a purely  medical  capacity.  We  know  of  doctors  who  refrain  from 
acting  as  certifying  justices  lest  their  medical  knowledge  might  lay  them  open  to 
a charge  of  bias. 

10.  Doctors  may  occasionally  feel  that  certification  should  be  a matter  solely 
for  the  medical  profession  and.  the  need  to  call  -in  a magistrate  may  sometimes  be 
regarded  as  an  unnecessary  interference  with  their  medical  duties.  We  consider 
that  the  magistrate’s  function  in  certification  is  important  for  the  reasons  set  out 
above,  and  in  addition  it  acts  as  a protection  and  safeguard  for  the  doctor. 

11.  At  present  certain  persons  may  be  certified  by  any  justice  regardless  of 
whether  he  is  a judicial  authority  or  not.  We  consider  that  every  magistrate 
certifying  under  the  Lunacy  Act  should  be  a judicial  authority. 

12.  In  the  same  way  we  recommend  that  it  should  no  longer  be  necessary 
to  have  two  doctors’  certificates  for  a private  paying  patient,  while  only  one  is 
required  for  a national  health  patient,  and  that  only  one  doctor’s  certificate  should 
be  necessary,  though  of  course  the  magistrate  would  still  retain  the  discretion 
to  call  in  a further  medical  opinion. 

13.  The  Council  is  aware  that  the  duties  in  connection  with  certification  are 
disliked  by  many  magistrates  and  where  possible  avoided.  Thus  it  often  happens 
that  newly-appointed  justices  with  no  judicial  experience  and  no  knowledge  of 
this  aspect  of  their  duties  are  appointed  as  judicial  authorities  for  want  of  others 
who  are  prepared  to  undertake  this  responsible  and  difficult  work.  We  deprecate 
this  attitude  on  the  part  of  some  justices,  but  we  consider  it  essential  that  all 
magistrates  acting  in  this  capacity,  should  be  fully  conversant  with  the  proceduie 
of  certification  and  we  therefore,  recommend  that  if  necessary  they  should  undergo 
some  preparation  for  these  duties.  We  therefore  recommend  that  magistrates 
courts  committees  should  include  this  work  in  their  .training  schemes.  Further 
The  Magistrates’  Association,  by  the  publication  of  literature  and  the  organisation 
of  meetings,  is  in  a position  to  help  magistrates  in  this  matter,  and  is  ready  to  assist 
in  any  way  that  it  can. 


Procedure 

14.  It  has  been  brought  to  our  notice  that  the  certifying  justice  does  not  always 
see  the  patient  or  make  enquiries  from  the  relatives  or  those  initiating  the  pro- 
ceedings.  Sometimes  the  patient  is  brought  to  the  magistrates  door  in  an 
ambulance  and  the  justice  is  asked  to  certify  at  once  We  are  of  opinion  that 
this  is  wrong,  and  that  the  certifying  justice  should  always  see  the  patient  to 
order  to  acquaint  himself  fully  with  the  circumstances  we  consider  that  he  should 
also  make,  enquiries  of  the  patient's  relatives  or  those  presenting  the  pet  toon. 
As  a full  medical  report  is  always  available  to  him  we  do  not  consider  the  presence 
of  the  doctor  essential,  except  in  doubtful  cases. 

Oismissal  of  petition  , , , ,, 

15.  In  spite  of  the  provisions  of  Section  7 (4)  of  the  Lunacy  Act  under  the 
present  system  if  a magistrate  feels  unable  to  make  a reception  order  there ^seerm 
to  be  nothing  to  prevent  the  doctor  or  other  official  concerned  from  trying ! every 
other  magistrate  in  the  district  until  one  is  found  who  is  prepared  to  certg. 
Although  there  are  safeguards  laid  down  in  Section  7 (4)  so  that  if  a petitio 
I?  dismissed  and  another  presented  the  facts  relating  to  its  former  disuussal  shall 
be  disclosed,  there  appears  to  be  a need  to  review  the  procedure. 

s fSff  sasv 

17.  We  recommend  that  the ■ F“vls““  (fc  rrfusedl'“o  $Lt  the 

summary  reception  orders  (^ct>on  £ J?  disclosed  on  presentation  of  any 

possible  without  fresh  grounds  to 

present  another  petition  within  the  next  three  months.  A . 
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18.  Section  6 (3)  provides  that  private  paying  patients  shall  he  seen  in  private 
— we  recommend  that  so  far  as  possible  this  provision  should  apply  to  all  patients, 
and  further  that  magistrates  should  be  reminded  of  the  importance  of  preventing 
as  much  as  possible  the  distress  to  other  patients  in  a ward. 

Temporary  removal 

19.  The  Council  would  draw  attention  to  the  following  apparent  contradiction 
in  the  making  of  summary  reception  orders.  Under  Section  21  u_  magistrate 
without  necessarily  calling  in  a doctor  to  assist  him,  is  required  to  sign  a form 
stating  that  the  patient  “ is  a person  of  unsound  mind  ” for  whose  removal  to  a 
mental  hospital,  a summary  order  may  be  made  under  the  Lunacy  Act,  1890. 
On  the  other  hand  Section  16  refers  to  “a  person  alleged  to  be  of  unsound  mind". 
From  this  it  would  appear  that  orders  under  Section  21  deal  with  persons  whose 
unsoundness  of  mind  has  already  been  established. 

20.  Patients  over  a certain  age  suffering  from  senile  dementia,  may  have  to 
be  removed  and  detained  without  their  consent  or  understanding.  They  are  then 
diagnosed  as  being  of  unsound  mind  to  be  dealt  with  under  the  Lunacy  Act 
—we  think  this  is  wrong.  We  would  suggest  that  a clear  distinction  should  be 
drawn  between  those  persons  suffering  from  psychosis  and  those  whose  mental 
disorder  is  due  to  old  age  and  serious  degeneration.  These  latter  have  with- 
stood the  stresses  and  strains  of  life  without  breakdown  and  they  should  not 
be  classed  with  “ persons  of  unsound  mind.” 

21.  At  present,  relations  of  such  patients  have  to  disclose  the  fact  of  “lunacy  ” 
in  emigration  and  some  insurance  applications,  when  in  fact  there  appears  to 
have  been  no  real  mental  illness.  We  consider  that  judicial  protection  of  the 
person  and  bis  property  should  be  provided  under  some  other  Statute  than  the 
Lunacy  Act. 

22.  We  would  urge  that  in  the  case  of  persons  of  advanced  years  suffering 
from  senile  dementia,  powers  should  be  given  similar  to  those  laid  down  in 
Section  47  of  the  'National  Assistance  Act,  1948.  Under  this  Section,  on  the 
advice  of  the  Medical  Officer  of  Health  the  local  authority  may  apply  to  the  court 
or  in  case  -of  emergency  to  a single  justice  (National  Assistance  Amendment  Act, 
.1952)  for  an  order  to  remove,  among  others,  aged,  infirm  or  physically  incapacitated 
persons  living  in  insanitary  conditions  to  a suitable  hospital  or  other  institution. 
Such  .an  order  lasts  for  three  months,  with  power  to  apply  again  to  the  court 
for  a further  order. 

23.  Tf  similar  provisions  were  laid  down  for  old  people  who  arc  mentally  incapaci- 
tated this  would  enable  them  to  be  removed  to  hospital  for  the  necessary  care, 
but  without  the  need  for  certification  under  the  Lunacy  Act.  Some  procedure 
providing  for  the  necessary  protection  of  the  person  and  his  property  would  have 
to  be  included  in  such  legislation.  We  would  recommend,  however,  that  the  neces- 
sary condition  should  be  that  'these  people  -arc  -in  need  of  care  which  they  are  not 
receiving,  and  not  that  they  are  living  in  insanitary  conditions  as  laid  down  under 
the  National  Assistance  Act. 

24.  We  consider  that  if  geriatric  observation  units  were  set  up  these  would  play 
a useful  part  in  obtaining  a correct  diagnosis  in  these  cases  and  would  result  in 
better  classification. 

Voluntary  patients 

25.  A principle  of  voluntary  treatment  is  that  patients  may  return  home  and 
discontinue  treatment  at  will.  In  some  cases  patients  will  not  consent  to  slay  us 
long  as  expert  opinion  considers  necessary.  It  has  been  suggested  to  us  that  some 
obligation  should  be  put  on  voluntary  patients  to  undergo  a full  course  of  treat- 
ment but  the  Council  does  not  feel  able  to  make  any  recommendation  on  these 
lines,  as  it  would  cut  across  this  voluntary  principle. 

26.  Certified  patients  are  sometimes  unaware  that  they  can  become  voluntary 
at  any  time  with  judicial  consent,  and  we  consider  that  in  suitable  cases  their 
attention  should  be  drawn  to  this  fact. 
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27.  The  Council  has  'been  interested  in  an  experiment  recently  carried  out  in 
four  hospitals  under  the  'South  West  'Metropolitan  Regional  Hospital  'Board  where 
parts  of  these  hospitals  were  de-designated  from  the  Lunacy  and  Mental  Treatment 
Acts  and  patients  admitted  without  formality.  It  is  understood  that  in  general 
cases  were  fairly  carefully  selected  and  were  of  the  type  likely  to  benefit  fairly 
rapidly  from  treatment.  A second  object  was  to  try  to  encourage  the  indecisive 
patient  in  need  of  in-patient  treatment,  but  unwilling  to  enter  a mental  hospital. 


O headers 

28.  An  offender  who  requires  treatment  for  his  mental  condition  presents  a 
difficult  problem.  He  may  be  put  on  probation  with  a requirement  that  he  submits 
to  mental  treatment,  but  there  is  in  some  cases  nothing  to  compel  him  to  undergo 
the  treatment  recommended.  The  probationer  attends  or  enters  the  hospital  as 
a voluntary  patient  and  he  can  discharge  himself  at  will  after  72  hours’  notice. 
In  some  courts  this  is  not  regarded  as  a breach  of  the  probation  order  and  therefore 
there  is  no  power  to  enforce  treatment.  iWe  recommend  that  the  legal  position 
should  foe  clarified  and  that  where  an  offender  has  consented  to  a probation  order 
with  a requirement  that  he  submit  to  treatment  for  his  mental  condition,  it  should 
clearly  :be  laid  down  that  a breach  of  the  probation  order  will  have  occurred  if 
he  does  not  undergo  the  treatment  required. 

29.  While  there  are  obvious  difficulties  in  carrying  out  the  provisions  of  Section  4 
of  the  Criminal  Justice  Act,  it  appears  that  in  certain  areas  the  problem  has  solved 
itself  through  the  helpful  co-operation  of  the  medical  staff  of  the  hospital  with 
the  probation  officer.  We  would,  however,  draw  the  attention  of  the  Royal  Com- 
mission to  the  difficulties  inherent  in  the  provisions  of  Section  4. 


Treatment  in  prison 

30  Another  method  of  dealing  with  offenders  in  need  of  treatment  is  to  sentence 
them  to  imprisonment,  for  it  is  generally  assumed  that  they  will  then  be  given 
the  treatment  they  need.  In  actual  fact,  however,  it  would  seem  that  the  number 
who  receive  such  treatment  is  very  small. 


Certification  in  prison  , _ . . 

31  We  have  considered  the  procedure  for  certification  m prisons  and  Borstal 
institutions.  At  present,  under  the  Criminal  Lunatics  Act,  1884,  two  members 
of  the  Visiting  Committee,  and  two  legally  qualified  “/^ical  practitioner  may 
certify  a .prisoner  as  insane.  The  powers  and  duties  of  the  Vasiting  Committee 
in  this  connection  may  be  exercised  by  the  Prison  Commissioners  or  one  of  them, 
in  Borstal  -institutions  and  in  prisons  which  do  not  have  * Stating  Coira^ 
certification  as  insane  can  at  present  be  earned  out  only  -by ’ the 

or  one  of  them  and  two  legally  qualified  medical  .practitioners  Counci 

considers  that  there  should  be  no  distinction  between  certification  m prison  and 
outside  and  that  only  justices  should  certify.  In  addition  m accordance  with  our 
mrammidation  in  paragraph  11  we  consider  that  only  a justice  appointed  as  a 
judicial  authority  should  be  empowered  to  certify  m prison  or  a Borstal  instituti  . 

32  At  present  the  two  medical  certificates  required  can  be  signed  by  doctors 

of  mental  illness.  . . . . _____ 

sa^rdf^ 

East-Hubort  institution.  It  has  been  found  in  pr^hce  that  they  should. 

XtXSonstXr  the  control  of  the  Prison  Commission. 
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34.  It  is  realised  .that  when  their  sentence  or  period  of  training  has  expired 
these  persons  may  not  be  fitted  for  re-absorption  into  normal  life  without  careful 
supervision.  Mental  hospitals  or  local  authorities  should  always  be  notified  in  these 
cases  so  that  their  after-care  officers  can  keep  in  touch  with  the  per-son  concerned 
and  watch  developments. 

35.  The  Council  has  considered  the  Danish  .system  of  an  indeterminate  sentence 
at  a special  institution  for  psychopaths,  such  as  Herstedvester.  The  Council  is 
not,  however,  in  favour  of  the  introduction  of  such  a sentence  in  this  country. 

Reports  on  offenders 

36  Persons  sent  to  mental  hospitals  under  Section  26  ol  the  Criminal  Justice 
Act  for  reports  on  their  mental  condition  also  present  certain  problems.  Long 
reports  have  to  be  produced  within  a short  time,  and  there  is  often  lade  of 
co-operation  on  the  part  of  the  persons  concerned.  The  medical  staff  is  inclined 
to  feel  that  valuable  time  is  .being  spent  on  these  people  which  could  more  usefully 
be  employed  an  other  and  more  responsive  patients. 

Treatment 

37  While  not  strictly  within  the  terms  of  reference  of  the  Royal  Commission, 
the  Council  would  draw  attention  to  the  fact  that  many  of  the  present  difficulties 
will  disappear  with  the  provision  of  more  accommodation  and  additional  staff. 

Protection  of  property 

38  The  Council  has  considered  the  question  of  the  protection  of  the  property 
of  mental  patients.  At  present  there  is  a time  lag  between  the  actual  date  of 
certification  and  the  notification  of  that  fact  to  the  Court  of  Protection  and  the 
appointment  of  a receiver,  and  this  might  provide  an  opportunity  for  the  patient  s 
property  to  be  misappropriated. 

39  We  are  aware  that  Section  48  of  the  National  Assistance  Act,  1948,  places 
a duty  upon  local  authorities  to  protect  the  movable  property  of  a person  admitted 
to  hospital  or  compulsorily  placed  in  other  establishments.  This  section,  however, 
does  not  give  any  authority  to  require  that  a patient’s  financial  interests  should 
be  investigated  or  protected.  We  are  also  aware  that  under  the  Hospital  Manage- 
ment Committee  Circular  48/24,  Hospital  Management  Committees  can  apply  to 
act  on  behalf'  of  the  local  authority  in  the  interests  of  the  patient  withm  the 
limits  of  Section  48  referred  to  above. 

40.  We  consider,  -however,  that  this  still  does  not  give  adequate  protection  to  a 
patient  immediately  after  he  has  been  certified  and  before  a receiver  is  appointed. 
We  are  aware  of  several  instances,  where  a patient’s  property  has  not  been  adequately 
protected  during  this  period  owing  to  lack  of  authority  to  deal  with  the  matter. 
We  therefore  recommend  that  certification  should  necessarily  involve  the  immediate 
freezing  of  all  a patient’s  assets  until  a full  and  proper  investigation  can  be 
made  and  a report  sent  to  the  Board  of  Control  and  the  Court  of  Protection. 

MENTAL  DEFICIENCY 

Certification 

41.  As  in  the  case  of  mental  illness  we  wish  to  make  it  plain  that  we  are  in 
favour  of  certification  as  providing  a safeguard  for  the  liberty  of  the  subject 
against  unnecessary  restraint  and  the  protection  of  his  property. 

42.  It  has  been  suggested  that  it  should  be  possible  to  make  arrangements  for 
the  reception  of  mental  defectives  as  voluntary  patients  similar  to  those  for  title 
reception  of  voluntary  patients  suffering  from  mental  illness.  The  Council 
strongly  disapproves  of  this  suggestion.  If  people  are  able  to  understand  the  full 

. implications  of  a voluntary  order  they  should  not  be  classed  as  mentally  defective. 
Further  the  Council  considers  it  would  be  imposing  an  unfair  burden  on  people 
of  low  intelligence  to  expect  them  to  take  responsibility  beyond  a certain  level. 

Dismissal  of  petition 

43.  We  consider  the  same  safeguards  in  connection  with  the  dismissal  of  a 
petition  and  the  presenting  of  a fresh  one  should  apply  to  mental  defectives  as 
to  those  suffering  from  mental  disorder,  as  recommended  in  paragraph  16. 
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Definition 

44.  Most  magistrates  and  many  medical  men  appear  to  be  convinced  that  mental 
defect  cannot  exist  without  scholastic  backwardness.  The  Council  considers  that 
moral  defect  has  often  considerably  more  harmful  effects  than  mental  defect. 
The  Council  supports  the  view  of  the  Joint  Committee  of  the  British  Medical 
Association  and  The  Magistrates’  Association  that  the  definition  of  mental  defect 
should  be  revised  so  as  to  stress  the  importance  of  social  adaptation  or  social 
efficiency  as  the  criteria  to  be  used  in  determining  mental  deficiency,  as  set  out 
in  the  pamphlet  entitled  “ Interpretation  of  Definitions  in  Mental  Deficiency  Act. 
1927”,  published  in  April,  1947— see  Appendix  A. 

Discharge 

45.  At  present'  justices  in  renewing  certificates  and  in  discharging  patients  have 
before  them  certain  reports,  all  of  which  come  from  the  officers  of  the  hospital. 
The  Council  considers  it  would  be  helpful  to  have  in  addition  an  independent 
medical  opinion  to  assist  the  justices  in  coming  to  their  decision.  It  is  essential 
that  patients  who  are  useful  to  the  institution  should  be  discharged  when  appro- 
priate and  the  Council  considers  that  the  assistance  of  an  independent  doctor  as 
suggested  would  be  useful  in  this  connection. 

46.  The  Council  is  concerned  because  a number  of  women  who  would  other- 
wise be  discharged  are  kept  in  institutions  for  fear  of  possible  pregnancies.  While 
appreciating  the  difficulties  the  Council  suggests  that  this  may  constitute  illegal 
detention  and  is  of  the  opinion  that  the  whole  problem  merits  fuller  consideration. 
While  sterilization  might  seem  to  be  the  obvious  solution,  the  Council  does  not 
feel  able  to  make  a recommendation  along  these  lines,  but  at  the  same  time  it 
is  doubtful  whether  the  power  given  in  the  Mental  Deficiency  Act  should  be  used 
to  detain  them  in  institutions. 


Juvenile  defectives 

47.  The  Council  considers  that  every  effort  should  be  made  to  deal  with  juveniles 
as  maladjusted  or  backward  children  in  residential  schools  rather  than  that  they 
should  be  certified  and  colonised  too  easily.  In  order  to  make  this  possible  the 
Council  recommends  that  further  provision  should  be  made  for  residential  schools 
for  this  purpose. 


Offenders 

48.  The  lack  of  facilities  for  dealing  with  the  mentally  defective  also  arises 
in  the  adult  court.  The  temptation  is  to  send  a defendant,  suspected  of  being 
mentally  defective,  to  orison  (without  remand  for  enquiry  into  his  mental  con- 
dition) for  it  seems  certain  that  .if  this  course  is  taken  the  prison  medical  authorities 
will  ascertain  the  mental  defectiveness  of  the  person  and  his  transfer  to  a suitable 
institution  will  take  place  more  quickly  from  prison.  If  the  court  directs  that  a 
petition  be  presented  through  the  duly  authorised  officer  the  process  is  very  much 
slower  owing  to  shortage  of  accommodation  in  the  mental  deficiency  institutions. 
But  committal  to  prison  is  unfair  to  the  mentally  defective  person  bemuse  it 
involves  the  stigma  of  a conviction  and  a prison  sentence  whereas  he  should  have 
been  dealt  with  as  a mentally  defective  person  without  the  court  proceeding  to 
conviction.  The  Council  recommends  therefore  that  it  be  laid  down  that  where 
mental  deficiency  is  suspected  there  should  be  a remand  by  the  court  to  ascertain 
whether  or  not  the  defendant  is  certifiable  as  such. 

49  At  the  present  time  remands  are  generally  in  custody  as  by  this  means 
reports  are  more  speedily  obtained.  While  we  realise  the  difficulties  of  remand, 
on  bail  or  to  mental  hospitals  due  to  the  shortage  of  psychiatrists  and  of  suitable 
accommodation,  we  consider  that  this  practice  is  to  be  f Bristo, 

contact  with  prison  life.  Our  intention  has  been  drawn  to  the  tact  that  the  Bristol 
rourtliaTappointed  a doctor  for  the  purpose  of  preparing  reports  for  the  inform  at, on 
of  the  coufi  We  understand  that  this  system  has  been  working  satisfactorily  for 
a number  of  years,  and  we  should  like  to  see  it  extended. 
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PSYCHOPATHS 

50  The  Council  supports  the  views  on  psychopaths  of  the  Joint  Committee  of 
the  British  Medical  Association  and  The  Magistrates’  Association  as  set  out  in 
paragraphs  8-10  of  the  pamphlelt  referred  to  in  paragraph  44  dealing  with  the 
definitions  in  the  Mental  Deficiency  Act — Appendix  A. 


DRUG  ADDICTION 

51.  Magistrates  in  the  course  of  their  duties  come  into  contact  with  drug  addicts 
and  alcoholics  who  become  ia  danger  to  their  fellow  citizens.  Drug  addiction  and 
alcoholism  are  matters  of  grave  concern  and  while  we  feel  unaible  to  make  any 
recommendation  that  power  should  be  sought  to  deal  with  these  cases,  we  consider 
that  the  question  merits  full  consideration. 


GENERAL 

52.  In  view  of  the  advances  in  treatment  and  changing  conditions  we  recommend 
ijhait  the  questions  falling  within  the  terms  of  reference  of  the  Royal  Commission 
should  be  kept  constantly  under  review  so  that  amending  legislation  may  be 
introduced  as  and  when  desirable  and  without  undue  delay. 


SUMMARY  OF  RECOMMENDATIONS 

Mental  Illness 

(1)  That  wider  use  be  made  of  temporary  orders  under  'Section  5 of  the  Mental 
Treatment  Act,  1930  (paragraph  5). 

(2)  Thai  certification  must  remain  for  the  protection  of  the  person  and  his 
property  (paragraph  6). 

(3)  That  any  magistrate  certifying  should  be  a judicial  authority  (paragraph  11). 

f4)  That  only  one  doctor’s  certificate  should  be  required  (paragraph  12). 

(5)  That  magistrates  undertaking  the  work  of  certification  should  be  fully  con- 
versant with  the  procedure  involved  and  if  necessary  should  undergo  some  prepara- 
tion for  those  duties  (paragraph  13). 

(6)  That  the  certifying  justice  should  always  see  the  patient  (paragraph  14). 

(7)  That  where  a certifying  magistrate  is  unable  to  agree  with  the  doctor’s 
opinion,  a second  magistrate  should  be  called  to  confer  with  'him.  If  the  petition 
is  not  granted,  it  should  not  be  possible  to  present  another  within  three  months, 
except  for  fresh  reasons  (paragraph  16). 

<8)  That  where  a petition  for  a summary  reception  order  has  been  dismissed 
this  should  be  entered  on  any  new  petition,  and  that  it  should  not  be  Possible  to 
present  another  within  three  months,  except  for  fresh  reasons  (paragraph  17). 

(9)  That  some  privacy  in  certifying  all  patients  in  hospital  is  essential  (para- 
graph 18). 

(10)  That  persons  whose  mental  disorder  is  due  to  old  age  and  senile  degeneration 
should  not  be  classed  with  persons  of  unsound  mind  (paragraph  20). 

:(11)  That  it  should  be  possible  to  remove  to  hospital  for  die  necessary  care 
persons  suffering  from  senile  dementia  without  the  need  for  certification  undei 
the  Lunacy  Act,  but  with  some  protection  provided  for  the  person  and  his  property 
^paragraphs  22,  23). 

(12)  That  certified  patients  should  be  informed  in  suitable  cases  that  they  can 
become  voluntary  patients  at  any  time  with  judicial  consent  (paragraph  26). 

(13)  That  when  an  offender  put  on  probation  with  a requirement  that  he  submit 
to  mental  treatment  does  not  undergo  this  treatment  this  should  be  held  to  constitute 
a breach  of  the  probation  order  (paragraph  28). 

(14)  That  the  procedure  for  certification  in  prisons  and  Borstal  institutions  should 
conform  to  certification  outside,  and  that  only  a justice  who  is  a judicial  authority 
should  certify  (paragraph  31). 
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(15)  That  it  should  be  possible  for  a Visiting  Committee  or  a Board  of  Visitors 
to  call  in  an  independent  medical  practitioner  before  adjudicating  on  a prisoner 
suspected  of  mental  illness  (paragraph  32). 

(16)  That  the  setting  up  of  an  East-Hubert  institution  for  prisoners  and  for  Borstal 
inmates  is  urgently  required  (paragraph  33). 

(17)  That  persons  released  from  these  institutions  should  be  carefully  supervised 
(paragraph  34). 

Protection  of  Property 

(18)  That  certification  should  involve  the  immediate  freezing  of  all  the  patient’s' 
assets  until  a full  and  proper  investigation  can  be  made  (paragraph  40). 

Mental  Deficiency 

(19)  That  certification  must  remain  for  the  protection  of  the  person  and  his 
property  (paragraph  41). 

(20)  That  safeguards  should  be  provided  similar  to  those  suggested  for  mental 
illness  in  connection  with  the  dismissal  of  a petition  and  the  presenting  of  a fresh 
one  (paragraph  43). 

(21)  That  the  definition  of  mental  defect  be  revised  to  stress  the  importance  of 
social  adaptation  rather  than  scholastic  backwardness  (paragraph  44). 

(22)  That  justices  in  considering  renewal  of  certificates  or  discharge  should  be 
assisted  by  an  independent  medical  opinion  (paragraph  45). 

(23)  That  more  provision  should  be  made  in  residential  schools  for  maladjusted 
and  backward  children  (paragraph  47). 

(24)  That  where  in  the  case  of  a defendant  mental  deficiency  is  suspected,  there 
should  be  a remand  by  the  court,  preferably  on  bail,  to  ascertain  whether  he  is 
certifiable  or  not  (paragraphs  48  and  49). 

Psychopaths 

(25)  That  the  definition  of  mental  defect  should  be  extended  to  include  psychopaths 
(paragraph  50). 

(26)  That  special  provision  should  be  made  for  psychopaths  (paragraph  50). 

Drug  Addiction 

(27)  That  consideration  be  given  to  the  question  of  provisions  for  dealing  with 
drug  addicts  and  alcoholics  (paragraph  51). 

General 

(2S)  That  the  law  relating  to  mental  illness  and  mental  deficiency  should  be  kept 
constantly  under  review  (paragraph  52). 


APPENDIX  A 

Memorandum  prepared  by  the  Joint  Committee  on  Psychiatry  and  the  Law  and 
approved  by  the  Councils  of  the  British  Medical  Association  and  Magistrates 
Association,  April,  1947 

INTERPRETATION  OF  DEFINITIONS  IN  MENTAL  DEFICIENCY  ACT.  1127 

1 The  purpose  of  this  memorandum  is  to  .point  out  that  the  concept  of  mind 
is  wider  than  that  of  intellect  and  that  mental  defect  (i.e.,  deficiency  of  mind)  is 

OfST “924)  “ Unsoundnes.  of  mind  is  no  longer  regarded  as.  m its  essence,  a 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


362 


ROYAL  COMMISSION  ON  MENT  AL  ILLNESS  AND  MENTAL  DEFICIENCY 


disorder  of  the  intellectual  or  cognitive  faculties.  The  modern  view  is  that  it  is 
something  much  more  .profoundly  related  to  the  whole  organism,  a morbid  change 
in  -the  emotional  and  instinctive  activities,  with  or  without  intellectual  derangement.” 
Unsoundness  of  mind  may  therefore  be  defined  as  an  impaired  condition  of  the 
mental  functions  involving  the  intellect,  emotions,  and  will,  or  one  or  more  ol: 
these  functions,  which  are  in  fact  only  divisible  for  purposes  of  classification. 

2.  The  concept  of  mental  deficiency  is  that  of  an  arrested  development  of  mind, 
either  congenital  or  caused  by  injury  or  disease  before  development  is  complete ; 
the  concept  of  mental  illness  is  that  of  a disorder  of  a developed  mind  which  has 
been  functioning  normally.  The  change  of  outlook  referred  to  is  reflected  in  the 
amendments  of  the  definitions  of  mental  defect  made  in  the  Mental  Deficiency 
Act  of  1927 : 

“ 1.— <1)  The  following  classes  of  persons  who  are  mentally  defective  shall 
be  deemed  to  be  defectives  within  the  meaning  of  this  Act : 

(«)  Idiots,  that  is  to  say  persons  in  whose  case  there  exists  mental  defective- 
ness of  such  a degree  that  they  are  unable  to  -guard  themselves  against 
common  physical  dangers ; 

(b)  Imbeciles,  that  is  ito  say  persons  in  whose  case  there  exists  mental 
defectiveness  which,  though  not  amounting  to  idiocy,  is  yet  so  pronounced 
that  they  are  incapable  of  managing  themselves  or  their  affairs  or,  in 
the  case  of  children  of  being  taught  to  do  so  ; 

(c)  Feeble-minded  persons,  that  is  to  say  persons  in  whose  case  there  exists 

mental  defectiveness  which,  though  not  amounting  to  imbecility,  is  yet 
so  pronounced  -that  they  require  care,  supervision,  and  control  lor  their 
own  protection  or  for  the  protection  of  others,  or,  in  the  case  of  children, 
that  they  appear  to  be  permanently  incapable  toy  reason  of  such  defective- 
ness of  receiving  proper  benefit  from  the  instruction  in  ordinary  schools ; 

(d)  Moral  defectives,  that  is  to  say  persons  in  whose  case  there  exists  mental 
defectiveness  coupled  with  strongly  vicious  or  criminal  propensities  and 
who  require  care,  supervision,  and  control  for  the  protection  of  others. 

(2)  For  the  purposes  of  this  section,  ‘ mental  defectiveness  ’ means  a condition 
of  arrested  or  incomplete  development  of  -mind  existing  before  the  age  of 
eighteen  years,  whether  arising  from  inherent  causes  or  induced  toy  disease  or 
injury.” 

3.  In  the  definition  of  moral  defectives  there  are  two  important  changes:  (1)  The 

disappearance  of  the  phrase  about  the  defect  having  existed  “ from  an  early  age  ”, 
This  change  reveals  a rejection  of  the  assumption  that  the  defect  must  of  necessity 
be  innate  and  hereditary  and  allows  legislation  for  cases  of  temperamental  and 
character  change  caused  by  diseases,  such,  as  encephalitis,  if  -they  occur  before  the 
age  of  18.  (2)  It  is  no  longer  necessary  to  prove  that  the  mental  defect  is 

“permanent  ”.  This  -again  illustrates  a changed  attitude  which  places  less  stress 
on  the  unchangeable  innate  -and  hereditary  factors  and  more  on  -the  influence  of 
environment  and  possible  amelioration  of  the  condition. 

4.  'It  is  suggested  in  this  memorandum  -that  those  classified  under  the  definition 
of  “ -moral  defective  ” could  be  classified  as  “ feeble-minded  ”,  and  that  the  separate 
classification  was  retained  only  to  facilitate  legislation  during  a period  -of  changing 
outlook  on  the  part  of  the  profession  and  the  public.  This  is  in  accord  with 
Tredgold’s  view  when  he  says,  in  referring  -to  moral  defectives,  “ -it  is  necessary  to 
emphasize  the  point  that  such  a person  is  mentally  defective — he  -is  in  fact,  feeble- 
minded -according  to  the  definition,  and  if  magistrates  were  somewhat  more 
enlightened  than  many  of  them  are  at  present,  moral  defectives  c-ould  be  certified 
as  ‘feeble-minded’,  and  the  term  ‘moral  deficiency’  discarded”.  Or  again,  “As 
things  are,  however,  most  magistrates  and  a good  many  medical  men  appear  to 
.be  so  convinced  -that  mental  defect  cannot  -exist  without  scholastic  backwardness, 
and  there  is  such  an  obvious  want  of  common  understanding,  that  certification  under 
this  designation  (i.e.,  ‘ feeble-minded  ’)  is  practically  impossible.  It  was  the  recogni- 
tion of  this  fact  by  those  responsible  for  framing  the  Act  which  caused  them  to 
draft  a separate  definition  ”.  The  definitions,  -as  laid  down  in  the  Act,  must  be 
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retained  for  the  time  being,  but  when  the  Aots  are  rewritten  it  might  well  be 
advisable  to  revise  the  terminology  so  as  to  stress  .the  importance  of  social  adaptation 
or  social  efficiency  as  the  criteria  to  be  used  in  determining  mental  deficiency. 

5 Under  the  Education  Act,  1944,  no  child  capable  of  education  within  the  school 
system  is  called  a mental  defective.  There  will,  however,  be  many  who  are  educa- 
tionally subnormal  or  are  maladjusted.  For  the  former  the  Education  Department 
will  provide  («)  special  arrangement  in  ordinary  schools,  ( b ) day  special  schools, 
(c)  boarding  special  schools.  For  the  latter  it  will  provide  (ul  transfer  to  another 
ordinary  school,  ( b 1 day  special  schools  for  maladjusted  children,  (c)  boarding  out 
with  foster  parents,  ( d ) boarding  homes  and  boarding  schools.  Excluded  froni  the 
school  system  will  be  any  child  deemed  fo  be  suffering  from  a disability  of  mind 
of  such  a nature  and  extent  as  to  make  him  incapable  of  receiving  education  at 
school  not  only  if  the  nature  and  extent  of  his  disability  are  such  as  to  make  him 
incapable  of  .receiving  education,  but  also  if  they  are  such  as  to  make  .it  “extent 
that  he  should  be  educated  in  association  with  other  children,  either  m his  own 
interests  or  in  theirs”  (Education  Act,  57  (4)).  Such  a child  will  be  referred  by 
the  lo<Ll  education  authority  to  the  local  authority  for  the  purposes  of  the  Mental 
Deficiencv  Acts.  It  is  therefore  quite  clear  that  behaviour  can  be  regained  as 
evidence^of  a “ disability  of  mind  ” and  is  considered  important,  irrespective  of 
whether  there  is  or  is  not  intellectual  deficiency. 

6 When  a child  comes  before  the  court  the  action  taken  will  presumably  depend 
whether  the  child  is  considered  able  to  remain  within  the  school  system  or  not. 

If  to  teT  there  “ power  under  the  Children  and  Young  Persons  Act 
Sections  57  Tl  ) and  62  (1)  and  ‘64  (as  amended),  and  under  the  Education  Act,  1944, 
IS  io£  40  either  to  commit  him  to  the  care  of  the  local  education  autaty  as  a 
^ person  ” or  to  commit  him  to  an  approved  school.  The  local  education 

(Mental  Deficiency  Act,  1913,  Section  8). 

Psychopathic  Personality  (see  explanatory  addendum) 

A Recognised  Form  of  Mental  Disease  , 

_ . ,,  . . i *1,-  rp-liatinnshio  'between  mental  defectiveness  and  psycho- 

S can  be Sg  evidence  of  either  mental  illness  or  mental  defect 
8.  At  present  the  term  “ psychopathic  personal^  tb  °Mthou°t 

have  shown  from  an  early  age  disturbances  of  he  ™™Pnso/“h“iaur  borders. 

marked  intellectual  Sr  the  1927  Mental  Deficiency  Act  as  (1)  “moral 

They  cannot  all  be  classified  under  th  wti  m “vicious  or  criminal  pro- 
defectives,” because  most  of  them  wi  be  impossible  to  obtain 

penalties”;  or  as  (2)  “ feeble-minded  teause  W years>  (W  the 

clear  evidence  of  Psyc^°P^h^itb*™  condition  other  flian  mental  defect.  It  is 
behaviour  may  be  associated  with  som  „ , ,jefeCt”  in  Rampton  Institution 

of  interest  that  a study  of  . 100  ca of  ^ H 

r^otnef  a5to^ffio“edical  diagnosis  that  is  needed  as  the  provision  of 

segregation  and  treatment.  & psychopathic  personality  are:  (1) 

9.  Among  -those  who  can .be  said  “ , s £ ’t  bnPg  them  ;nto  conflict  with 

Individuals  whose  psychopathic  PS^°n  ? tr.-atment  (e.g.,  the  homosexual  who 
the  law,  .but  who  need  and  are  ^ ‘^nffition)  The  emphasis  to  be  placed 

is  worried  and  anxious  ^out  ^^mormal  ^ case_  regards  both  the 
on  the  particular  type  °f  treatment  wui  ary  t ti  t or  in.patient  facilities, 
form  of  psychological  treatment  and  the  need  ior  ou  p 
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(2)  Individuals  whose  psychopathic  personality  brings  them  into  conflict  with  the 
law ' (a)  A considerable  number  of  these  can  be  and  are  detained  as  moral  defec- 
tives under  the  Mental  Deficiency  Acts.  (More  could  and  should  be  dealt  with  in  this 
way  if  the  Act  were  interpreted  as  has  been  suggested  above,  and  if  suitable  accom- 
modation were  available.)  They  are  detained  in  mental  deficiency  institutions  and  can 
be  sent  to  State  institutions  if  they  arc  dangerous  and  violent.  (ft)  Those  for  whom 
provision  was  made  under  Clause  19(1)  of  the  Criminal  Justice  Bill,  i.e„  not  certifiable 
under  the  Lunacy  and  Mental  Treatment  Acts  or  under  the  Mental  Deficiency  Acts, 
but  judged  as  requiring  and  being  susceptible  to  treatment  as  outlined  in  Clause 
19  (2),  namely : (i)  Treatment  as  a voluntary  patient  under  the  Mental  Treatment 
Act  ■ (ii)  Treatment  as  a resident  .patient  at  an  institution  or  place  approved  by  the 
Minister  of  Health.  This  presumably  means  neurosis  hospitals,  hostels,  etc.,  which 
could  be  entered  without  any  legal  formality.  Unfortunately  there  are  few  such 
places  (iii)  Those  who  are  not  judged  suitable  for  (i)  or  (ii),  or  those  who  have 
not  responded  to  treatment.  It  is  for  this  group  that  there  is  need  for  new  and 
special  arrangements.  It  is  suggested  that  this  group  comes  within  the  purview  of 
both  lay  and  medical  authorities,  but  that  legal  detention  will  be  needed  (something 
in  the  nature  of  an  indeterminate  sentence),  and  that  therefore  the  colony  or  institu- 
tion should  be  under  lay  control,  with  medical  help  to  ensure  that  proper  psychiatric 
advice  regarding  organisation,  and  specialised  individual  treatment  when  necessary, 
are  available. 

10.  The  decision  as  to  the  proper  form  of  disposal  would  be  for  the  consideration 
of  the  court,  but  it  is  essential  that  psychiatric  advice  should  be  available  before 
the  decision  is  taken. 

Addendum 

Certain  barms  of  Disease  of  the  Mind  (Psychopathic  Personalities) 

(1)  It  should  be  stressed  at  the  outset  that  while  a wide  diversity  of  conditions  are 
included  under  the  heading  of  psychopathic  personalities,  they  are  all  medically 
recognised  as  forms  of  disease  of  the  mind. 

(2)  There  is  no  doubt  (hat  this  term  has  been,  and  still  is,  used  by  many 
psychiatrists  to  cover  patients  suffering  from  .mental  abnormalities  in  whose  case 
no  clear  causal  factor  is  known. 

(1)  Nowadays  the  general  conception  is  that  the  .psychopathic  personality  sutlers 
from  his  abnormality  preponderantly  as  a result  of  some  inherent  constitutional 
factor. 

(4)  Thus  it  is  clear  that  certain  forms  of  mental  illness  can  be  removed  from 
this  category,  c..g.  (a)  the  psychoneuroses  in  whose  case  il  is  generally  considered 
that  environmental  factors  have  a preponderant  influence;  (ft)  the  organic  psychoses 
in  which  recognised  factors  are  accepted  as  being  causative,  e.g.  general  paralysis 
(syphilis),  confusional  cases  (toxaemia  and  fatigue),  traumatic  (direct  physical 
violence). 

(5)  It  is  not  customary  to  include  the  dementias,  though  why  degenerative  mental 
changes  apart  from  those  following  organic  causes  such  as  syphilis  or  arteriosclerosis 
occur  in  some  people  and  not  in  others  is  obscure. 

(6)  Nor  is  it  customary  to  include  the  amentias  (mental  deficiency),  although  it 
is  generally  allowed  that  many  if  not  most  cases  of  amentia  are  due  to  hereditary 
factors  Moreover,  if  it  is  accepted  that  tihe  definition  of  mental  deficiency  is  to 
include  social  inefficiency  which  does  not  necessarily  imply  intellectual  deficiency, 
it  must  be  admitted  that  the  distinction  between  moral  deficiency  and  psychopathic 
personality  is  by  no  means  clear. 

(7)  At  one  time  tlhe  “ functional  psychoses  ” (manic-depressive  insanity  or  cyclo- 
thymia, schizophrenia,  and  paranoia)  were  included,  because  there  seems  little 
doubt  that  in  these  patients  there  is  some  constitutional  deviation  from  the  normal 
which  is  little  understood.  Nowadays,  however,  these  are  recognised  as  reasonably 
concrete  clinical  groups  and  so  are  not  usually  referred  to  as  psychopathic 
personalities. 
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(8  V The  same  tendency  in  classification  is  noticeable  in  respect  of  epileptics,  who 
are  now  regarded  as  a reasonably  well  defined  group,  especially  in  view  of  modern 
work  which  recognises  that  in  epilepsy  there  is  a characteristic  abnormality  or 
the  electrical  reactions  in  the  brain.  Some,  however,  regard  the  epileptic  as  definitely 
coming  within  the  group  of  psychopathic  personalities. 

Alcoholics  and  drug  addicts  are  likewise  difficult  to  classify,  since  confusion 
arises  according  as  attention  is  paid  to  the  results  of  addiction  or  to  the  tendency 
to  addiction  The  manifestations  of  the  result  of  persistent  over-indulgence  in 
thef«  <tagiTcan  be  regarded  as  a form  of  toxic  psychosis,  but  those  with  a tendency 
loTdSon  miy  well  be  described  as  psychopathic  personalities. 

Tn  addition  there  is  a group  of  persons  who  are  by  reason  of  some  con- 
stitutional defect  or  abnormality  incapable  of  adjusting  themselves  to  the  usual 
dtetstas  of  society  whether  by  (i)  weakness  of  wUl  and  impaired  powers  of  decision 
taSsfceS lu)  defect  in  the  appreciation  of  moral  issues  and  duties  to  others 
[so-called  moral  defectives),  or  (iii)  deviations  of  sexual  aims  (homosexuals  and  other 

sex  perverts).  . . 

fin  It  should  be  appreciated  that  diagnosis  of  psychopathic  personality js  very 
difficult  the  same  manifestations  of  character  and  conduct  may  occur  in 

of  Sri V psychosis,  psychoneurosis,  or  mental  deficiency  or  dementia , how- 
ffie^ame  dSulties  of  diagnosis  exist  in  relahon  to  many  other  medical 

conditions,  as  for  example  in  asthma.  , . 

thase  cases  of  psychopathic  personality  can  be  ameliorated  and 

:ep^cS^athic  .peraonalities  seem  to  depend  rather  on 
StatonTaXs  than  on  environmental  influences. 

fin  agreeing  to  publication  the  Magistrates;  Association  is  not  necessarily  com- 
J&A T Xhe  viPews  expressed  in  the  foregoing  memorandum.) 

Examination  of  Witnesses 


i ooc  ir  hair  mail)-.  We  axe  very  grateful 
to 'you'  for  having  taken  so  much  troub  e 
in  ore oarin e this  memorandum.  would 
to  it  by  way  of  .introduction 
before  we  begin  the  questioning?-^^/- 
M^donSd):  1 do-  not  think  there  is  any- 
thine  sDecial  I would  like  to  say,  my  Lor  . 
What  we  say  at  the  end  of  the  4th  pa-ra- 
jjraph  of  our  memorandum  perhaps  con- 
eys the  general  tenor  of  our  recommenda- 
tions: ‘‘to  the  main  little  criticism  of  the 
nxesent  procedure  has  been  received  that 
Ky  magistrates — “ and  we  are  “t  Propos- 
ing any  major  alterations  in  the  law. 
There  are,  however,  as  we  have  said,  cer 
tain  points  which  we  feel  might  well  be 
considered  by  yourselves. 

1886.  Ycmr  memorandum  opens  with 
what  seems  almost  like  a contradirtion. 
You  are  very  insistent  in  paragraph  6 on 
'the  maintenance  of  the  .present  judicial  pro- 
tectioTbut  in  the  immediately  Preceding 
paragraph  5 you  say  that  you  regret  hat 
Section  5 of  the  Mental  Treatment  Act  of 
1930  is  not  more  used.  That  is  a procedure 
that  has  no  judicial  intervention  and  l was 


wondering  what  was.  your  view  as  to  the 
relation  of  temporary  treatment,  as  in 
Section  5 of  the  Mental  Treatment  Act,  and 
the  formal  certification  procedure  as  a 
matter  of  policy?  How  far  do  yon i want 
temporary  treatment  orders  substituted  for 
judicial  procedure?— —I  think  our  mam 
point  is  paragraph  6,  Sir.  . We  feel  that 
certification  to  some  extent  is  essential,  but 
in  regard  to  paragraph  o we  feel  that  some 
extension  of  the  temporary  admissions 
might  well  bo  thought  out. 

1,887.  'Does  that  mean  that  you  ?re 
willing  to  contemplate  a person  being 
detained  in  a mental  hospital  for _ six 
months  or  a year,  or  perhaps  eighteen 
months,  two  years  even,  without  judicial 

order? 1 am  afraid  we.  do  feel  that. 

(Mrs.  Crewdsoti):  In  thinking  of  Section  5 
1 think  we  wished  that  it  was  used  to  its 
fullest  capacity  in  cases  for  which  we 
imagined  it  was  conceived  when  the  Section 
™ put  into  the  Act,  that  is  for  cases  of 
definite  physical  illness  which  cause  tem- 
poral mental  breakdowns  For  examp  e, 
post-partum  dementia,  which  is  the  obvious 
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one  or  one  occasionally  comes  across 
some  case  of  post-concussional  trauma 
for  which  the  doctors  would'  say  .in  their 
medical  certificates,  as  they  are  bound 
to  say  under  Section:  5,  that  they  hoped  in 
six  months  time  .that  there  would  be  a 
recovery.  We  feel  that  Section  5 was 
intended  to  be  used  when,  the  mental  condi- 
tion .is  .not  what  I as  a lay  person  would 
call  a psychosis,  but  has  a definite  physical 
cause,  but  so  often  that  Section  is  not  used 
where  it  could  be. 

1888.  But  does  the  question  of  physical 
cause  come  into  i.t?  Surely  from  the  point 
of  view  of  the  psychiatrist  Section.  5 or 
temporary  procedure  should  be  used  for  all 
prima  facie  curable  or  .recoverable  cases, 
whether  the  cause  is  physical  or  not?— — 
On  the  face  of  it  It  does  look  like  that 
in  the  Act  but  perhaps  it  needs  to  be  more 
clearly  defined  so  that  it  is  restricted  to 
those  cases. 

1889.  Do  you  wish  temporary  treatment 
to  be  .restricted  to.  cases  where  there  is  an 

identifiable  physical  illness? That  is  my 

own  private  opinion.  I do  not  think  we 
have  as  a whole  thought  that  one  out,  but 
the  Section  could  be  more  widely  used  than 
it  is. 

1890.  (Dr.  Reas):  I presume  Mrs. 

Crewdson  is  aware  of  the  fact  that  in  the 
opinion;  of  some  doctors  all  mental  illness 
has  a physical  basis? Indeed  I am. 

1891.  So  that  you  would  be  prepared  to 

apply  Section  5 to  all  cases? Shall  we 

say,  known  physical  causes? 

1892.  Known  physical  causes? 1 am 

trying  ,to  separate  what  is  usually  termed 
by  the  laity  as  psychosis. 

1893.  You  would  not  use  Section  5 for 

.the  psychotics? No. 

1894.  .Even  though  the  psychotic  was 
incapable  of  expressing  willingness  or 
unwillingness  to  undergo  treatment? — ^-T 
think  they  usually  need  to  be  dealt  with 
by  summary  order  or  petition. 

1895.  In.  the  case  of  a woman  who  has 

jus-t  had  a baby  and  is  psychotic  and  also 
incapable  of  expressing  an  opinion  would 
you  be  prepared  to  use  Section.  5? Yes. 

1896.  Why?  I cannot  sec  ithe  .distinction. 

It  would  be  impossible  for  a lay  mem- 
ber to.  define  it — I think  some  medical 
member  would'  be  able  to  support  me — T 
have  often  heard  it  suggested  in  practice. 
—i(Dr.  Macdonald ):  It  is  this  balance 

between  the  physical  factors  .that  I think 
Mrs.  Crewdson  has  been  worried  about  and 
the  uindefinable  .psychosis.  Tn.  imy  oiwm.  view 
Section  5 must  .be  used  .in  the  type  of  case 
where  there  is  no  power  of  expressing 
volition  or  otherwise.  What  wc  felt  was 
that  we  would  like  to  have  seen  some  exten- 
sion of  the  temporary  admissions. 

1897.  At  the  present  time  if  the  patient 
is  incapable  of  expressing  willingness  or 


unwillingness  he  can  be  dealt  with  under 
Section  5? Yes. 

Ii898.  Now  there  are  some  cases  who  are 
able  to  express  willingness  or  unwillingness 
•to  undergo  tr.eal.ment ; would  you  be  pre- 
pared to  allow  the  unwilling  patient  who, 
shall  we  say,  had  a breakdown  after  having 
u baby,  to'  be  dealt  with  under  Section  5 

without  certification? 1 feel  she  must  be 

dealt  with,  but  I would  like  to  have  some 
little  thought  about  what  Section  she  should 
be  dealt  with  under.  She  must  'be  admitted 
to  hospital'  for  care,  for  her  own  protection, 
at  the  earliest  possible  moment  whatever 
the  machinery  may  be. 

1899.  Without  certification? 'If  need 

be,  without  certification  under  the  Lunacy 
Act. 

1900.  {Dr.  Thomas):  But  would  you  not 
prefer  it  to  be  without  certification  in  that 

particular  context? In  that  particular 

context,  most  decidedly.  I feel  that  we 
should  try  and  get  away  from  certification, 
but  there  are  cases  in  which  certification  is 
essential. 

1901.  (Chairman):  Wc  have  had  some 

evidence  that  the  reason  why  Section  5 is 
not  used  .more  often  is  the  difficulty  about 
defining  volition.  If  on,  top  of  .that  you 
add  this  new  distinction  between  whether 
the  disorder  has  ,a  known  identifiable 
physical  origin  you  would  clearly  have  the 
Section  less  used  even  than  it  is  used  now. 
-iDr.  Thomas):  That  point  about  physical 
causes  was  expressed  merely  as  a personal 
viewpoint,  was  it  not? -Yes. 

1902.  (Chairman):  You  .think  that  a 

temporary  treatment  procedure  which  does 
not  involve  judicial  ascertainment  is  a 
procedure  which  ought  to  be  more  used 

than  it  is  at  the  present  moment? Wc 

feel  .that  it  might  be  well  considered,  yes. 

1903.  In  paragraph  9 you  say  about  the 

function  of  the  magistrate: — “The  doctor 
must  be  able  to  demonstrate  to  a non- 
professional  justice  that  the  person  in  ques- 
tion is  a person  of  unsound  mind  ”.  Thai 
raises  in,  my  mind  to  what  extent  this  proce- 
dure of  .judicial  certification  is  a judicial 
procedure  at  all  in  any  sense  known  to  the 
English  law.  When  yon  talk  about  the 
doctor  “ demonstrating  ” that  means 
demonstrating  on  the  body  of  the  accused, 
so  to  speak,  that  he  is  a .person  of  unsound 
mind.  You  say,  in  paragraph  6,  as  a sort, 
of  satisfaction  to  .the  Habeas  Corpus  Act. 
that  a patienL  may  appeal  to  the  Board'  of 
Control  against  a magistrate’s  decision, 
which  is  appealing  to  an  administrative 
authority  against  a judicial  decision.  I am 
just  wondering  how  far  you  .regard  certifi- 
cation by  a magistrate  as  a judicial  proce- 
dure?  Well,  my  own  view  on  this,  my 

Lord,  is  that  the  magistrate  in  our  courts 
does  correspond  to  some  degree  to  a jury 
in,  a higher  .court,  and  we  feel  that  the 
doctor  in  this  instance  is  more  like  an 
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expert  ■witness.  We  feel  that  it  should  he 
an  onus  upon  the  doctor  to  .be  able  to 
demonstrate  to  ia  judicial  body,  to  the 
magistrate,  that  it  is  a case  of  mental  ill- 
ness; that  his  word  should  not  just  be 
taken  as  being  absolutely  sacrosanct. 

1904.  I imagine  that  the  expert  .witness  is 
normally  supposed  to  prove  to  a jury,  not 
to  demonstrate  to  a jury,  and  this  raises  a 
connected  criticism  which  puzzles  me  rather. 
In-  the  obsolete  procedure  of  judicial  inquisi- 
tion no  evidence  iis  relevant  if  it  is  more  -than 
■two  years  old,  and  the  impression  one  gets 
from  the  much  vaguer  provisions  of  the 
other  Lunacy  Act  procedures  is  that  the 
only  evidence  that  is  relevant  is  whether 
a person  is  of  unsound  mind  at  the  present 
moment,  or  at  any  rate  during  the  last 
fortnight,  -and  that  no.  evidence  of  his  pre- 
vious history,  which  ,in  any  other  medical 
case  would  be  very  relevant  -indeed,  is 
regarded  as  relevant.  If  that  is  so,  is  it 

desirable? 1 would  think,  from  ithe 

magistrate’s  point  of  view,  that  would  be 
undesirable.  In  a magistrates’  court  we  have 
certainly  more  flexibility  in  the  administra- 
tion of  practical  -cases,  but  we  would  like 
to  feel  that  the  judicial  body,  that  is  the 
magistrates  themselves,  have  got  a -real  func- 
tion to  perform  between  ithe  individual  and 
the  community,  and  I feel  that  they  can 
only  come  to  a conclusion.,  on  ithis  _ ques- 
tion -if  the  medical  witness  can  give  evidence 
in  support  of  his  view  that  the  patient 
should  be  so  detained.  We  should  perhaps 
have  said  “proves”  instead  of 
“ demonstrates 

1905.  (Mr.  Hylton-Foster ):  You  meant 

“ satisfy  ” did  you  not,  instead  of  “ demons- 
trate ” ? 1 think  that  probably  would 

have  been  better. 

1906.  (Chairman):  But  as  a magistrate, 

if  a doctor  was  to  say  to  you  in  evidence, 
“ I have  only  had  the  opportunity  of  observ- 
ing this  person  for  a fortnight,  dr  possibly 
less ; I should  judge  him  to  be  in  the  eany 
stages  of  a mental  illness  where  it  is  diffi- 
cult to  produce  the  symptoms  at  any  given 
moment,  but  here  is  a report  on  his  medical 
history  showing  that  the  man  has  been 
under  treatment  and  carefully  diagnosed 
by  a very  competent  psychiatrist”,  would 
the  magistrate  accept  that  as  relevant 
evidence? J.  feel  he  would  if  that  evi- 

dence is  given-  as  evidence  would'  normally 
ibe  given,  in  a spirit  of  sincerity,  even  if  it 
may  be  difficult  to-  bring  absolute  proof 
of  the  fact.  'But  we  feel  on  the  other 
hand  that  unless  the  doctor  is  so  willing 
to  oome  before  an  independent  body  and 
state  his  opinion  on  the  case,  I think  by 
so  much  his  opinion,  might  be  suspect  but 
if  he  is  prepared  to  come  and  give  evidence 
before  an  independent  lay  body  then  I 
think  by  so-  much  his  evidence  is  enhanced. 


1907.  I have  been  told  by  a Medical 
Superintendent  that  it  has  fallen  to  him 
to  have  to  demonstrate  to  a magistrate  that 
a patient  had  strong  delusions,  a patient 
who-  was  quite  wary  enough  not  to  voice 
her  delusions  before  a concourse  of  people. 
The  demonstration  had  consisted  of  a 
magistrate  sifting  in  an  adjoining  room 
with  the  door  half  open  and  the  patient’s 
delusions  being  elicited  by  the  doctor  in 
the  other  room  under  the  impression  that 
there  were  only  those  two  together.  That 
is  hardly  treating  a magistrate  like  a jury? 

(I  grant  that,  my  Lord.  On  the  other 

hand,  being  in  the  medical  profession  my- 
self I have  perhaps  a strong  propensity 
towards  the  Medical  Superintendent,  but  in 
many  quarters  he  is  looked  upon  as  being 
an  empire  builder  who  has  a particular 
interest  in  this,  and  I think  he  ought  fairly 
to  put  his  case  therefore  to  this  independent 
magisterial  tribunal. 

1908.  Yes,  but  if  you  take  a sensible 

psychiatrist  might  he  not  fairly  say  to  the 
magistrate : — “ Well,  look  here,  I quite 
agree  that  there  should  be  an  independent 
verification  of  my  judgment  but  in  view  of 
the  nature  of  the  problem  the  magistrate 
ought  not  to  ask  to  have  that  proof,  so  to 
speak,  over  the  counter  on  a particular  day 
of  the  week  ”? 1 agree  about  that. 

-1909.  But  the  magistrate  should  perhaps 
be  willing  to  undertake  to  visit  the  patient 
periodically,  either  himself,  or  through 
such  persons  as  he  depute  for  the  purpose, 
over  a period  of  weeks  and  form  his  own 
judgment  on  that  sort  of  visitation?-—-! 
think  most  magistrates  would  willingly 
accept  the  evidence  or  the  opinion  of  most 
Medical  Superintendents. 

1910.  (Dr.  Rees):  But  the  majority  of 
patients  are  not  certified  by  the  Medical 

Superintendent,  they  certify  very  few? 1 

should  have  said  a psychiatrist.— (Mrs. 
Bates):  In  addition,  of  course,  the  magis- 
trate visits  the  home  of  the  patient  to  assess 
whether  or  not  the  certification  should  take 
place  and  also  gets  information  from  the 
relatives.  That  is  a very  important  factor, 

I think,  in  bringing  to  life  the  written  word 
of  the  doctor.  One  questions  the  relatives 
and  they  can  give  their  evidence  in  support. 

1911.  6 Chairman ):  How  many  magistrates 

do  in  fact  visit  the  homes? Speaking 

for  myself,  my  Lord,  -I  have  never  certified 
a patient  in  any  other  place.  1 visit  the 
home  on  every  occasion. 

1912.  I think  I am  right  in  saying  that 
a great  deal  of  certification  is  now  done, 
after  emergency  admissions  and  so  on,  in 
the  hospital,  and  that  the  patient’s  relatives 
are  not  present  in  the  hospital  and  the 
magistrate  does  not  in  fact  visit  the  home? 

1 know  that  is  a fact.  As  a Chairman 

of  a large  Hospital  Management  Commit- 
tee I do  not  make  the  orders  of  the  patients 
who  are  there— I feel  it  is  inappropriate. 
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though  I dio  not  think  it  is  barred— Jut  I 
do  know  that  the  magistrates  visit  the  hospi- 
tal, certainly  in  the  case  of  those  who  have 
been  brought  in  under  emergency  orders, 
when  it  is  considered  that  a reception  ordei 
should  he  made  ; but  it  is  possible  for  rela- 
tives to  be  present  on  those  occasions  and 
for  the  justices  who  arc  there  to  discuss 
the  matter  with  the  relatives,  and  1 think 
this  is  an  arrangement  which  is  a right  and 
proper  one. 

1913  Yos,  of  course  the  magistrate  has 
power  to  call  the  relatives.  I am  just  won- 
diering how  often  it  is  done.  -(Dr. 
Macdonald):  'In  our  part  of  the  country  il 
is  done  very  little.  The  great  majority  of 
orders  in  our  own  city  are  made  in  hospi- 
tal,— (Mrs.  Crewdson):  1 come  from  a rural 
area  which  includes  wide  country  districts, 
the  Lake  District,  small  towns  and  Lancas- 
ter, where  our  mental  hospital  is.  One 
hopes  that  the  majority  of  cases  now  will 
have  early  treatment  and  go  in  as  volun- 
tary patients  and  you  also  have  temporary 
treatment.  Section  5 of  the  Mental  Treat- 
ment Act.  There  remains  a hard  core  of 
cases  who  have  been  neglected,  have  not 
called  for  medical  attention  or  who  have 
been  waiting  in  their  homes  and  there  comes 
a crisis.  We  arc  called  to  the  home  ami 
the  family  want  the  patient  removed.  There 
is  violence  and  excitement  and  disturbance 
generally  and  the  patient  very  often  by  that 
stage  resists  and  is  violent.  The  doctoi  has 
presented  the  certificate,  and  after  all  the 
certification  is  the  doctor’s  work  and  ours 
is  the  order  for  them  to  be  admitted.  Now, 
how  are  we  otherwise  to  remove  'that 
patient  against  his  will  out  of  lus  home. 

[ actually  am  called  a very  great  deal, 
both  day  and  night,  on  these  cases.  It  is 
a violation  of  the  liberty  of  the  subject ; 
it  is  a violation  of  the  personality,  and 
I have  always  felt  the  value  of  the  extra 
safety  of  calling  in  an  independent  party, 
one  who  is  supposed  and  recognised  to  bo 
independent,  as  in  other  cases  of  police 
arrests  and  so  on.  If  you  remove  that 
pattern  it  is  a very  serious  thing  to  the 
infringement  of  the  liberty  of  the  subject. 
Also,  I think  in  the  home  it  is  also  a 
comfort,  the  magistrate  is  usually  experi- 
enced and  can  help  to  comfort  the  family. 
If  one  is  sent  to  a general  hospital,  in 
the  ordinary  wards  of  a general  hospital 
where  there  is  usually  a great  flap  on  it 
they  have  a mental  case,  there  again  1 
always  ask  if  the  relatives  _ have  been  told, 
and  if  they  are  near  I like  to  speak  to 
them  first  before  signing  the  order.  It 
seems  to  me  it  is  part  of  the  whole  struc- 
ture of  the  protection  of  the  person  and. 
of  course,  of  his  property.  I do  not  quite 
see  how  the  machinery  for  the  protection 
of  his  property  could  come  in  either. 

1914.  I am  not  questioning  that  that 
might  ’be  the  ideal  way  of  administering 


the  present  law,  but  I think  you  would 
agree  that  in  less  enlightened  areas  than 
Westmorland  what  .would  normally  happen 
would  be  that  the  duly  authorised  officer 
would  visit  that  home,  would  himself  take 
the  responsibility  on  the  doctor’s  certifi- 
cate and  simply  .take  the  patient  to  hospital 

on  a three-day  order? iMuy  I say  on 

that,  that  I rather  deplore  the  present 
.practice,  lit  is  a habit  which  is  creeping 
in  of  Section  20  being  used  partly  be- 
cause of  the  difficulty  of  getting  the  magis- 
trate, and  so-  on.  Ultimately  the  magis- 
trate has  to  be  called  to  the  hospital,  and 
l think  the  general  public  and  the  relatives 
can  have  some  feeling  of  concern  that 
this  person  is  rushed  in  and  is  behind  lock 
and  key  before  the  magistrate  comes  in. 

19il5.  Your  memorandum1  does  not  con- 
tain any  recommendation  that  the  present 
emergency  procedure  legislation,  should  'be 
changed  ? 'No . 

1916.  If  you  made  it  compulsory  that  a 
magistrate  should  make  a reception  order, 
either  in  the  home  or  at  any  rate  after 
seeing  the  home,  in  every  case,  and  left 
the  duly  authorised  officer  as  a pure  trans- 
porter on  the  magistrate’s  order,  do  you 
think  you  would  have  enough  magistrates, 
or  could  have  enough  magistrates,  to  deal 

with  all  the  emergencies  that  arise? J 

should  say  that  you  would  have  a sufficient 
number  as  the  number  of  so-called  certifi- 
cations is  decreasing  so  much  already,  not 
only  by  the  use  of  Section  20,  but  Iby  the 
large  proportion  of  voluntary  patients.  In 
our  own  hospital  at  Lancaster  a very  high 
proportion  are,  T know,  voluntary  patients, 
so  that  your  actual  number  would  be 
something  which  surely  a Commission  of 

the  Peace  should  be  able  to  carry. 

(Mrs.  Bates):  I would  like  to  support  that, 
mv  Lord,  from  my  experience  of  a hos- 
pital which  has  1,200  patients  and  serves 
a very  large  city  area.  Admittances  are 
roughly  30  to  60  a month,  but  a very  large 
proportion  of  those  are,  of  course,  volun- 
tary patients.  The  number  of  Justices  on 
the'  'Bench  for  the  City  is  something  in  the 
region  of  45  magistrates,  and  it  seems  to 
me  that  no  undue  burden  would  be  placed 
upon  them  if  that  was  insisted  on.  I can 
say  that  in  almost  every  case  in  our  city 
the  magistrates  are  called  upon,  by  the  duly 
authorised1  officer  to  visit  the  patients  m 
their  homes.  That  is  the  way  it  is  done 
.there,  and  I should  say  that  that  should 
■be  the  recognised  pattern.  I do  not  think 
it  would  lead  to  an  increase  in  the  num- 
ber of  magistrates,  taking  into  con- 
sideration the  increasing  number  of  patients 
who  go  in  on  the  voluntary  basis,  where 
no  justices  are  required. 

1917.  In  those  circumstances  where  you 
are  called  to  a home,  you  have  hitherto 
implied  that  you  were  talking  of  the  sort 
of  obvious  case,  the  case  which  has  been 
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neglected  for  a long  time,  but  you  must 
come  up  against  a certain  number  of  un- 
certain cases.  If  a magistrate  is  signing  a 
reception  order  under  those  circumstances 
in  the  home,  it  is  .with  the  advice  of  the 
local  practitioner,  I suppose,  and  without 
the  advice  of  any  expert  psychiatrist,  is 

that  not  so? (Mrs.  Crewdsori):  That 

is  a very  interesting  point  because  it  is  a 
thing  that  does  happen.  In  one’s  experi- 
ence one  does  have  the  very  doubtful  case. 

It  may  be  just  temporarily  doubtful,  be- 
cause the  patient  is  not  showing  his  symp- 
toms ; i am  always  prepared  to  wait  a 
good  many  hours  or  come  back  again.  If 
there  is  real  doubt  in  my  own  mind  then 
I do  ask  for  a second  opinion,  in  other 
words,  I “ summon  to  my  aid  ” a 
specialist. 

1918.  'Before  the  patient  is  removed? 

Yes,  but,  of  course,  one  has  also-  in  one’s 
mind  that  if  that  patient  becomes  uncon- 
trollable and  any  accident  takes  place,  one 
would  be  to  blame,  'but  then  one  is  pre- 
pared to  accept  that. 

1919.  Do  you  not  sometimes  find  a case 

where  you  think  this  might  be  a case  of 
physical  illness,  and  that,  while  the  patient  s 
unsoundness  of  mind  may  be  doubtful,  he 
ought  to  be  placed  under  observation  in 
a hospital? Yes. 

1920.  When  the  duly  authorised  officer 
comes  up  against  that  position,  a temporary 
removal  to  hospital  is  usually  arranged  and 
then  there  is  a period  of  a fortnight  say 
during  which  the  patient  can  be  observed, 
and  then  the  magistrate  comes  to  his  con- 
clusions. But  if  the  magistrate  has  got  to 
decide  at  the  home,  what  does,  he  do? 
In  practice  what  do  you  do  in  circum- 
stances like  that  where  you  doubt,  for  one 
reason  or  another,  whether  the  patient  is 

suitable  to  certify?  Do  you  sign? 1 

would  always  ask  for  a second  opinion. 

1921.  In  the  home? In  the  home,  if 

there  are  arrangements  for  a domiciliary 
visit,  which  there  are.  I think  5 am  right 
in  saying  one  has  the  right — I have  done 
so,  I have  “ called  to  my  aid  ” a specialist 
from  the  nearest  mental  hospital. 


1922.  Just  for  an  opinion? For  an 

opinion. 

1923.  Not  for  formal  certification?- 

No,  for  an  opinion,  a medical  certificate 
and  an  opinion. 

1924.  And  you  have  never  felt  that  the 
doubtful  case  ought  to  be  put  into  hospital 
in  order  to  get  a really  reliable  opinion/ 
— — (Mrs.  Bates):  Bearing  on  that,  I have 
myself  on  two  occasions  refused  to  sign  an 
order,  having  visited  the  home  and  not 
being  satisfied.  There  have  only  been  two 
occasions  in  twelve  or  fourteen  years  that 
I have  refused,  but  I have  refused,  and 
in  one  case  so  far  as  I am  aware  the 
patient  never  did  go  to  hospital.  In  the 


other  case  some  months  later  I was  again 
called  and  I was  called  specifically  because 
I had  refused  to  make  the  order  before, 
the  symptoms  of  the  patient  having  become 
worse,  but  it  was  some  six  months  later 
before  it  was  quite  evident  to  me  that  the 
patient  needed  hospital  care,  and  I was 
able  to  sign  a certificate.  I do  feel  that 
magistrates  must  all  of  them  have  had  an 
experience  some  time  or  other  when  they 
found  themselves  unable  to  sign  a certi- 
ficate. 


1925.  I wonder  whether  it  does  not  put 
the  magistrate  in  a very  difficult  position 
where  he  thinks  that  the  person  ought  to 
be  sent  to  hospital  for  observation  but  is 
not  prepared  at  the  moment  to  sign  a full 
reception  order.  If  the  duly  authorised 
officer  does  it,  the  magistrate  comes  in  later 
and  as  an  impartial  judge,  but  here  the 
magistrate  has  seen  the  person  in  the  home, 
has  been  doubtful  in  the  home  and  then 
probably  decides  the  case  again  in  the  hos- 
pital afterwards.  May  there  not  be  a 
danger  if  the  magistrate  refuses  to  sign  and 
does  no  more  about  it?  There  may  be  a 
considerable  number  of  these  cases  which 
are  neglected  and  liable  to  become  worse 
just  for  that  reason,  that  they  really  ought 
to  have  been  sent  to  hospital?— —There 
are  other  ways  of  getting  them  to  hospital, 
are  there  not,  if  the  magistrate  refuses? 

In  the  cases  that  I have  cited  I have  found 
that  the  duly  authorised  officer  will  always 
say  to  a magistrate: — “I  am  a little  un- 
certain about  such  and  such  a case,’  or 
“ We  have  a difficult  case.”  There  is  always 
his  assessment  of  it.  They  feel  that  these 
are  the  steps  they  must  take,  and  I think 
they  are  glad— both  the  doctor  sometimes 
and  the  duly  authorised  officer — of  the  lay 
person  to  come  in  and  take  that 
responsibility. 

1926  Now  on  the  other  consideratieh 
which  people  are  apt  sometimes  to  ignore, 
the  difficulty  sometimes  of  getting  a 
mentally  ill  person  into  hospital  at  all  tor 
proper  observation  just  because  of  the  safe- 
guards and  the  impact  of  one  procedure  on 
•another.  There  are  some  rather  painful 
instances  of  serious  mental  disorder  which 
have  been  allowed  to  go  on.  sometimes  even 
without  being  seen  by  a psychiatrist  until 
the  disease  is  incurable.  It  is  this  aspect  of 
the  judicial  procedure  which  makes  a 
magistrate  feel  that  he  has  got  to  say 
“ Yes  ”,  or  “ No  ” on  the  spot,  that  causes 

me  some  worry. (Mrs.  Crewdsoti):  It 

also  works  the  other  way  round  sometimes. 
I think  You  get  a case  of  neglected  mental 
disorder  that  is  deteriorating,  sometimes  to 
a most  acute  stage,  and  not  the  ?fner*J. 
practitioner  -but  some  ordinary  member  of 
the  general  public  has  notified  the  mams 
trate,  who  has  then  visited  the  patient  with 
the  duly  authorised  officer  and  cal  lea  a 
medical  practitioner  to  his  aid.  It  does 
work  that  way  too. 
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1927.  I agree,  it  might  just  as  much  be 
the  fault  of  the  medical  profession  as  ot 
•the  magistrate  or  the  duly  authorised  ofn- 
cer,  but  the  question'  in  my  mind  is  whether 
the  .tendency  of  the  law  to  say,  ^ jnis 
person  of  unsound  mind  on  Wednesday, 
21st  October?  ” leads  to  that  kind  of  thing. 

Emphasis  is  placed  on  .the  question 

whether  or  not  he  is  actually  .certifiable,  ha 
I recognise,  but  going  back  to  the  actual 
function  of  so-called  certification,  it  is  the 

removal  .that  I am  concerned  with  the 

authority  to  remove.  That  is  why  1 think 
the  judicial  function  comes  in. 

1928.  But  there  again,  are  you  satisfied 
that  that  is  the  crucial  point?  You  have 
no  sort  ot  hesitation  about  the  compulsory 
removal  of  a child  with  scarlet  fever  m a 
working-class  home  who,  .cannot  be 
isolated ; his  removal  to  the  local  fevei 
hospital  is  compulsory,  even  against  tne 
parents’  wishes.  Is  it  wise  to'  put  so  much 
emphasis  on  a magistrate’s  order  as  an 
authorisation  for  removal?  -Is  that  not 
rather  an  old-fashioned  idea  m these,  days 

of  quick  motor  journeys,  and  so  on? 

It  is  not  only  removal,  it  is  detention. 

1929.  Yes,  it  is  detention,  but  at  what 

period  does  the  detention  become  a serious 
threat  to  the  liberty  of  the  subject?  To 
be  an  unwilling  object  of  a forty-mile  motor 
drive  is  not  .a  very  serious  threat  to.  the 
liberty  of  the  subject  and  even  to  stay.  in 
an  observation  ward  of  a mental  hospital 
for  three  or  four  days,  or  a week,  is  not  a 
very  serious  threat  to  the  liberty  of  the 
subject.  If  the  judicial  procedure  has  a 
place  at  all,  ought  it  not  to'  be  a procedure 
which  is  taken'  reasonably  at  leisure  and 
regarded  as  a protection  against  a man  los- 
ing his  liberty  in  too  prolonged  confine- 
ment?  1 agree.  Again  it  depends  what 

you  mean  by  “reasonably  at  leisure”.  The 
majority  of  these  type  of  cases  are  seen  for 
an  hour  or  so1 ; one  must  be  prepared  some- 
times to  spend'  an  hour  or  so. 

1930.  1 am  not  .talking  about  the  length 

of  the  proceedings.  I mean  the  length  of 
time  after  ascertainment  that  they  are  taken, 
by  the  psychiatrist  and  the  magistrate,  and 
by  everybody  concerned. -(Dr.  Mac- 

donald):  'My  own.  experience  is  somewhat 
different  from  that  of  my  colleagues.  Their 
procedure  in  their  areas  might  well  be  ideal 
in  safeguarding  the  liberty  of  the  subject. 
We  in  a large  city  are  very  often  faced 
with  the  practical  problem  of  getting  the 
patient  quickly  into  hospital  and  we  are 
fairly  content  that  the  judicial  procedure 
should  then  come  on  at  a later  stage,  after 
three  days,  and  so  on. 

1931.  (Mrs.  Adrian)-.  May  .1  ask  whether 
in  your  experience  many  of  the  cases 
brought  in  under  Section  20  do  in  fact 
become  voluntary  patients,  and  therefore 
the  judicial  procedure  is  never  needed 
Quite  a proportion  do.  They  go  into 


hospital,  that  is  the  point,  they  do  not  go 
into  a mental  institution.  They  go  into  an 
observation  ward,  into  a psychiatric  unit, 
and  they  are  .relatively  part  of  a general 
hospital  system,  and  after  that  period  of 
observation  a large  proportion  of  them  do 
become  voluntary  patients. 

1932.  In  your  experience  of  a mental 
hospital  which  is  also  itself  designated 
under  Section  20,  i,s  it  the  same  there,  do 
patients  going  in  remain  as  voluntary 

patients? iMrs.  Bates):  That  is  the  case 

in  ithe  hospital  i have  been  speaking  of. 
We  have  no  Section  20  accommodation  any- 
where else  in  the  city,  so  the  patients  must 
be  admitted  tO'  the  hospital,  and  there  a 
proportion  of  .them  become  voluntary 
patients. 

1933.  So  that  if  you  had  no  Section  20 
procedure  all  those  patients  would  have  had 
to  be  certified,  although  in  fact  within 
three  weeks  they  become  voluntary 

patients? Yes.  I would  like  to  add  that 

'a  large  proportion  of  .the  certified  patients 
also  beoome  voluntary.  As  soon  as  they 
are  able  to  understand  the  difference 
between  certification  and  the  voluntary 
system  they  are  given  that  opportunity  and 
it  is  quite  a day-to-day  procedure  that,  the 
patients  are  listed  and  when  the  committee 
members  arc  there  they  are  brought  before 
them'  and  they  do  become  voluntary 
patients. 

1934.  They  have  of  course  been  certified? 
Yes.,  they  have  been  certified. 

1935.  (Mr.  Jackson):  May  1 ask  one 

point  on  paragraph  9 where  you  use  the 
phrase:  “The  doctor  must  'be  able  to 

demonstrate  to  a non-professional  justice 
that  the  person  in  question  is  a person  of 
unsound  .mind”?  Is  the  point  really  simply 
that,  or  is  .it  really  ithat  through  his  illness 
lie  is  a person  who  is  in  need  of  care  and 
protection  that  may  have  to  be  given  against 

his  will? (Dr.  Macdonald ):  I think  two 

factors  come  !in  there.  It  is  protection  not 
only  for  the  individual,  but  of  the  public 
as  well. 

1936.  Yes,  but  there  has  to  'be  a case  . 

for  detaining  this  person'  either  for  his  own 
good  or  the  protection  of  others,  it  is  not 
purely  a question  -of  whether  he  is  men- 
tally ill  or  not? That  is  true.  We  meant 

that  tO'  be  included'  in  “ unsound1  mind.* 

1937.  .But  iit  is,  is  it  not,  a very  important 

distinction,  because  whether  a person 
should  'be.  detained  against  his  will  is  a 
question  upon  which  lay  opinion  may  have 
some  value? (Mrs.  Crewdson):  Yes. 

193'8.  Going  on  from  that,  I take  it  that 
•the  essence  of  your  ease  is  that  some  inde- 
pendent person,  should  be  introduced  at 
some  stage  in  -the  proceedings? Yes. 

1939.  And  the  justice  of  the  peace  I sup- 
pose one  could  say  is  an  independent  per- 
son, occupying  some  public  position  and. 
presumably  amenable  to  some  control  from 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  MAGISTRATES’  ASSOCIATION 


371 


the  Lord)  Chancellor  if  lie  should  'turn  out 
to  be  unfit  for  public  duty?  Now  can  1 
put  a little  more  definitely  what  I think 
the  Chairman  was  asking — I was  not 
quite  sure  from  the  answer  you  gave  that 
you  appreciated  it.  If  'there  was  a proce- 
dure under  which  persons  were  admitted 
to  hospital  without  any  .intervention  of  the 
justice  of  the  peace,  and  then  after  a long 
enough  period  to  assess  their  case  properly, 
say  after  six  months,  the  matter  came  before 
the  judicial  authority  if  detention  was  to 
be  continued,  would'  that  meet  your  feeling 
that  the  general  pattern  is  that  there  must 
be  some  external  authority  for  detaining? 

Have  I made  it  clear? Quite  clear.— 

(Dr.  Macdonald ):  I think  there  is  a lot 
to  be  said'  for  the  external  authority  coming 
in  later  on.  I am  a little  in  doubt  at  what 
stage  that  independent  authority  would  be 
of  real  value.  'If  the  patient  had  been 
in  a hospital  in  enclosed  conditions,  let 
us  say,  for  a period  of  six  months,  he  may 
be  under  such  conditions  that  it  would  be 
very  difficult  to  get  the  independence  which 
we  are  searching  for.  That  is  a practical 
point,  'but  ideally,  I feel  that  as  long  as  the 
outside  authority  does  come  in,  and  that 
sufficient  time  has  elapsed  for  the  develop- 
ment of  the  case  to  be  observed,  I would 
be  in  favour  personally  of  this  judicial 
enquiry  taking  place  at  a relatively  late 
stage. 

1940.  Following  on  from  that,  is  it  at 
all  clear  that,  .if  justices  of  the  peace  are 
brought  in,  it  is  wise  to  bring  in  the  single 
justice,  rather  than  the  .procedure  we  are 
familiar  with  in  most  of  the  magistrates’ 
work  where  there  are  at  .least  two  justices 
with  the  benefit  of  the  advice  that  itheir 

clerk  may  give  .them? 1 feel  that,  as 

far  as  possible,  these  things  should  approxi- 
mate to  normal  magisterial  experience  and 
that  there  should  'be  more  than  one  justice, 
and  that  there  should  be,  as  it  were,  a 
judicial  enquiry  with  the  benefit  of  the 
legal  learning  of  the  clerk. — {Mrs. 
Crewdson ):  I can  see  all  sorts  of  practical 
difficulties.  To  find  -two  would  be  difficult. 
After  all,  you  have  the  examining  magis- 
trate sitting  alone,  taking  depositions  for 
a higher  court.  He  is  in  a sense  the 
examining  magistrate  in  this. 

1941.  We  are  envisaging  here — and  Dr. 
Macdonald  was  agreeing— a procedure 
under  which  the  case  would  be  investigated 
some  time  after  the  paitient’s  entry  into 
hospital,  to  decide  whether  he  should  con- 
tinue -there,  and  I wanted  to  ask  Dr. 
Macdonald  further  whether  it  would)  be 
necessary  in  many  cases  to  visit  the  patients 
at  all,  or  whether  one  might  not  have  some 
procedure,  as  has  'been  suggested  to  us, 
on  the  lines  of  the  adoption  procedure  /- 
(Dr.  Macdonald ):  I find  this  a real  problem. 
I think  evidence  should  be  best  evidence, 
and!  I would  find'  it  difficult  as  a magistrate 
to  envisage  my  decisions  being  right  de- 


cisions without  seeing  the  patients  them- 
selves. As  a doctor  I probably  could  accept 
that  the  evidence  of  ithe  medical  authorities 
would  be  sufficiently  clear,  but  on  the  judi- 
cial side  I do  feel  that  we  would  miss  some- 
thing if  we  missed  the  opportunity  of  seeing 
the  patients  for  ourselves. 


1942.  1 am  not  suggesting  that  the  patient 
would  not  ever  be  seen,  but  would)  it  be 
necessary  .that  the  patient  should,  always 
be  seen?  Can  one  envisage  a satisfactory 
state  of  affairs  where,  say,  a patient,  has 
been  admitted  for  six  months,  there  is  in 
the  view  of  the  doctors  no  doubt  at  all 
that  continued  detention  is  necessary,  but 
there  is  a requirement  for  the  preservation 
of  the  principles  of  the  liberty  of  the  subject 
that  the  .case  should  now  be  brought  before 
the  judicial  authority  who  should)  examine 
it  and1  make  .their  decision.  Whether  they 
saw  the  patient  or  not,  and  whether  the 
judicial  authority  called  to  its  aid  a further 
medical  opinion  or  not,  would  presumably 
depend  upon  the  circumstances,  on  whether 
they  thought  that  was  necessary  or  de- 
sirable, or  on  whether  they  thought  if  was 

quite  clear  enough  without  that? You 

may  well  be  condemning — if  I may  use  that 
phrase — the  individual  to  detention  without 
hearing  his  evidence,  and  I would  have 
thought  that  legally,  from  a magisterial 
point  of  view,  there  might  well  be  a real 
objection'  to  that,  and  I would  not  like 
to  agree  to  your  suggestion  without  giving 
it  more  thought. 


1943,  But  apart  from  this  point  of 
actually  seeing  the  .patient,  .the  general  out- 
line of  detention  for  a period  and  then, 
shall'  I say,  a more  judicial  enquiry  than 
is  possible  at  present,  iwould  satisfy  the 
principles  to  which  you  attach  importance? 

4 feel  there  is  a lot  to  be  said  for  it, 

but  I would  like  to  give  if  more  considera- 
tion and  just  check  up  on  all  the  details 
of  it.— •{Mrs.  Bates):  I would  like  to  say 
that  I envisage  in  that  plan  a very  compli- 
cated responsibility  laid  upon  the  hospital 
where  these  patients  are.  In  your  large 
mental  hospitals  you  come  to  the  position 
where  you  would  have  a judicial  authority 
sitting  "there  to  review  all  these  cases  and 
there  would  be  an  enormous  number  of 
them.  You  get  a hospital  with  2, 000-3, 000 
patients  all  having  their  cases  reviewed; 
would  they  get  the  individual  attention,  even 
if  ithey  could  be  seen,  when  such  a proce- 
dure was  going  on?  It  seems  to  me  that 
they  would  put  them  all  into  one  category 
at  o nice— the  .patient  who  is  to  be  seen— 
and  one  would  lose  the  whole  of  the  indivi- 
dual touch  in  .this.  I do  not  know  how 
far  IMr.  Jackson  means  that  these  cases 
should  be  reviewed  but  it  does  seem  to  me 
rather  an  alarming  thought. 


1944.  (Mr.  Jackson):  I was  not  consider- 
g .the  procedure  for  periodical  reviews; 
think  we  should  have  to  consider 
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an  a separate  problem  what  kind  of 
review  of  cases  -there  ought  to  .be.  What 
i am  suggesting  is  that  instead  of  certifica- 
tion before  admission  there  should  be  a 
system  under  which  there  would  toe  a sub- 
stantial period  without  that  and  then  judi- 
cial authority  would  toe  required  for  further 
detention.  I say  for  a period  of  six  months, 
but  that  requires  evidence,  of  which  we 
have  had  some,  of  what  period  is  really 
required  for  a considered  opimoq.— (Or. 
Rees):  And  at  the  end  of  that  time  most 
of  the  patients  would  have  been  discharged 
anyway? Yes. 

1945.  {Mrs.  Adrian) : So  that  in  fact  your 

numbers  would  probably  be  very  small? 

Yes.  tout  you  would  still  have  left  in  your 
hospital  that  hard  core  of  patients  who, 
as  we  all  know,  do  remain. 


1946.  {Mr.  Jackson):  On  the  point  I 
mised  about  the  single  justice  acting  away 
from  fellow  justices,  and  away  from  the 
clerk  as  compared  with  two  or  more  justices 
with  ’ the  advice  of  their  clerk,  arc  you 
satisfied  that  most  single  justices  called  into 
these  cases  are  not  rather  lost  as  to  what 

they  ought  to  do? {Mrs.  Crewdson): 

Personally,  I am  satisfied  that  it  ns  best 
that  one  should  act.  He  can,  of  course, 
have  his  clerk  present.  The  question 
whether  he  is  able  to  do  his  job  properly 
is  a difficult  point,  but  our  contribution 
to  this  is  that  we  ask  that  in  future  all 
justices  doing  any  .certification  shall  be 
judicial  authorities  .and  shall  be  made  to 
undergo  a preparation  for  their  duties. 

1947.  (Chairman):  I understand  your 

recommendation  on  that  is  not  that  every 
magistrate  should  be  appointed  as  judicial 
authority  but  that  only  magistrates  who 
are  suitable  should  toe  appointed.  You  are 
suggesting  a separate  .panel  of  magistrates 

for  this  purpose? Yes,  -which  of  course 

they  are  already ; they  are  nominally 
appointed  by  Quarter  Sessions  to  be  judicial' 
authorities,  and  that  should  toe  so  for  all 
magistrates  who  have  power  to  sign  orders. 
They  should  be  carefully  chosen  ; it  should 
not  be  quite  so  automatic  as  it  is  now. 

1948.  Yes,  but  I am  really  wondering 

whether  that  is  sufficient? One  would 

not  wish  to  turn  them  into  bad  medical 
students,  or  anything  like  that.  They  are 
still  lay  justices,  but  if  they  prepare  them- 
selves for  their  office  they  would  at  least 
understand — or  one  hopes  they  wou  ld  -under- 
stand— -the  procedure,  which  is  what  is  so 
necessary. 


1949.  Your  evidence  in  this  maitterof  the 
justices  is  that  they  are  an  impartial  lay 
body.  J think  the  -growing  tendency  is>  for 
magistrates  -to  specialise  in  this,  work, 
because  it  is  not  a very  popular  side  of  the 
magistrate’s  d-uties,  and  if  you  had  almost 
a separate  panel  of  magistrates' — Like  the 
Juvenile  Court  magistrates — I wonder 


whether  in  a few  y ears'  time  yo-u  would  not 
get  the  criticism,  "It  is  no  longer  an  impar- 
tial body,  they  are  far  -too  deeply  involved 
in  all  this  business  ",  and  some  of  them 
would  probably  be  chairmen  of  the  mental 

hospitals  as  well? That  does  happen 

to  many  of  us. 

1950.  Have  you  considered  that  danger? 

1 have,  my  Lord. — (Mrs.  Bates):  They 

are  often  chairmen  of  the  Hospital 
Management  Committees, 

1951.  Perhaps  the  importance  of  having 

outside  lay  opinion  may  easily  .be  exagger- 
ated?  [Mrs.  Crowd  son):  Apart  from 

their  opinion,  it  is  the  authority  to 
move — 1 keep  getting  back  to  that — it  is 
the  authority  to  remove  the  patient  and 
de-tain  him  that  is  so  fundamental. 

1952.  Could  it  not  be  argued  that  the 

magistrate  who  .is  also  chairman  of  -the  local 
mental  hospital  is  on-lv  too  anxious  to  move 
the  patient? We  all  stiller  from  over- 

crowding, my  'Lord. 

1953.  I am  afraid  in  this  workaday  world 
one  -cannot  gel  away  from  it,  if  you  are 
expert  enough  to  be  trusted  with  the  job 

you  are  not  a wholly  impartial  person. 

(Dr.  Macdonald):  There  may  be  something 
to  -be  said  for  Mr.  Jackson’s  point  that  at 
certain  silages  this  may  well  -lie  more  suit- 
able for  a magisterial  court  rather  than  one 
single  visiting  justice. 

1954.  (Mr.  Jackson):  On  -this  other  point 
of  removal,  is  it  true  that  tradition  really 
is  entirely  in  support,  of  the  view  that  you 
must  not  remove  a person  against  his  will 
without  judicial  authority?  Have  you  not 
accepted  for  a long  time  that  a person  may 
be  arrested  an-d  may  ‘be  detained  without  any 
decision  of  that  kind,  and  that  the  vital 
principle  is  -that  they  may  not  be  detained 
for  long,  that  before  long  they  must  be 
'brought  before  some  kind  of  im-partio.l 
authority,  and  that  authority  -may  remand 
them  still  further?  The  principle  surely 
is  that  you  do  not  have  a continued  deten- 
tion without  authority,  not  that  you  may 

not  move  in  the  first  instance? {Mrs. 

Crewdson):  Am  I not  right  in  thinking  that 
-the  -person  may  ask  for  legal  assistance 
immediately  on  detention? 

1955.  But  nothing  is  going  to  happen  for 

some  time;  nothing  can  happen  until  the 
person  is  brought  uip.  That  is  the  principle, 
not  that  you  cannot  move  in  the  first 
instance,  but  that  you  -cannot  go  on  detain- 
ing?  'He  can  have  legal  protection.  He 

can  ask  for  his  lawyer  to  come  immediately 
to  the  station  where  ho  has  been 
apprehended. 

1956.  (Chairman):  Are  you  raising  this 

question  of  legal  aid  seriously? 'No, 

only  as  a parallel  to  Mr.  Jackson’s 
question. 
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1557.  '{Mrs.  Braddock):  Just  one  point  on 
paragraph  15,  where  the  statement  is  made 
that,  where  a certain  magistrate  refuses  to 
make  an  order,  the  doctor  or  other  person 
responsible  can  travel  round  until  he  finds 
a magistrate  who  .is  prepared  to  make  an 
order.  What  have  you  to  say  about  that? 
-In  Section  7 under  the  petition  proce- 
dure there  are  certain  safeguards,  and  we 
would  like  to  see  them  extended  to  tihe 
summary  procedure  ; we  would  like  to  sug- 
gest that  there  should  always  be  that  pro- 
tection, that  the  documents  should  show 
if  there  has  been  a previous  refusal. 

1958.  At  the  moment  the  fact  that  there 
is  a judicial  enquiry  does  no,t  always  give 
the  necessary  safeguard.  It  depends  entirely 
upon  what  the  magistrate  decides,  and  if 
one  magistrate  takes  a decision  against, 
another  magistrate  can  'be  looked  for  im- 
mediately. The  fact  that  there  must  be 
some  judicial  enquiry,  or  that  the  justice 
should  see  the  patient,  siti'll  does  not  give 
the  patient  protection,  i«t  depends  entirely 
upon  the  magistrate?- — (Dr.  Macdonald ): 
That  is  why  we  feel  that  it'hat  fact  should 
always  >be  disclosed. 

1959.  (Mr.  Hylton-Foster ):  I should  like 
to  ask  if  the  witnesses  would  amplify  .the 
last  sentence  of  their  paragraph  10?  It  is 
really  another  aspect  of  the  supposed  value 
oif  certification  by  a judicial  authority.  1 
wanted  to  know  for  what  reasons  it  acted 
in  practice,  as  a safeguard  for  the  doctor? 
--—■{Mrs.  Bates):  Might  I cite,  as  an 
example  of  what  we  had  in  mind,  a well-to- 
do  woman  patient  who  takes  drink  and  has 
repeated  attacks  of  delirium  tremens,  and 
whose  own  particular  doctor  is  away  on  an 
occasion  when  she  has  an  attack  of  this 
kind.  It  is  obvious  that  immediate  removal 
from  'her  home  is  essential,  and  another 
doctor  is  called  in,  and  there  is  an  order 
to  be  made.  Now  ini  that  case  I feel  it  is  a 
very  definite  help  to  .the  doctor  that  a lay 
person  can  be  called  in  to  sign  such  an 
order.  The  doctor  does  not  want  to  do  it 
as  she  is  not  his  patient — -.they  are  influential 
people  we  will  say — and  so  on.  There  are 
■occasions  of  that  kind  which  come  -to  mind, 
and  in  the  experience  of  magistrates  who  do 
have  to  go  to  make  orders,  who  go  to  the 
house  and  see  all  the  difficulties  there  which 
come  uip  and  hit  you  at  once  when  you 
enter  such  a home,  the  doctor  is  glad  on 
such  occasions  that  there  is  such  a thing  as 
a lay  justice  coming  in  to  make  the  order. 
— -^Dr.  Macdonald ):  I do  feel  that,  and  I 
do  not  think  it  is  limited  to  another  doctor’s 
patient.  I think  the  patient’s  own  doctor 
may  well  have  a real  loyalty,  as  he  would 
have,  to  the  patient,  and  he  might  well  feel 
that  in  the  public  interest  and  in  the  rela- 
tives’ interest  and  so  on  this  patient  should 
be  removed.  He  himself  might  be  un- 
willing, because  of  possible  subsequent 
events,  to  take  that  step  in  the  removal,  but 


if  he  can,  as  it  were,  pass  the  .buck,  or  put 
the  Iblame  on  .the  magistrate,  I think  it  can 
be  of  very  real  value  to  that  doctor. 

1960.  (Mrs.  Braddock):  Do  you  think 
that,  in  the  circumstances  of  the  case  that 
you  instanced,  there  are  actual  grounds, 
in  a temporary  complaint  of  that  sort,  for 
certification?-— — (Mrs.  Bates).  This  was  a 
•patient  who  had  been  .certified  on  previous 
occasions.  Like  the  one  I have  actually 
cited,  you  do  come  across  those  who  have 
been  certified  on  previous  occasions  and  had 
been  discharged,  but  it  was  necessary  to  do 
it  again. 

1961.  But  would  not  .the  .three-day  order 
be  satisfactory  in  relation  to  that  without 
further  certification?  I should  suggest  it 
was  not  a case  for  a magistrate.  Is  it  not 
a question  of  something  the  patient  had 
done  that  bad  temporarily  upset  her  mind, 
and  within  a few  days  she  would  be  quite 
normal  again?  I should  not  feel  that  it 
should  be  necessary  to  certify  under  those 

circumstances. -It  was  a very  difficult 

patient  to  remove. — (Mrs.  Crewdson):  Most 
of  our  people  do  go  in  under  a three-day 
order. 

1962.  (Mr.  Hylton-Foster)-.  It  is  not  very 
often  that  patients  get  past  Section  16  of 
the  Mental  Treatment  Act,  but  if  they  do 
and  get  leave  to  proceed,  then  it  is  on  the 
basis  of  the  doctor  having  acted1  in  bad 
faith — which  really  is  hopeless. — or  without 
reasonable  care.  If  in  practice  the  plaintiff 
is  able  to  say  that  the  doctor  acted  without 
reasonable  care  it  gives  him  no  protection 
whatsoever  that  the  magistrate  has-  made  the 
same  mistake,  or  swallowed  the  doctor’s 

view  hook,  line  and  sinker? (Dr. 

Macdonald) : I think  they  can  share 
the  blame.  My  own  experience  is 
that  once  a doctor  has  a patient 
certified  he  very  often  loses  that  patient, 
and1  that  patient’s  family,  and  if  he 
can  share  that  responsibility,  which,  is  a 
responsibility  to  the  community,  with  some- 
body else,  whether  he  may  be  the 
authorised  officer  or  the  magistrate,  I think 
by  so  far  it  has  acted  in  the  interests  of 
the  doctor. 

1963.  How  would  your  view  about  this 
kind!  of  point  be  affected  if  the  patient  had 
a right  to  require  a judicial  determination? 
Assume  that  under  some  system  which  I 
do  not  specify — on  the  recommendation  of 
one  or  two  doctors  maybe — the  patient  is 
removed  for  his  own  good  to  hospital,  being 
informed  when  he  gets  there  that  he  has  the 
right  to  have  a judicial  enquiry  into  the 
doctors’  view  when  he  wants.  Would  that, 
in  your  view,  make  the  doctor  called  in 
to  the  influential  dipsomaniac  more  happy 

and  the  relatives  also? 1 personally 

think  it  would. 

1964.  (Dr.  Rees):  Is  that  not  the  usual 
practice  in  the  case  of  private  patients 
where  the  magistrate  does  not  normally  see 
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the  patient  until  after  he  has  gone  to 
hospital,  and  not  even  then  unless  the 

patient  asks  to  see  him? That  is  .normal, 

yes. 

1965.  (Chairman) : On  paragraph  20,  “ A 
clear  distinction  should1  be  drawn  between 
those  persons  suffering  from  psychosis,  and 
those  whose  mental  disorder  is  due  to  old 
age  and  serious  degeneration,”  Does  not 
that  run  up  against  the  unanimous  opinion 

of  the  doctors? 1 would  agree  about 

that  but  it  is  perfectly  true  that  the  people 
that  worry  us,  the  patients  we  are  concerned 
about,  are  the  old  people  with  no  personal 
or  family  background  of  mental  illness. 
They  are  senile,  in  a.  state  of  mental 
deterioration,  and  are  thereby  obviously 
medical  cases,  principally  physical  medical 
cases.  That  is  why  we  felt  that  we  should 
try,  as  far  as  possible,  to  exclude  them 
from  the  mental  stigma,  if  I may  say  so. 

1966.  'But  you  realise  the  difficulty?  You 
are  thinking  of  the  senile  person  who.  is 
relapsing  into  semi-coma,  hut  there  is  the 
other  class  of  case  of  the  old  person  who 
has  never  had  a history  of  psychosis  but 
with  physical  causes  becomes  dangerously 
violent,  at  any  rate  in  the  home,  and  there 
is  the  question  of  how  you  are  to  deal 
with  him.  The  mere  fact  that  you  get  these 
things  after  the  age  of  6$  is  not  really  a 
sufficient  argument  for  treating  them 

differently? (Mrs.  Crewdson ):  No,  .not 

entirely;  it  is  impossible  to  draw  a line. 
I would  like  tO'  say  it  is  a point  on  which 
we  are  deeply  concerned,  because  I think 
most  of  us  feel,  when  we  are  called  out  on 
these  senile  cases,  that  it  is  inaccurate  to 
certify  them,  under  the  Lunacy  Act.  The 
relations  suffer  some  difficulties1,  because 
they  have  to  declare  it  for  life  insurance 
and  various  other  things ; and  is  it  not 
actually  a medical  inaccuracy?  There  is  a 
slight  variation  of  medical  opinion  ; if  they 
had  never  broken  down  before  the  age  of 
65  and  then  from  the  age  of  65  to  the 
age  of  70  there  had  'been  an  obvious 
degeneration,  cannot  we  define  that  and  deal 
with  them  under  another  Act?  We  are  not 
suggesting  they  should  not  be  dealt  with 
under  some  Act  and  removed  for  treatment, 
because  they  very  often  need  mental 
hospital  treatment,  but  it  should  be  done 
under  some  other  Act  than  the  Lunacy  Act. 

1967.  That  is  your  proposal  in  para- 

graph 23,  which  I gather  is  that  they  should 
be  dealt  with  under  Section  47  of  the 
National  Assistance  Act.  You  want  some- 
thing without  insanitary  conditions  and  so 
on?  On:  reading  your  paragraph  23  my 
first  reaction  was,  “ Why  put  the  age 
in>?  ” If  you  can  transfer  to  detention 
people  who  are  in  need  of  care  which 
they  are  not  receiving,  why  should  you 
not  apply  that  to  a great  many  borderline 
cases  of  mental  instability  which  may  no.t  be 
directly  certifiable? 1 (Dr.  Macdonald): 


I think  we  would  agree  with  that ; but 
the  age  factor  is  the  obvious  one  in  a 
very  special  kind  of  way. 

1968.  (Mrs.  Braddock ):  'Do  you  find  that 
the  magistrates  in  general  in  these  cases 
are  called  in  to  certify  because  it  has  been 
found  completely  impossible,  by  the  doctor 
to  find  other  accommodation  for  the  per- 
son, and  the  only  way  to  get  the  accom- 
modation is  to  certify  him.?—— We  feel 
that  is  true  in  practice,  but  it  is  essen- 
tially wrong.  'It  is  a reflection'  upon  the 
system,  the  individuals  and  the  relatives. 

1969.  IBut  that  is  the  main  reason  why 
a magistrate  is  called  in  in  these  cases? 

1 (Mrs.  Crewdson ):  In  these  cases  of 

bad  accommodation  these  things  are  done, 
but  they  do  not  occur  very  often.  I stilt 
think  there  might  be  a hard  core  of  cases 
which  have  to  be  removed  suddenly. 

1970.  (Chairman):  With  regard  to  your 
paragraph  26,  you  are  not  recommending, 
are  you,  that  a certified  patient  should  only 
be  able  to  become  a voluntary  patient  with 
judicial  consent?  That  is  not  necessary 

now. (Dr.  Macdonald) : _ No,  I think 

all  we  were  concerned  with  is  that  at  some 
time  they  should  be  told  about  voluntary 
status  and  that  they  could  become 
voluntary. 

1971.  i(Dr.  Rees):  Is  it  not  the  duty  of 
the  magistrates  to  point  that  out  to  every 
patient  before  he  is  certified?  .Is  it  not 
what  any  magistrate  would  ordinarily 

do? Strictly,  yes  ; but  what  we  were 

concerned  with  is  that  at  a certain  stage 
in  his  recovery  it  might  be  possible  to  de- 
certify him  and  he  might  not  be  aiware  of 
that. 

1972.  But  if  he  is  incapable  of  under- 

standing this  at  the  time,  he  could  be 
dealt  with  as  a temporary  patient  without 
certification? Yes. 

1973.  (Dr.  Rees):  With  regard  to  your 

paragraph  27,  would  you  be  in  favour  of 
admitting  a patient  to  a designated  part 
of  the  mental  hospital  without  any  for- 
mality?  No. 

1974.  What  is  the  objection  to.  it?— - 

They  can  go  in  as  voluntary  patients. 

1975.  :But'  if  a patient  says  to  you,  “ 1 
do  not  wish  to  sign  that  form ; I am  quite 
happy  to  go  in  but  I do  not  like  the  look 
of  that  form  although  I do  want  to  go  in,” 
would  you  refuse  him:  admission  unless  he 

signs  that  form? 1 would  welcome 

making  it  quite  informal.  ;I  think  we  ought 
to  get  in  the  large  mental  hospitals  some 
little  annexe  which  will  take  patients 
informally. 

1976.  But  without  having  an  annexe, 
where  a patient  wants  to  ibe  admitted,  to 
any  part  of  the  hospital? — —Then  he  will 
be  asked  to  sign  something.  If  he  has  tcv 
undergo  an  operation  he  has  to  sign  ft 
form. 
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1977.  IHe  may  'be  asked  to  sign  a consent 

to  treatment  but  need  not  sign  to  ask  for 
admission? Yes. 

1978.  Then  he  would  be  allowed  to  leave 
at  any  time.  Would  you  be  in  favour  of 
that? — -{Mrs.  Crewel  son) : As  a magis- 
trate, yes. — Wr.  Macdonald):  I would  be 
very  much  in  favour. 

1979.  '{Chairman) : In  paragraph  28,  1 

am  not  quite  sure  what  your  recommen- 
dation on  this  .probation  order  point  is. 

If  I may  say  so,  my  Lord,  our  diffi- 
culty is  this.  Under  Section  4 of 
the  Criminal  Justice  Act  a patient 
can  be  sent  to  an  institution  for  treatment 
as  a condition  of  probation  ; in  some  parts 
of  the  country,  if  he  should  leave  that 
institution,  into  which  he  goes  ais  a volun- 
tary patient,  on  his  72  hours’  notice,  it  is 
somewhat  difficult  in  certain  areas  for 
proof  of  that  breach  of  recognisance  to  be 
accepted  by  some  courts.  It  seems  to  some 
of  us  quite  obvious  that  if  he  leaves  the 
hospital  he  breaks  his  probation  condition; 
but  proof  of  that  break,  da  the  view  of 
some  justices’  clerks  at  least,  would  have 
to  be  proof  from  the  Medical  Superinten- 
dent or  doctor  that  he-  did  so  leave,  and 
many  doctors  and  Medical  Superintendents 
are  unwilling  to  give  that  actual  proof  as 
evidence  against  a person  who  has  been 
a patient  of  theirs.  Under  the  conditions 
there  is  a difficulty  between  the  legal  side 
and  the  medical  side. 

1980.  {Chairman):  Surely  no  Superinten- 

dent of  a hospital  can  refuse  to  give  the 
court  evidence  on  facts  which  are  within 
his  knowledge? — (Sir  Cecil  Oakes):  He 

could  be  subpoenaed  to  do  so,  could  he 

•not? He  could  be  subpoenaed,  but  it  as 

•the  unwillingness  of  the  justices'  to  put  the 
Superintendents  into  that,  position.  I think 
perhaps  it  has  just  been  a teething  trouble, 
I think  it  has  now  been  resolved.  It  was 
rather  difficult,  but  now  that  the  Act  has 
been  going  a bit  longer  in  time  the  actual 
links  between  the  Medical  'Superintendents 
and  the  court  and  the  probation'  officer  have 
‘become  so  much  closer  that  -in  effect  there  is 
not  now  a practical  difficulty.  There  was 
at  one  stage,  and  it  was  at  the  stage  when 
we  were  considering  this  point. 

1984.  The  difficulty  which  may  be  con- 
nected with  the  'reluctance  of  the  magis- 
trates to  subpoena  a Superintendent  is  that 
the  court  magistrates  expect  or  hope  that 
the  hospital  will  take  'Utterly  illegal  measures 
to  .retake  the  offender,  although  he  is  a vol- 
untary patient? — - — Yes. 

1982.  (Mrs.  Braddock) : Is  it  not  sufficien  t 
that  the  Medical  Superintendent  should  give 
a.  note  stating  that,  on  a oertain  date,  the 
patient  had  left  the  hospital?  He  is  bound 
to  have  a record  of  that,  because  it  is  re- 
corded as  admission  and  leaving,  and  surely 
that  would  be  sufficient.  1 cannot  see 
what  the  difficulty  is  personally (Mrs. 


Bates):  Only  that  the  note  would  not  be 
evidence,  the  Medical  Superintendent  would 
have  to  come.  But  the  point  here,  I think, 
is  that  magistrates  do  put  offenders  on  pro- 
bation with  a condition  that  they  should 
take  certain  treatment  at  a certain  mental 
hospital.  The  cleavage  I think  arises  be- 
cause the  medical  staff  of  the  hospital  find 
it  extremely  difficult  to  treat  a patient  who 
is  not  there  of  his  own  accord,  but  is 
directed  to  come  to  them  by  a court  of 
law.  He  comes  in  as  a voluntary  patient, 
but  he  is  not  really  voluntary  in  any  sense. 
He  does  not  wish  for  'treatment ; it  is  some- 
thing he  does  not  want,  and  he  rejects  it. 
The  result  is  that  the  thing  breaks  down. 
The  magistrates  wish  that  this  man  should 
not  be  put  into  prison  where  his  condition 
will  probably  deteriorate,  but  that  he  should 
be  given  an  opportunity  to  have  some  kind 
of  medical  treatment,  but  in  making  that 
decision,  they  cannot  impose  on  the  man 
a willingness  to  accept  it.  He  may  go  in  as 
a voluntary  patient,  but  he  has  a perfect 
right  to  leave,  whether  it  is  a condition  of 
his  probation  or  not.  He  may  continue  as 
an  out-patient  or  he  may  not,  just  as  he 
wishes,  and  according  to  the  probation 
officer  who  is  over  him  ; and  the  whole 
thing  really  breaks  down  on  that. 

1983.  (Sir  Cecil  Oakes):  Could  the  wit- 
nesses suggest  the  remedy  they  would  like 

us  to  consider? We  feel  that  when  the 

Criminal  Justice  Act  was  drafted  it  should 
have  been  drafted  more  clearly,  having 
some  sort  of  relationship  with  the  mental 
hospitals  in  this  matter.  The  Criminal 
Justice  Aot  envisaged  that  these  people 
should  be  admitted  to  hospital  and  detained 
in  hospital  but  there  is  no  power  to  detain. 

1984.  (Mrs.  Adrian) : Is  it  right  to  say  .that 
if  they  leave  the  hospital  it  is  not  a breach 

■of  probation? lift  is  not  recognised  a6 

a breach  of  probation.  It  is  not  a condi- 
tion actually,  not  in  'the  same  way  that  you 
can  make  a probation  order  with  a condi- 
tion of  residence  dn  a hostel ; because  you 
cannot  make  a condition  of  residence  as  a 
voluntary  patient  in  a hospital  because  the 
voluntary  system  would  break  down  com- 
pletely. 

1985.  (Mr.  Hylton-Foster):  The  Section 
confers  no  power  of  incarceration  on  the 
Medical  Superintendent ; on  the  other  hand 
it  does  put  an  obligation  on  the  patient  to 
remain  in  that  place..  Is  that  not  so? 
—(Mbs.  Adrian):  The  hospital  to  which 
he  was  directed  might  not  be  a mental 
hospital,  it  might  be  one  where  there  would 
be  no  question  of  voluntary  patient  or 
otherwise.  Surely  he  would  stall  be  com- 
mitting a breach  of  his  probation  conditions 
if  he  left? — (Mr.  Jackson):  Cannot  the 
breach  of  this  condition  generally  be  proved 
simplv  by  having  somebody,  perhaps  the 

'Secretary,  to  come  along  and  ^sa>.  Ihis 
person  did  not  attend,  or  ^ "has  per- 
son was  there  and  went  away.  Surely  it 
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is  nioi  necessary  to  'have  the  attendance 

of  the  Medical  Superintendent? 1 

am  not  concerned  about  that.  1 am 
only  concerned  with  the  interpretation 
the  courts/  put  on  whether  or  not 
it  ris  a breach  of  his  probation,  and  1 under- 
stand that  there  are  many  courts  who  do 
not  interpret  it  as  a breach. 

1986.  (Mr.  Bartlett ):  Where  a patient  is 
sent  to  hospital  under  a probation  order 
and  leaves,  has  not  the  Superintendent  of 

that  hospital  legally  to  report  it? In 

practice  he  does,  because  there  is  close  co- 
operation between  the  probation  officer  and 
the  hospital ; 'but  the  court’s  power,  surely, 
even  if  it  is  recognised  as  a breach,  the 
court’s  powers  are  not  to  send  him  back  to 
hospital — he  has  already  decided  he  is  not 
going  to  accept  treatment. 

1987.  (Mrs.  Braddock ):  The  court  would 
have  power  to  bring  him  back  to  the  court 
and,  under  the  circumstances  of  his  /breach 
of  probation,  to  deal  with  the  matter  in 

another  way? Yes.  I aim  dealing  with 

the  offender  about  whom  the  court  is 
thoroughly  satisfied  that  treatment  is  re,- 
quired,  and  only  such  treatment  as  cannot 
be  obtained  other  than  in-  a suitable  hospital 
such  as  a mental  hospital  or  a neurosis  hos- 
pital, or  what  you  will.  That  is  whv  wc 
go  on  to  say  that  we  feel  this  matter  could 
probably  be  dealt  with  by  co-operation, 
which  I think  is  now  further  advanced  than 
it  was  when  we  drew  up  our  report. 

1988.  {Chairman)-.  You  ask  in  paragraph 
31  that  there  should  be  no  distinction  be- 
tween certification  in  prison  and  outside.  Is 
the  visiting  committee  referred  to  in  para- 
graph 31  a visiting  committee  of  justices 

visiting  the  prisons? {Mrs.  Crewdson ): 

Yes. 

1989.  You  are  anxious  that  certification  of 

a prisoner  should  only  be  done  by  a magis- 
trate, but  the  visiting  committee  of  the 
prison,  who  now  have  the  power  of  certifi- 
cation, are  magistrates,  are  they  not? 

(Dr.  Macdonald) : Not  magistrates  who  are 
normally  concerned  with  mental  illness. 

1990.  ( Sir  Cecil  Oakes):  They  are  not  a 

judicial  authority,  in  other  words? It 

may  well  be  that  some  of  the  visiting  corn 
mittee  are  not  even  magistrates  at  all.  That 
is  certainly  true  in  iBorstal  .institutions  anv- 
way,  my  /Lord. 

1991.  {Chairman):  1 have  only  one  ques- 
tion to  ask  on  paragraph  40.  This  is  a pro- 
posal which  is  often  made,  but  I think  is 
often  made  without,  considering  what  it  in- 
volves ; and  here  it  is  made  in  very  extreme 
form.  “ Certification  should  necessarily  in- 
volve the  immediate  freezing  of  all  a 
patient’s  assets.”  Supposing  a patient  is, 
on  the  advice  of  his  medical  adviser,  trying 
to  get  himself  into  a paying  hospital,  or  a 
paying  bed  in  a mental  hospital,  and  you 
freeze  all  his  assets,  you  make  it  quite 
impossible  for  him  to  get  in  there. — —{Mrs. 


Crewdson):  We  considered  that  this  would 
be  in  order  to  make  quite  sure  that,  a 
patient’s  assets  were  not  appropriated  for 
other  things.  I remember  one  particular 
case  I had  where,  immediately  after  certi- 
fication, a .patient’s  property  was  seized,  and 
sold  up  under  an  order  of  fi.  fa.  Up  to 
then  I had  thought  that  certification 
afforded  automatic  protection,  that  there 
was  not  this  long  time  before  the  appoint- 
ment of  a receiver,  but  it  is  possible  and 
it  does  happen  ; goods  can  be  distrained  and 
various  things  appropriated.  Of  oourse  that 
was  a very  extreme  case.-- {Dr.  Macdonald) : 

I do  think,  my  Lord,  there  is  a lot  to  be 
said  for  the  view  that  if  the  money  is  used 
for  the  patient’s  own  interests  it  would  be 
wrong  that  the  freezing  of  it  might  deprive 
him  of  the  use  of  his  assets.  1 believe  i t 
has  happened  that  patients  'have  been  ad- 
mitted into  private  mental  institutions, 
whereby  the  payment  to  the  institution,  for 
treatment  which  is  for  the  benefit  of  the 
patient  is  really  impossible  'because  the 
money  has  been  so  frozen  ; and  I think 
some  thought  might  be  given  to  this  point 
in  some  way.  As  long  as  it  is  in  the 
patient’s  own  interests,  and  there  is  sufli- 
ciemt  volition  on  his  part  to  .sanction  it,  I 
think  it  would  be  wrong  to  deny  him  the 
use  of  that  money  for  bis  own-  particular 
benefit. 

1992.  {Mr.  Bartlett):  What  you  had  in 
mind  was  protection  rather  than  freezing? 
Do  you  mean  protection  in  the  case  of  a 

patient  who  is  certified? {Mrs. 

Crewdson):  Immediately  on  certification. 

1993.  In  the  case  of  certified  patients  and 

temporary  patien Is?- — Yes. 

1994.  {Chairman):  Are  you  quite  sure 
you  mean,  that?  Are  you  quite  sure  that 
in  every  case  of  certification  you  want  the 
magistrate  to  have  the  responsibility  for 
saying  that  the  patient  is  incapable  of  deal- 
ing with  his  own  properly?  The  man  may 
be  certifiable  and  yet  be  perfectly  capable 
of  dealing  with  his  money. — (Sir  Cecil 
Oakes):  I think  the  witnesses  must  know 
that  every  day  cheques  are  signed  in  every 
mental  hospital  by  patients  who  are 
certified.  1 am  sure  you  would  not  like  to 

stop  that? No,  I would  not  like  to  stop 

that.  But  there  still  remains  a very  serious 
problem  here. 

(Chairman):  May  we  pass  on  to  mc«lal 
deficiency  now. 

1995.  (Sir  Cecil  Oakes):  l notice  that  in 
paragraph  42  you  say  you  strongly  dis- 
approve of  any  suggestion  that  any  mental 
defectives  should  be  allowed  to  express  any 
opinion  about  their  going  to  an  institution. 
I wonder  have  you  taken  very  careful 
medical  advice  on  that  /before  you  came  to 

that  strong  conclusion? If  is  not  bo 

much  that  they  should  not  have  views  on  it. 
but  they  should  not  have  the  responsibility 
of  accepting  the  implications  of  a voluntary 
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decision.  They  have  forms  to  fill  up  which 
they  would  not  have  the  understanding  to 

do. (Dr.  Macdonald):  The  very  fact 

that  he  is  a defective  docs  seem  to  deny 
him  the  power  to  appreciate  the  import- 
ance of  it 

1996.  I would  not  dream  of  cross- 

examining  Dr.  Macdonald  on  the  medical 
side  of  it ; but  Dr.  Macdonald,  surely  you 
must  know  of  many  cases,  such  as  I do,  of 
mental  defectives  who  have  got  a very  high 
degree  of  intelligence.  I have  known 
mental  defectives*  earning  £11  a week. 
Would  you  suggest  that  those  men  have 
not  sufficient  intelligence  to  know  whether 
it  was  for  their  benefit  to  live  in  an  institu- 
tion?  We  did  consider  this,  but  we  felt 

that  opening  the  gate  might  make  it  much 
more  difficult  for  the  mental  defectives  who 
are  in  mental  colonies. 

1997.  (Dr.  Rees):  You  are  aware  of  the 

fact  that  mental  defectives  can  be  admitted 
to  mental  hospitals  now  as  voluntary 
patients? That  is  true. 

1998.  (Dr.  Thomas):  There  is  another 
point,  and  that  is  the  ability  of  parents  of 
children  under  the  age  of  16  to  place  them 
without  any  judicial  procedure  voluntarily 
in  hospitals.  Would  you  agree  that  that  is 
a reasonable  aspect  of  voluntary  care? 

Yes ; I feel  that  as  long  as  the  children 

are  being  looked  after  that  is  all  that  is 
really  important.  There  is  no  need  to  look 
for  further  help. 

1999.  (Chairman):  Is  not  this  difference 

of  opinion  partly  due  to  what  seems  to  be 
the  unfortunate  word  about  the  patient’s 
understanding  of  what  is  involved? Yes. 

2000.  If  you  did  not  set  up  that  standard, 
but  simply  allowed'  higher  grade  mental 
defectives  to  express'  a wish,  there  would  be 
less  difficulty?  After  all  a defective  may 
have  been  in  an  institution  as  a child,  and 
may  have  been  taken  out  again  ; he  may 
know  perfectly  well  what  goes  on  inside 
the  institution.  He  may  want  to  go  back 
there  ; he  wants  that  sort  of  protection. 
Would  you  refuse  to  allow  him  to  express 
an  opinion,  a desire? — : — (Mrs.  Bates):  I 
have  had  a very  large  experience  of  mental 
defectives  who  are  in  institutions  and  are 
about  to  be  placed  out  on  licence,  and  the 
higher  the  grade  of  mental  defectives  the 
greater  danger,  very  often,  in  allowing  that 
defective  to  do  exactly  what  he  wishes  to 
do ; because  one  of  the  main  failings  of 
the  mental  defective  is  the  failure  to  plan 
.his  life  and  plan  it  successfully.  He  does 
need  guidance,  he  needs  that  outside 
control  aud  guidance  which  you  will  not 
be  able  to  exercise  upon  him  if  he  is  going 
to  have  free  will  and  walk  out  straight 
away  before  you  have  induced  him  into 
that  life  which  you  know  that  he  can 
follow.  I know  that  all  mental  defectives 
Who  are  able  to  express  an  opinion  at  all, 
when  they  are  in  an  institution  say  they 


want  to  go  out.  That  is  their  daily  con- 
versation when  they  meet  anyone  from  out- 
side, “Cam  I have  my  chance?  Can  1 go 
out?  ” But  they  cannot  look  beyond  that. 
I have  never  met  a mental  defective 
who  has  either  been  in  an  institution, 
or  who  has  been  discharged  and  come 
in  again,  who  expressed  a wish  to  reside  in 
the  hospital.  We  have  a large  number  who 
do,  and  who  work  in  the  community. 

2001.  Is  there  never  a case  of  a mental 
defective  who  escapes  from  an  institution 

and  comes  back  again  voluntarily? Yes, 

because  of  course  he  finds  it  difficult  out- 
side. Tt  is  not  quite  what  he  expected  it 
was  going  to  be.  When  he  got  there  it 
was  harder  than  he  thought ; so  he  comes 
back  again.  Quite  a large  number  of  them 
do  come  back  again. 


2002.  ;Now  you  are  speaking  of  the 
magistrate  not  as  protecting  the  liberties 
of  the  subject  but  as  an  agent  for  the 
protection  of  people  who  ought  not  to  be 

allowed  to  run  their  own  lives? There 

lies:  the  difference  between  the  two  aspects 
of  this  problem  that  we  have  been  con- 
sidering. 


2003.  I cannot  help  sometimes  wonder- 
ing whether  you  may  mot  carry  that  view 

too  far  in  mental  deficiency. 1 should 

sav  not.  I should  say,  my  Lord,  the  general 
tendency  now  is  more  and  more  socialisa- 
tion:, more  getting  out,  but  one  still  has  to 
have  those  sort  of  guiding  strings  for  a 
lime.  The  man  we  have  been  speaking 
about,  earning  £11  a week,  no  doubt  he 
especially  would  be  discharged.  We  have 
them  earning  big  sums  of  money.  If  they 
can  be  properlv  looked  after  in  the  com- 
munity, if  they' can  get  a proper  home  we 
know  that  they  can  go  along  a path  which 
is  mapped  out  for  them ; but  it  has  to 
be  mapped  out. 

2004.  Would  you  then  be  in  favour  of 

what  I came  across  an  instance  of  the 
other  dav— the  habit  in  some  parts  of  the 
country  of  allowing  a defective  out  on 
licence  and  the  defective  becoming  wholly 
self-supporting  and  well  behaved  and  the 
licence  being  continued  for  up  to  20  years 
simply  on  the  grounds  that  it  is  conveni- 
ent for  the  institution  or  for  the  magis- 
trates to  be  able  to  haul  him  back  if  any- 
thing goes  wrong,  without  a new  certifi- 
cation?  1 am  sorry,  my  Lord,  if  I gave 

you  that  impression.  That  is  not  what  1 
want  to  do  at  all.  What  I feel  is  uiat 
the  better  way  to  deal  with  these  defec- 
tives at  any  rate  with  the  higher  grade 
ones,  is  gradually  to  train  them.  Frequently 
you  have  to  train  them  in  institutions, 
and  then  when  the  opportunity  is  ay ai  lank 
you  have  to  train  them  in  institutions, 
under  licence.  They  must  be  on  licence 
for  a while;  but  any  suggestion  that 
licensing  should  be  continued  for  20  years 
would  be  something  which  I would  strongly 
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deprecate.  Our  aim  is  to  get  those  strings 
untied  before  the  expiration  of  two  years, 
and  we  have  found  that  it  works  extremely 
well  We  get  some  who  .have  to  come 
back;  and  1 think  the  very  fact  that  we 
have  those  who  have  to  come  back  from 
licence  proves  that  we  are  experimenting, 
that  we  try  every  method,  and  if  we  feel 
they  must  come  hack  then  they  do.  But 
I do  feel  that  a certain  patience  is  required 
because  otherwise  the  defective  who  is  un- 
able to  plan  his  life— that  is  what  I go  by, 
he  is  unable  to  see  that  little  bit  further 
ahead  which  people  of  higher  intelligence 
can. — falls  into  trouble  ; and  if  you  have 
no  further  hold  on  him  all  the  work  that 
has  been  done  on  him  earlier  is  a failure. 

2005.  (Mrs.  Adrian):  Surely  to  grant  to 
some  defectives  the  possibility  of  becom- 
ing voluntary  patients  does  not  necessarily 
mean  that  you  cannot  give  that  guidance? 

1 would  not  say  that,  a patient  should 

not  be  admitted  voluntarily  ; hut  T should 
say  the  number  who  would  come  forward 
would  be  a very  small  minority  of  those 
we  deal  with. — (Dr.  Macdonald):  It  would 
be  very  difficult  to  give  such  a patient  the 
right  to  determine  his  own  life  at  the  ex- 
piration of  72  hours,  taking  it  so  quickly 
as  that.  That  is  what  worried  us  about  it. 

2006.  (Sir  Cecil  Oakes):  You  would  not 
necessarily  have  the  same  discharge  provi- 
sions applying  to  mental  defectives.  I think 
we.  might  take  it  you  withdraw  the  strong 
disapproval ; you  are  not  objecting  to  it, 
and  you  think  it  might  apply  to  a limited 

number? (Mrs.  Bates):  It  must  be  the 

patient  himself.  You  would  not  suggest 
that  the  relatives  should  do  it? 

2007.  (Chairman):  Why  are  you  so 

anxious  to  take  away  from  relatives  the 
right  of  continuing  to  control  the  child 
after  the  age  of  16,  if  he  requires  con- 
trol? Are  you  in  favour,  as  a matter  of 
principle,  of  the  socialisation  of  any  child 
at  the  age  of  16  who  is  not  able  to  look 
after  himself?  Supposing  he  has  been  a 
voluntary  patient  on  his  parents’  recom- 
mendation up  to  the  age  of  16;  1 under- 
stand there  are  two  propositions,  either  that 
you  shall  allow  the  child,  after  the  age  of 
‘16,  to  stay  there,  to  say,  “'I  like  it  here 
and  I am,  going  to  he  a voluntary  patient,” 
or,  alternatively,  that  you  should  prolong 
his  infancy— no  doubt  with  judicial 
approval — for  some  years  after  the  age  of 
16  and  give  his  family  the  right  to  con- 
tinue him  as  a voluntary  patient. 1 was 

thinking  in  terms  of  the  child.  I cannot 
accept  that,  it  would  be  the  right  thing  to 
do  to  have  your  mental  defective  colonies 
open  for  the  admission  of  any  child  whom 
the  parents  felt  ought  to  be  admitted  with- 
out certification.  I personally  could 
envisage  a great  deal  of  difficulty  in  this. 
One  does  have  a considerable  amount  of 
difficulty  sometimes  in  making  an  order  at 


all  upon  a child.  If  the  parents  were  keen 
enough  to  get  the  child  into  an  institution 
there  would  not  be  the  .safeguard  of  the 
judicial  order. 

2008.  (Sir  Cecil  Oakes):  The  safeguard 
is  the  parents  wanting  the  child  to  oome 

in,  is  lit  not? 1 was  thinking  of  a child 

who  perhaps  may  not  be  mentally  defective 
but  in  the  household  is  an  extremely  diffi- 
cult child.  'He  may  not  be  a mental 
defective  but  may  still'  have  some  o-thcr 
signs  of  difficulty.  Perhaps  the  parents, 
who  have  a large  family,  do-  not  want  him 
and  want  to  get  him  under  care.  It  is  very 
difficult  for  parents  to  get  a child  away 
to  be  looked  after ; there  are  not  sufficient 
places  for  them  ; and  therefore  if  that  child 
is  going  -to  be  admitted  to  a mental  defec- 
tive oolony  as  a voluntary  patient,  where 
is  the  safeguard? 

2009.  (Chairman) : He  would  not  be 

admitted  to  a colony  unless  the  Medical 
Superintendent  of  the  colony  considers  he 
is  mentally  defective.  1 quite  agree  there  is 
a risk,  especially  if  you  are  going  to  class 
these  people  as  socially  inefficient.  'When 
you  do  that  you  open  the  door  wide  to 
parents,  and!  magistrates  to  send  any  eccen- 
tric person  to  detention.. 1 suggest,  my 

l.o rd,  we  should  not  put  social  inefficiency 
in  as  the  only  criterion.  T think  h was  a 
criterion  which  would  be  applied  in  cases 
where  the  definition  of  feeble-minded  did 
not  seem  to  fit  but  some  other  criterion 
should  be  applied.  We  had  not  intended 
that  there  .should  be  one  definition  and  one 
only,  but  that  there  should  be  four,  and 
the  fourth  one.  instead  of  being  one  of 
moral  defect,  should  be  this  social 
inefficiency. 

2010.  (Mr.  Jackson):  I should  like  to  ask 
a question  on  paragraph  46,  where  you.  say 
that  the  Council  is  concerned  because  a 
number  of  women  who  would  otherwise 
be  discharged  arc  kept  in  institutions  for 
fear  of  possible  pregnancies.  That  meant  in 
effect,  docs  it  not,  that  you  have  certain 
girls  who  have  been  released  and  have  had 
another  illegitimate  child,  and  in  fact  they 
arc  kept  in.  far  fear  that  this  will  happen 

again  immediately  they  arc-  discharged? 

They  arc.  There  have  been  a large  number 
of  orders  made  on  girls,  and  the  main  factor 
in  their  social  history  prior  .to  certification 
has  been  that  they  have  had  a very  large 
number,  or  several,  illegitimate  children. 
They  are  admitted  to  the  institution,  where 
one  hopes  that  the  continuance  of  this  is 
not  possible.  They  may  be  allowed  out  on 
licence  after  a period  of  training  in  the 
institution,  and  one  hopes  perhaps  for  an 
improvement  in  their  general  behaviour. 
They  are  allowed  out  on  licence,  and  one 
of  the  conditions  on.  the  licence  is  that  they 
shall  not  consort  with  the  opposite  sex, 
which  is  one  of  the  most  difficult  condi- 
tions of  licence  as  it  places  a very  big 
responsibility  on  the  person  to  whom  the 
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patient  is  licensed,  it  has  been  known  that 
after  a girl  is  so  licensed1,  her  other 
behaviour  being  quite  good,  she  becomes 
pregnant  again  and  the  first  thing  that  hap- 
pens is  that  she  is  recalled'  to  the  institution.  - 
I know  from  my  experience  that  this  sort 
of  thing  does  happen ; but  we  feel  most 
strongly  about  it  and  I fully  support  this, 
that  the  fact  that  the  girl  has  illegitimate 
children  is  not  a sufficient  reason  for  hold- 
ing her  until  she  is  past  child-bearing  age 
in  an  institution,  and  it  should  not  be  pos- 
sible. That,  we  feel  is  the  wrong  use  of  the 
law  altogether  in  dealing  with  girls  who 
behave  in  that  way — and  there  are  many 
who  do  not  find  their  way  into  mental 
institutions  at  all  who  behave  in  the  same 
way.  We  feel  very  strongly  that  the  greatest 
possible  care  should1  be  exercised  in  admit- 
ting this  type  of  patien  t to  hospital ; and 
certainly  the  patient  must  not  be  detained 
for  that  reason  unless  there  are  other 
reasons  and  definite  proof  of  mental'  de- 
ficiency as  well. 

2011.  At  present  the  actual  position  is 
(that  the  girl  who  has  too  many  illegitimate 
children  may  get  shut  up  for  very  many 

years? There  is  no  doubt  about  that 

fact  at  all.  One  does  know  that  she  was  also 
mentally  defective.  One  has  to  have  a 
history  of  mental  defeot  before  the  age  of 
18  before  the  order  can'  be  made.  There 
may  be  evidence,  such  as  the.  fact  that  she 
has  been  educated  in  a special  school,  or 
excluded  from  school  altogether,  and  then 
has  stayed  at  home,  going  out  to  work, 
and  this  ’.develops,  and  as  she  gets  older 
with  that  history  an  order  has.  been  made 
to  detain  her  in  a mental  deficiency  colony. 
If  that  is  the  reason,  then  there  is  a very 
strong  supposition'  that  she  will  be  so 
detained  until  she  is  past  the  age  when 
she  can  have  any  more  children,  and  that 
means  perhaps  20  years  or  more  spent  in 
institutions  ; and  in  our  view  that  is  quite 
wrong. 

2012.  (Mr.  Hylton-Foster):  What  is  your 
suggestion?  Assume,  if  you  will,  that  this 
is  a mental  defective,  and  assume  that  when 
let  loose  upon  society  she  continues  to 
have  illegitimate  children.  What  is.  your 

suggestion? 1 think  we  draw  attention  to 

the  obvious  solution  in  ou.r  memorandum. 

,201'3.  Yes,  you  mention  sterilisation ; 

hut  just  take  that  out  for  a moment. 

Yes,  that  cannot  be  done. 

2014.  Then  what  else?— ^-ils  it  a crime 
against  society  to  continue  to  have 
children?  I was  wondering  whether  that 
is  a reason  for  putting  anybody  in  a men- 
tal institution. 

2015.  What  would  you  do  with  them? 
Would  you  leave  them  outside  to  go  on 

breeding  mental  defectives? 1 did  not 

say  they  were  having  mentally  deficient 
children  ; that  does  not  follow. 

2016.  But  what  would  you  do? What 

do  you  do  with  other  girls  in  the  social 


strata,  who  are  not  mental  defectives,  who 
do  have  illegitimate  children?  There  are 
Children’s  Committees  to  look  after  the 
children,  and  the  girls  work  to  keep  them. 
They  put  the  children  into  nurseries  and 
so  on. 

2017.  Is  the  proposition  that  a class  of 
mental'  defectives,  namely,  that  class  of 
mental  defectives  which  has  a multitude 
of  illegitimate  children.  should  be 
exempted  from  the  mental  deficiency  legis- 
lation?  They  should  be  treated  in 

exactly  the  same  way  as  they  would  be, 
without  taking  into  consideration  the  fac- 
tor of  having  a number  of  children. 

2018'.  i( Chairman):  Surely  the  point  is 
this.  This  girl  is  out  on  licence  and  the 
question  to  be  answered  will,  be  is  she 
going  to  ’be  able  to  attend  to  herself.  If  she 
is  continually  having  pregnancies  she  obvi- 
ously cannot  look  after  herself. {Mrs. 

Adrian ):  Is  not  the  fact  of  her  going  on 
having  illegitimate  children  evidence  of  the 
fact  that  she  has  no  foresight,  that  she  is 

in  fact  defective? It  may  be  so.  But  I 

would  like  to  cite  a special  case,  if  I may. 
There  was  a girl  who  was  certified  at  the 
age  of  19.  There  had  been  a history 
of  backwardness.  This  girl  came  to  hos- 
pital ; she  was  a county  child,  had  grown 
up  with  a history  of  being  in  the  B stream 
in  class  at  school.  She  had  been  a back- 
ward child  and  at  the  age  of  19  she  was 
certified.  At  that  time  she  had  been 
brought  before  the  magistrates’  Court  for 
consorting— not  producing  her  identity 
card,  I think,  was  the  charge— but  she  had 
been  found  consorting  with  soldiers,  etc. 
She  had  at  that  time  three  illegitimate 
children,  two  of  whom  were  in  .the  care  of 
the  local  countv  Children’s  Committee, 
and  one  who  was  cared  for  by  her  mother. 
She  was  living  with  her  mother ; her 
mother  had  a very  large,  a very  devoted 
family,  if  rather  haphazard  and . slovenly. 
The  girl  was  admitted  to  the  institution 
and  she  was  a very  good  worker.  She 
worked  normally,  was  a happy,  decent  sort 
of  girl,  and  worked  well  the  whole  oi  ' the 
time  she  was  in  the  institution.  Then, 
in  two  years,  she  went  out  on  licence,  when 
she  was  21,  and  she  worked  extremely  wel: 
for  I think,  just  about  six  weeks  short 
of  her  two  years.  At  the  end  of  that  two 
vears  her  order  would  have  been  dis- 
charged (because  she  had  shown  that  she 
could  'keep  herself.  She  was  working 
well  in  the  community:  there  were  no 
complaints  against  her.  and  a recommen- 
dation for  discharge  was  being  considered. 
Then  she  became  pregnant.  She  wa* 
brought  into  the  institution  again  and  she 
starts  the  whole  rigmarole  all  over  again. 

2019.  {Chairman):  Was  she  brought  into 
the  institution  because  on  this  occasion  ber 
familv  would  not  look  after  her?- — 
family  were  not  asked  to  look  artier  ner. 
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She  was  on  licence  from  the  institution 
and  therefore  she  had  to  be  brought  in 
because  she  had  become  pregnant  while 
on  licence.  -She  was  separated  from  her 
family.  She  was  not  sent  home  again 
because.,  although  they  were  a devoted 
family,  it  was  a family  where  illegitimacy 
was  not  looked  upon  as  anything  very 
serious ; and  so  we  felt  it  was  better  to 
get  her  out  of  the  neighbourhood.  She 
has  come  back  again ; her  child  was  born 
in  hospital  and  she  remains  in.  -Again  the 
girl  is  licensed  ; but  the  next  time  she  is 
on  licence  she  gets  married,  which  is  again 
a breach  of  the  conditions  of  licence. ; but 
the  IBoard  of  Control  seriously  frcvwn  upon 
the  idea  of  bringing  back  a married  woman 
into  the  institution,  because  they  feel  that, 
having  got  herself  a husband,  it  is  his 
responsibility  to  look  after  her.  She  is 
in  fact  now  happily  married,  and  has  got 
another  child ; and  maybe  she  will  have 
half  a dozen,  I do  not  know ; \l  ho-pc 
he  will'  be  the  father  of  them  all.  But 
the  point  is  this,  that  the  girl  is  .now  able 
to  live  in  the  community,  except  for  that 
one  factor ; and  I cannot  see  that  our 
mental  deficiency  laws-  were  designed  to 
detain  in  hospital  or  anywhere  else  girls 
who  commit  this  offence,  which  is  an 
offence  against  society  but  nothing  else. 

2020.  (Dr.  Thomas ):  Surely  in  the  ori- 
ginal Mental  Deficiency  Aot  that  was  not 
the  case?  iln  order  to  come  into  that 
category  it  was  also  necessary  that  the 
defective  was  una-blc  to  maintain  the 

child,  that  she  needed  poor  law  relief? 

.Actually  I think  the  Assistance  Board  were 
instrumental  in  getting  the  original 
machinery  going  for  the  girl  to  be 
certified. 

2021.  Surely  that  is  the  determining  fac- 
tor, not  the  fact  that  she  had  illegitimate 
children?  She  could  have  had  a dozen 
illegitimate  children  provided  she  kept 
them;  and  that  is  the  crucial  matter  of 

social  inadequacy? 'One  is  -not  able  to 

determine  that  the  girl  will  not  be  able 
to  keep  the  child  ; because  in  fact  this  one 
had  proved  that  she  would  be  able  to. 

2022.  (Dr.  Rees):  Would  you  regard  a 
girl  who  had  six  children  to  six  different, 
fathers,  neglected  them,  with  the  result 
that  they  had  to  be  looked  after  by  the 
local  council,  as  being  sooial!y_  inefficient? 

Yes,  -I  think  I would  decidedly  ; but 

1 do  not  feel  it  is  (he  sort  of  thing  we 
ought  to  shut  them  up  for  indefinitely. 
I am  not  suggesting  you  should  drive  them 
out  and  let  them  have  these  children ; but 
l still  feel  that  it  is  -wrong  to  take  as  a 
yardstick  -the  'fact  that  this  girl  may  have 
more  children  if  we  let  her  out.  She  is  a 
thoroughly  good  worker  in  the  world,  a 
thoroughly  bright,  happy  girl,  all  she  wants 
y to  live  a normal  life,  and  instead  of  that 


we  shut  her  up  and-  make  her  do  laundry 
work  or  cooking  in  an  -institution  for  20 
years. 

2023.  (Sir  Cecil  Oakes):  Could  we  know 
from  the  witnesses  wha.t  is  the  size  of  this 
problem?  I have  been-  visiting  menial  de- 
ficiency colonies  for  very  many  years  and 
I «havc  not  come  across  it  and  that  is  sur- 
prising If  it  is  such  a large  .problem.  I 
wonder  if  you  -could  say  what  is  the  size 

of  -the  problem? 1 would  say,  my  Lord, 

it  is  quite  a large  problem.  There  are  large 
numbers  of  girls  at  the  present  time  who 
are  being  detained  in-  mental  deficiency 
colonies  and-  that  is  the  criterion  which  is 
being  used  against  their  being  discharged. 
~(Dr.  Macdonald):  1 certainly  have  found 
reluctance  on  the  part  of  many  people  con- 
cerned to  give  discharges  to  women  in  that 
case,  and  I think  there  is  some  inequality 
of  the  sexes  in  that  respect. 

2024.  (Dr.  Thomas):  Have  you  got  any 
suggestions  by  .which  such  a state  of  affairs 
might  he  remedied?  It  seems  that  the  legis- 
lative machinery  appears  ini  this  context 
to  be  sound,  but  that  the  administration 
of  the  Act  must  vary  considerably  from  one 

area  to  another. My  own  feeling  is  that 

there  should  be  some  sort  of  system  where 
people  co-uld  .live  in  conditions  where  they 
could  work,  and  could  be  taken-  care  of, 
and  where  there  should  be  some  reason- 
able safeguards — but  I must  say  the  work- 
ing out  of  it  is  much  more  difficult— 
(Mrs.  Bates):  May  1 suggest,  my  'Lord,  that 
a much  faster  development  of  hostels  for 
mental  defectives  would'  do  something. 

2025.  (Chairman) : I think  that  may  be 
very  desirable  for  al-1  sonts  of  problems,  but 
1 should  (have  thought  that  for  this  one  it 
would  be  quite  useless.  What  sort  of 
hostels  could  there  be  which  you  could 
keep  the  other  sex  out  of?  How  arc  you 
going  -to  do-  It? 

2026.  (Mrs.  Braddock >:  Could  I ask  a 
question  on  paragraph  45?  You  say  here, 
“It  is  essential  that  patients  who  arc  use- 
ful to  the  institution  should  be  discharged 
when  appropriate".  Could  we  have  some 

elaboration  of  that? The  point  here  is 

that  -it  is  very  difficult  to  run  mental  de- 
ficiency institutions  pro-pcrly  unless  one  em- 
ploys a very  large  number  of  patients  in 
so  doing.  ’It  is  part  and  parcel  of  the 
day-to-dav  ordering  of  a mental  deficiency 
colony  that  all  the  patients  who  can  be  em- 
ployed should  be  employed;  it  is  .part  of 
their  training,  and.  so  on.  -But,  here  and 
there,  one  does  come  across  the  outstand- 
ing -patient  who  has  been  the  maid  or  the 
one  who  looked  after  the  dining  room,  or 
the  one  who  is  in  charge  of  the  team  that 
goes  to  tihe  kitchen,  who  is  indispensable, 
as  indispensable  as  any  paid  member  of 
the  staff ; and  it  has  been  known  for  such 
patients  who  have  been  in  the  hospital  a 
long  time  and  know  all  the  ins  and  outs 
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of  the  day-to-day  .running,  to  he  overlooked 
when  the  question  of  discharge  comes  up, 
because  their  departure  from  the  hospital 
would  cause  a serious  domestic  crisis.  I 
think  [particularly  we  want  to  look  at  this 
problem  from  the  point  of  view  of  the  older 
mental  defective,  because  there  are  a large 
number  of  such  patients  who  have  no 
relatives  left  who'  would  demand  their  dis- 
charge ; and  there  we  come  to  the  serious- 
ness. I.f  you  get  ithe  younger  patient,  the 
patient  whose  relatives  live  close  by,  they 
make  their  periodic  and  repeated  applica- 
tions for  the  discharge  of  the  patient,  and 
those  patients  are  constantly  under  review ; 
but  the  patients  who'  are  'becoming  older 
in  an  institution,  and  whose  relatives  have 
either  moved  from,  the  area  o,r  died1  off, 
are  left  there  alone  ; and,  often'  .they  have 
grown,  up  in  the  institution.  Very  often 
such  patients  could,  do  quite  well  outside, 
given  'the  opportunity,  but  the  opportunity 
did  not  arise.  I feel  there  .is  a very  real 
case  here  for  attention  by  your  Commis- 
sion. 


to  this  was  not  fulfilling  its  responsibility ; 
I say  that  quite  definitely.  What  I would 
like  to  say,  speaking  now  as  a magistrate, 
is  that  this  serious  problem  does  in  fact 
exist  in  many  parts  of  the  country.  There 
is  evidence  to  support  that.  The  patients 
are  really  there  for  keeps,  and  the  'better 
their  behaviour,  the  harder  they  work,  the 
quieter  they  are,  and  the  less  trouble  .they 
give,  then  the  more  likelihood  there  is  that 
they  stay  put. 

203.1 . (Dr.  Rees):  Is  that  really  true? 

T understand  that  that  is  so.  I do  not  want 
to  cite  particular  people,  but  I do  know 
that  there  are  those  who  have  not  been 
discharged  who  should  have  'been  dis- 
charged. 

2032.  [Chairman):  May  1 ask  rather  an 
unfair  question.  Do  you  think  in  this 
business  of  the  discharge  of  mental  defec- 
tives that  you  are  more  effective  as  a magis- 
trate or  as  chairman  of  the  Hospital 

Management  Committee? Are  _ you 

speaking  to  me  about  my  own  position? 


2027.  ( Chairman D Do  you  really  mean 
that  .people  like  this  are  quite  commonly 
overlooked  by  visiting  justices,  or  do  you 
mean  that  they  are  spotted  by  visiting 
justices  and  their  discharge  refused  by  the 

•Board1  of  Control? 1 cannot  imagine 

that  the  Board  of  Control  would  ever  refuse 
the  discharge  if  it  was  recommended;  but 
there  can  be  ways  of  influencing  people, 

I think,  influencing  justices  in  such  a way 
that  they  would  .not  make  the  necessary 
recommendation. 

202®.  (Mr.  Bartlett):  You  mean  they  are 
not  recommended  for  discharge  for  econo- 
mic reasons,  because  of  .their  use  to  the 

institution.  Is  that  so? The  patient  has 

the  right  of  course,  and!  does,  apply  to 
the  .justices  to  make  known,  an  application  ; 
hut  I am  referring  principally  to  those  who 
have  been  a long  time  in  the  institution, 
who  have  become  institutionalised'  and  have 
accepted  their  fate,  so  .to  speak  ; but  they 
still  should  have  an  opportunity. 

2029.  (Mrs.  Adrian):  .Do  you  mean  that 
sufficient  efforts  are  not  made  .to  find  a 
suitable  situation  outside  to>  which  they 
could  go? — (Sir  Cecil  Oakes):  That  is  not 
a matter  which  would  involve  legislation ; 
it  is  purely  administration,  is  it  not? — (Dr. 
Rees):  That  is  a matter  for  the  Hospital 
Management  Committees  and  Medical 

Superintendents? 1 would  accept  that, 

and  do  ; but  I understand'  the  problem 
exists  in  many  parts  of  the  country. 

2030.  { Chairman ) : Is  it  possible  that  Hos- 
pital Management  Committees  are  not  suffi- 
ciently alive  to  these  things  because  of 
the  existence  of  the  visiting  justices  ; and 
if  .the  Hospital  Managament  Committees 
were  squarely  responsible  they  might  be 

more  effective? 1 would  say  that  any 

Management  Committee  that  was  not  alive 


2033v  Yes. 1 should  say  that  in  this 

I should  ‘be  more  effective  as  chairman, 
because  the  recommendations  of  the  justices 
come  before  the  Management  Committee ; 
the  Management  Committee  consider  them 
all,  and  they  have  got  of  course  a longer 
background  of  knowledge  and  know  the 
patients  individually  over  a long  period. 
I was  surprised  that  the  same  sort  of  situa- 
tion does  not  exist  in  every  mental  defici- 
ency colony,  but  I believe  I am  right  in 
saying  there  are  those  where  it  does  not. 


2034.  1 am  asking  you  that  question  be- 
cause one  of  the  recommendations  often 
made  is  the  abolition  of  the  visiting  jus- 
tices. Do  yoiu  as  an  Association  attach 
importance  to  the  retention  of  the  visiting 
justices  in  mental  deficiency  institutions? 

Speaking  in  a dual  capacity  I would 

made  is  the  abolition  of  the  visiting  jus- 
tices. I did  not  say  that  because  I used 
to  do  that  before  I was  chairman;  but  I 
would  welcome  the  visits  of  justices  because 
l think  it  is  more  useful  to  bring  them  in 
from  outside  to  give  the  patients  an  oppor- 
tunity of  expressing  their  views  to  them— 
which  they  do.  They  see  them  all,  and 
they  express  their  views ; and  I think  it  is 
all  very  useful  and  very  helpful. 


2035.  Have  you  ever  come  across  the 
iifficul’ty  of  recommendations  of  visiting 
ustices  for  the  discharge  of  a patient  being 
apposed'  by  the  Medical  Superintendent,  and 
he  Board  of  Control  extending  the  period 
■)f  detention  in  order  to  have  enough  tone 
;0  consider  the  actual  evidence,  and  that 
jxtension  toeing  regarded  'by  the  visiting 
justices  as  a rejection  of  their  advice,  wmisi 
as  a matter  of  fact  the  patient  is  discharged 
after  the  Board  of  Control  has  had  sum 
eient  time  to  consider  it? — —No.  I have  not 
:ome  across  that  sort  of  thing  at  all.  as 
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royal  commission  on  mental  illness  and  mental  deficiency 


I have  confined  any  comments  on  patients 
being  detained  to  girls  up  to  now,  might 
l just  mention  one  case  of  a boy.  It  is  not 
often  that  we  find  'boys  beung  retained  for 
a specific  reason,  but  'I  do  know  of  a case 
where  a boy  was  certainly  detained  in  an 
institution  for  much  -longer  than  he  need 
have  been  because  he  was  an  extremely 
good  tractor  driver.  Having  taught  him  to 
drive  a tractor  he  was  indispensable  to  the 
farm.  Ultimately  of  course  he  was  dis- 
charged when  the  matter  was  looked  into 
and  he  is  now  doing  extremely  well  as  a 
tractor  driver  on  a farm.  That  was  a case  , 
and  it  is  a situation  one  has  to  have  con- 
stantly in  one’s  mind. 


2036.  { Mrs . Braddock ):  Could  I ask 

whether  the  Management  Committee,  in  cir- 
cumstances of  that  sort,  would  make  any 
monetary  payment  to  the  patient  for  the 
work  he  did? Yes. 


2037.  {Chairman):  Un  paragraph  50  you 
quote  your  previous  joint  report  with  the 
British  'Medical  Association.  I am  some- 
what doubtful  whether  any  of  this  comes 
within  our  terms  of  reference,  il  am  a little 
.surprised  at  the  last  words  of  the  first 


paragraph  of  the  quotation,  “It  is  not 
so  much  a legal  definition  or  medical  diag- 
nosis that  is  needed  as  the  provision  of 
segregation  and  treatment.”  That  seems 

to  me  to  'be  a curious  statement. {Dr. 

Macdonald) : 'As  -long  as  the  treatment  -part 
is  emphasised,  I think  that  might  he  a 
little  more  fair. 

2038.  I am  not  quite  sure  whether  your 
recommendations  are  intended  merely  «to 
apply  to  ipersons  who  are  offenders,  or 
whether  the  methods  of  treatment  you  pro- 
pose should  ibe  open  to  those  who  may- 
only  he  thought  likely  to  commit  a crime? 

principally  we  are  concerned  with  those 

who  have  'been  offenders  ; but  I think  we 
cannot  escape  our  responsibility  to  some 
extent  for  the  prevention  of  crime. 

2039.  {Chairman):  'Is  there  anything  you 
would  like  to  add,  any  point  you  think  we 
have  not  covered  sufficiently  on  which  you 

would  like  to  express  a view? (I  do  not 

think  so.  No. 

(< Chairman ):  It  is  conceivable  that  when 
we  come  nearer  to  preparing  our  report  we 
might  like  to  have  your  views  again.  Thank 
you  very  much  indeed. 


(The  witnesses  withdrew ) 
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Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TENTH  DAY 

Tuesday , 26th  October,  1954 


Present 

The  Rt  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

cV^anr  & St  d.hT'™;  S5i£ 

MRS.  ET  BRlhDocK,'  J.P.,  M.p.  D-rEpG™™od  M D ’ 

Mr.  R.  M.  Jackson,  LL.D.,  J.P.  F.R.C.P.,  D.P.H. 

Sir  Cecil  Oakes,  J.P. 

Miss  H.  M.  Hedley  ( Secretary ) 

Mr.  I.  D.  Dawson  Shepherd  ( Chairman ) Mr  J.  Arthur  and  Mr.  C.  Pritchard 
(< General  Secretary)  on  behalf  of  the  National  Spastics  Society 

called  and  examined. 


Memorandum  submitted  by  the  National  Spastics  Society 

sKstressa* 

SOURCE  OF  EVIDENCE 

The  National  Spastics  Society  has i a foS  a^ciSions 

SSSS  -dtt  E^dence  has  been  ""  1 

^"aSi^ndTcSaredocation  and  health  authorities. 


CHILDREN 


ST^n^TtheTomplex  nature  of  then  ^«ap,  ^tics 

— educationally  suh-norma, 

°h2d  The  Physical  and 

aSriKdlnUcient  regard  is  paid  by  some  Medical  Officers  o 
HeSHo  the  special  difficulties  of  spastics.  A 2 

30499 
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3.  When  a spastic  suffers  from;  a speech  defect  involving  facial  grimaces, 
staggering  gait  or  uncontrolled  movement  of  the  arms,  it  has  often  the  appear- 
ance of  being  mentally  defective.  There  is  no  correlation  between  the  severity 
of  the  physical  handicap  and  the  likelihood  of  a mental  defect.  This  is  supported 
by  Dr.  W.  M.  Phelps,  an  internationally-known  authority  on  cerebral  palsy,  who 
states,  “The  presence  of  athetosis  in  the  face,  with  grimaces  and  drooling,  is  mis- 
leading and  spastic  facial  muscles  give  an  unresponsive  impression.  It  mu9t  be 
borne  in  mind  that  these  may  be,  in  reality,  masks  and  bear  no  relation  to  the 
underlying  mentality.” 

4.  Intelligence  testing  is  often  conducted  under  conditions  which  are  strange 
to  the  child.  In  such  unfamiliar  surroundings,  the  temperamental  characteristics 
of  spastics  greatly  affect  their  potential  response  to  the  test  administered. 

5.  Children  are  often  not  re-assessed  for  a considerable  time,  in  some  cases  once 
only  and  sometimes  not  at  all. 

6.  Medical  officers  often  restrict  themselves  to  one  method  of  testing  and  interpret 
the  results  too  rigidly. 

7.  There  is  insufficient  differentiation  between  intellectual  maturity  and  emotional 
maturity.  Tests  used  assume  that  intellectual  and  emotional  maturity  are  propor- 
tionate in  development.  This  is  an  invalid  deduction  where  spastics  are  concerned, 
as  often  emotional  development  has  exceeded  intellectual  development. 

8.  The  implications  when  a child  is  considered  to  be  mentally  defective,  are  not 
always  made  clear  to  the  parents.  The  statutory  notice  issued  to  parents,  before 
and  after  examination,  is  not  sufficiently  simply  worded. 

9.  The  majority  of  spastics  suffering  from  some  degree  of  mental  defect  or 
retardation  are  not  provided  for  in  occupation  centres  and  a number  of  occupation 
centres  are  not  fulfilling  their  functions  adequately.  It  has  been  known  lor  centres 
to  be  operated  without  a qualified  occupational  therapist  in  charge.  In  rural  areas, 
occupational  facilities  are  negligible.  Where  they  do  exist,  the  centre  is  often  one 
room  with  children  and  adults  together. 

10.  Although  a child  may  be  found  to  belong  to  the  intelligent  group  of  severe 
spastic  cases,  special  accommodation  is  not  always  found  for  them  which  would 
lead  to  their  discharge  into  special  schools  or  into  special  residential  accommodation. 
An  example:  a severely  handicapped  spastic  child  of  eleven  years,  certified  as 
mentally  defective  and  sent  to  a mental  institution  at  .an  early  age,  recently  had 
to  go  to  an  orthopaedic  hospital  for  an  operation.  While  he  was  there,  the  hospital 
almoner  took  an  interest  in  him,  and  arranged  for  him  to  be  tutored  at  the  hospital 
school.  As  a result,  this  boy  has  begun  to  learn  to  read  and  write  in  the  space 
of  about  three  months.  The  hospital  authorities  are  concerned  that,  if  he  returns 
to  the  mental  institution  he  may  .never  again  have  the  opportunity  of  being  placed 
in  a special  school.  The  position  is,  in  many  cases,  as  grave  as  that. 

11.  Many  certified  spqstic  children  are  sent  to  mental  institutions  and  there  is 
evidence  that  there  is  not  always  complete  segregation  from  adults  suffering  from 
severe  mental  defect. 

12.  A large  number  of  low-grade  mentally  defective  spastics  are  awaiting  admis- 
sion to  mental  hospitals.  They  cannot  be  admitted  until  at  least  an  equal  number 
of  high-grades  are  transferred  into  special  centres  or  schools. 

Recommendations 

13.  (a)  The  assessment  of  the  intelligence  of  cerebral  palsied  children  should  be 
administered  during  a period  of  observation  in  circumstances  conducive  to  producing 
in  the  child  the  response  which  it  is  capable  of.  This  period  of  observation  could 
take  place  either  in  the  child’s  own  home  or  in  a special  residential  centre.  This 
procedure  would  obviate  the  possibility  of  wrong  assessment  through  arbitrary 
decision.  Regular  re-assessment,  say  bi-annually,  is  necessary,  the  child  in.  the  mean- 
time, having  been  placed  in  a centre  where  the  required  stimulus  to  aid  development 
is  available. 
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(b)  The  conception  of  rigid  ascertainment  should  be  abandoned.  All  specialist 
services  should  function  in  close  conjunction  with  the  general  medical,  educational 
and  rehabilitation  services,  with  the  teacher,  general  practitioner  and  physio-, 
speech-  and  occupational-therapists  as  essential  links  in  the  service. 

Above  the  idiot  stage,  no  child  should  be  classified  as  ineducable  and  it  should 
be  the  duty  of  education  authorities  to  provide  education  and  training  for  every 
such  child.  The  same  obligation  for  the  provision  of  special  schools  should  rest 
on  the  education  authorities  as  rests  on  them  to  provide  normal  schools. 

i (c)  All  occupation  centres  should  come  under  the  education  authority,  as  they 
do  in  Scotland,  and  there  should  be  a similar  obligation  on  them  to  provide  for 
all  in  need. 

(d)  Any  child  under  the  age  of  five  and  above  the  idiot  category  and  requiring 
special  care,  should  be  taken  into  a day  nursery,  nursery  school  or  special  school 
up  to  the  age  of  five  and  should  then  be  classified  for  the  appropriate  education 
group. 

(e)  Dual-purpose  centres  should  be  established,  incorporating  the  residential  or 
day  nursery  recommended  for  the  under-five’s,  where  social  training  should  take 
precedence  over  more  formal  education.  Children  should  be  graded  at  such  a 
centre  and  those  who  prove  themselves  suitable,  should  be  transferred  to  a special 
school.  For  those  children  who  do  not  demonstrate  any  possibility  of  responding 
to  formal  education,  ithe  training  should  continue  at  the  centre,  its  main  purpose 
being  to  encourage  a better  degree  of  social  independence  and  adjustment. 

The  centre  could  provide  training  in  such  occupations  as  would  be  within  the 
limits  of  the  mental  and  physical  capacities  of  the  child.  Such  training  might  lead  to 
their  acceptance  for  one  of  the  sheltered  workshop  schemes  and  would  at  least 
afford  them  an  interest  after  they  had  left  the  centre. 

(f)  The  training  iand  educational  facilities  of  E.S.N.  schools,  which  at  the  moment 
stop  at  the  age  of  16,  should  be  extended  to  the  age  of  18  on  a voluntary  basis, 
except  where  parents  were  clearly  acting  contrary  to  the  interests  of  the  child  in 
removing  it  from  school. 

This  should  apply  to  children  at  dual-purpose  centres. 

Spastics,  in  particular,  require  an  extended  training  period  in  view  of  the  slowness 
of  their  development.  . 

In  highly  populated  areas,  such  centres  could  be  opened  on  a day  'basas,  but  in 
sparsely  populated  areas  they  should  be  residential.  . , 

(g)  It  is  absolutely  essential  that  all  education  and  training  should  be  accompame 
by  adequate  physio-,  speech-  and  occupational-therapy. 


ADULTS 

Note-— The  observations  made  with  regard  to  spastic  children  often  paving ■ 
appearance  of  mental  deficiency  because  of  their  handicap,  apply  equally 
adults. 


Summary  of  Evidence  . 

14  Many  adult  spastics  are  committed  to  mental  institutions,  though  not  certi- 
liable,  in  order  'that  institutional  care  may  be  provided. 

..  . r ix mental  Hnc.ritt.al3  1 


able  in  order  'that  institutional  care  may  piuv.ucu. 

15.  A number  of  adult  spastics  in  mental  hospitals  have  been  incorrectly  certified 
and  no  steps  have  been  taken  to  effect  de-certification. 


nd  no  steps  have  been  taxen  10  euec.  allthnritv 

16  The  provisions  for  training  those  in  the  care  of  the  mental  health  authont. 
are  inadequate  and  often  ineffective. 


“n— . ““.A™-  - -u 

where  toe  is ^reasonable  jto  warrar^  neQt  accommodation  . of 

8p^lf°h"yCottedd^hPthe  provision  of  simple  work  and  training 
facilities  for  simple  tasks.  a.  3 
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(c)  Alternative  residential  provision  should  be  made  for  adult  spas'tics  now  in 
mental  institutions  -because  they  require  'institutional  care.  This  accommodation 
should  ibe  provided  by  the  National  Health  Service,  as  it  is  likely  that  these  cases 
will  require  permanent  care. 

(d)  For  those  in  the  care  of  the  mental  health  authority,  training  and  educational 
centres  should  be  established,  with  hostel  accommodation  where  needed.  Such 
training,  where  possible,  should  be  associated  with  work  schemes.  Where  trainees 
remain  permanently,  sheltered  employment  should  ibe  provided  ; where  they  return 
home,  they  should  be  included  in  a Home  industry  scheme. 


Examination 

2040.  (Chairman):  Is  there  anything  you 
would  like  to  add  to  your  -memorandum  of 
evidence,  or  are  there  any  general  remarks 

you  would  like  to  make? (Mr. 

Pritchard):  No,  not  in  addition  to  the 
evidence  written,  my  Lord. 

2041.  1 think  I sihouldi  like  to  begin  by  ask- 
ing a general  question  on  the  subject  of  your 
recommendations.  Your  recommendations  in 
paragraph  13  read  like  recommendations  as 
to  how  possibly  mentally  defective  children 
should  be  handled  in  general,  rather  than 

with  special  reference  to  spastics. Yes, 

we  realise  that  although  spastics  do  re- 
quire rather  specialised  treatment  they 
may  in  some  respects  be  considered  with 
children  suffering  from  similar  disabilities. 
It  may  not  be  possible  or  practicable  to 
have  a special  scheme  for  spastics,  but  these 
recommendations,  although  they  may  well 
apply  to  other  disabled  children,  would 
certainly  benefit  spastics. 

2042.  Yes,  and  moreover,  only  under 

some  such  procedure  as  this  could  you  ex- 
pect to  have  spastics  diagnosed? (Most 

certainly. 

2043.  The  second  paragraph  of  your 

recommendation  ( h ) and  your  recommenda- 
tion (c)  look  like  a general  recommenda- 
tion that  all  mentally  defective  children 
should1  be  in  the  hands,  in  the  first  in- 
stance, o'f  the  education  authority? That 

is  right. 

2044.  In  your  experience,  how  do  spastic 
children  come  into  mental  deficiency  institu- 
tions? Are  they  usually  diagnosed,  rightly 
or  wrongly  diagnosed,  'before  school  age, 

or  during  school  life? In  most  cases 

spastic  ohildren  are  diagnosed  and1  assessed 
perhaps  prior  to>  'but  certainly  at  statutory 
school  age,  at  five  years  of  age.  lit  is  not 
always  practicable  or  possible  either  to 
diagnose  or  to  assess  reasonably  correctly 
the  mental  state  of  a spastic  before  the  age 
of  five.  Of  spastic  children  who  are  already 
admitted  to  mental  institutions,  a large 
•number  are  there  because  they  require 
institutional  care,  not  because  they  are 
regarded  as  being  mentally  defective  as  such. 


of  Witnesses 

There  is,  as  you  arc  probably  aware,  a 
grave  lack  .of  suitable  accommodation  for 
spastics  who  are  both  physically  handi- 
capped and  mentally  retarded. 

2045.  There  is  lack  of  accommodation  for 

all  types  of  defectives? Yes,  except  that 

we  are  concerned  with  the  special  case  of 
spastics ; the  same  observations  might 
equally  apply  to  other  handicaps. 

2046'.  (Mrs.  Braddock):  Could  you  give 
some  indication  of  the  size  of  the  problem? 

-It  is  very  difficult.  There  have  been 

sample  surveys'  made.  The  incidence  of 
mental  deficiency  in  spastics  is  probably 
about  one  in  four,  although  we  have  no 
absolutely  indisputable  statistics  either  t-o 
prove  or  to  disprove  that.  But  on  the 
sample  surveys  that  have  been  made  both 
here  and  in  the  United  States  the  incidence 
appears  to  be  about  one  in  four. 

2047 . (Sir  Cecil  Oakes):  That  includes 

mental  deficiency  andi  mental  illness'? 

Yes.. 

2048.  (Mrs.  Braddock ):  Could  you  tell  us 
anything  further  on  paragraph  5. 

“Children  are  often  not  re-assessed  for 

a considerable  time,  in  some  oases  once 

only  and  sometimes  not  at  all  ”? 

Yes.  We  have  considerable  evidence 

and  consistent  complaints  from  parentis  of 
spastic  children.'  that  after  the  first  assess- 
ment very  .often  the  .child  is  not  re-assessed 
for  a considerable  number  of  years,  and  is 
then  only  re-assessed  when  pressure  is 
brought  to  bean-  upon  the  authority. 
•Re-assessment  is  not  made  frequently 
enough. 

2049.  (Chairman):  Are  you  now  speak- 
ing of  the  education  authority  and  the 

children1  in  special  schools? iNo,  I am 

referring  now  to  spastic  children  who  are 
in  the  care  of  .the  mental  health  authority, 
including  children  in  institutions. 

2050.  (Dr.  Thomas):  Who  would  you 
consider  to  be  competent  people  to  make 

that  assessment? We  feel  at  the  moment: 

that  the  authorities  that  make  the  assess- 
ment fall  roughly  into  two  camps,  those 
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that  know  something  about  it,  and  those 
that  know  very  Little  about  it  in  relation  to 
spastics.  I think,  generally  speaking,  that 
many  Medical  ‘Officers  of  .Health  are  com- 
petent to  assess  and1  re-assess  spastic 
children,  but  there  is  a fair  bulk  of  evidence 
to  show  that  the  tendency  is  that  once  the 
child  has  been,  declared  ineducable,  he  is 
left  and  forgotten,  put  aside.  That  does 
not  happen  jusit  in  one  case  or  even  in  a 
dozen  cases.  There  are  rather  a frightening 
number  of  cases1  all  over  the  country  where 
that  has  happened. 

2051.  0 Chairman ):  You  are  thinking  pre- 
dominantly of  the  child  'before  he  goes  into 

an  institution?- The  majority  of  them  do 

no't  go  into  institutions.  The  majority  of 
them  stay  at  home,  depending  upon  their 
parents ; they  have  neither  treatment  nor 
training,  nor  rehabilitation  in  any  shape 
or  form.  It  is  only  the  minority  of  men- 
tally defective  spastic s who  are  cared  for  in 
institutions. 

2052.  (Mr.  Bartlett ):  When  you  say 

“ minority  ”,  could  you  give  us  any  indi- 
cation1 as  to  the  number  of  mentally  defec- 
tive spastics  in  mental  deficiency  institu- 
tions? Have  you  any  information1? (No, 

we  have  no  information  on  that.  We  do 
know,  for  example,  that  in  one  mental 
hospital  there  are-  300  spastics,  about  a 
quarter  of  them  children,  and  only  about  a 
third  of  them  are  really  certifiable  ; the  rest 
are  in  need)  of  institutional  care. 

2053:  {Chairman')’.  This  is  a mental 
deficiency  hospital? Yes. 

2054.  (Dr.  Rees):  Are  they  detained  there 

under  the  Mental  Deficiency  Acts? Yes. 

2055.  On  what  grounds  are  they  detained 

under  the  Mental  Deficiency  Acts? 

They  are  detained  mainly  on  the  grounds 
that  they  are  incapable  of  caring  for 
themselves. 

2056.  Are  all  the  people  who  are  incap- 

able of  looking  after  themselves  then 
mentally  defective? Xt  would  appear  so. 

2057.  Is  thait  a sufficient  ground  to  detain 
anybody  in  a mental  deficiency  institution? 
— —We  claim  not. 

2058.  You  believe  that  is  the  only  ground 

on  which  these  people  are  detained? 

No.  It  would1  be  inaccurate  to  state  that 
there  are  no  mentally  defective  spastics  or 
that  there  are  no-  spastics  who  should  be 
detained  as  you  have  suggested  because 
they  are  mentally  deficient,  but  in  the  main 
the  majority  of  spastics  in  mental  institu- 
tions, although  they  may  admittedly  be 
suffering  from  a degree  off  mental-  retarda- 
tion or  mental  affliction,  are  nevertheless 
there  because  they  require  care  and 
attention. 

2059*.  ( Sir.  Cecil  Oakes ) : As  spastics?- 

As  spastics. 
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2060.  (Dr.  Thomas):  In  relation  to  that 
point — we  were  discussing  accommodation 
a feiw  minutes  ago,  what  are  your  views  as 
a Society  with  regard  to  the  segregation  of 
spastics  as  such  if  they  are  mentally  defec- 
tive as  well?  Do  you  feel  that  they  ought 
to-  be  nursed  and  cared  for  in  the  same 
kind  of  institution  as  for  normal  spastics, 
or  possibly  in  a mental  deficiency  hospital? 

(Mr.  Dawson  Shepherd):  It  is  unknown 

yet  how  much  physical  improvement  can 
be  made  in  the  mentally  defective  spastic. 
Some  people  believe  that  they  can  bring 
them  along  quite  a long  way.  It  follows 
then  that  some  of  them  should  have  treat- 
ment in  'an  institution.  If  the  institution  is 
able  to  provide  physio-therapy,  then  they 
'sh-ouldi  be  there;  if  it  is  not,  then  they 
are  not  going  to  improve  physically.  We 
ais  a.  Society  -simply  have  not  got  the 
facilities-  at  the  present  moment  to  deal 
with  them. 

2061.  And  -in  the  event  of  a child  who 

originally  is  ascertained  as  spastic  and 
mentally  defective,  if  and  when  the  mental 
condition  of  that  child  improves  to  such  an 
extent  that  he  could  be  rehabilitated,  say  as 
educationally  subnormal,  then  there  would 
be  no  objection  at  all  from  the  point  of 
view  of  your  Society  to  their  being  up- 
graded to  the  normal  level? No,  not  at 

all,  we  would  welcome  that  very  much. 

2062.  That  does  happen  now? -Yes,  in 

a few  instances. 

2063.  I want  to  go  back  to  the  question 
of  the  type  of  person  who  should  do  the 
ascertainment.  You  mentioned  there  were 
some  people  who  were  suitable  and  some 
who  were  not,  and  then  you  mentioned  the 
Medical  Officer  of  Health.  Do  you  con- 
sider that  he  is  the  appropriate  person  to 
make  -the  ascertainment,  or  have  you  any 

other  ideas? (Mr.  Pritchard):  The 

person  who  makes  the  ascertainment  should 
be  a specialist.  He  should  have  consider- 
able knowledge  of  cerebral  palsy.  It  is 
because  of  -thait  lack  of  specialist  knowledge 
of  cerebral  palsy  that  so  many  wrong 
assessments  have  been  made. 

2064.  With  regard  to  the  psychiatric  angle 
of  the  assessment,  what  do  you  feel  about 
that?  Do  you  consider  the  specialist  in 
physical  medioine  could  venture  an  opinion 

on  that? No,  I personally  feel  it  should 

be  in  consultation  with  a psychologist. 
(Mr.  Dawson  Shepherd ):  If  I may  add  a 
word  here,  we  feel  that  assessment  should 
never  take  place  with  only  one  assessor. 
The  assessment  should  be  over  a period 
where  several  specialists  can  examine  the 
child. 

206-5.  Where  would  you  consider  would 
be  an  appropriate  place  for  such  an  obser- 
vation on  a child  to  be  carried'  out? 

A 4 
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At  the  local  treatment  centre  where  you 
have  in  attendance  a paediatrician,  or 
possibly  a specialist  in  physical  medicine, 
and  the  possibility  of  calling  on  the  hospital 
psychiatrist'  or  psychologist. 

20’66.  ( Chairman ) : When  you  say  “ local 
treatment  centre”,  'are  you  thinking  of  a 

residential  centre? INo,  a day  treatment 

centre,  ISi-r ; for  example,  .we  set  one  up  in 
Croydon.  It  receives  children  three  times 
a week  for  'therapy,  treatment  and  obser- 
vation. The-  local  authority  provides  the 
ambulance  service  which  brings  the 
children  in,  and  over  a period  of  three 
months  at  that  centre,  sometimes  less,  and 
sometimes  longer,  'they  can  make  a pretty 
accurate  assessment  of  the  child’s  poten- 
tialities. 

2067.  Is  this  a special  treatment  centre 

for  spastics? Yes. 

2068.  The  spastic  has  got  to  be  diagnosed 

before  he  gets  there? Yes 

2069.  Is  he  diagnosed  at  home? It  all 

depends  upon  the  circumstances  of  the 
spastic.  If  the  mother  is  alert  to  the  case 
she  will  bring  her  child  to  her  local  doctor 
who.  will  send  him  for  examination  to 
the  local  hospital  paediatrician,  who  will 
diagnose  cerebral  palsy.  If  the  ohild  is 
bom  in  a maternity  ward  of  a hospital 
there  may  be  indications  of  cerebral  palsy 
and  the  doctor  may  follow  up  the  case. 
But  normally  it  is  through  the  mother,  the 
family  doctor  and  the  specialist  at  the 
hospital,  that  the  spastic  is  diagnosed. 
That  should  happen  at  the  age  of  between 
one  and  two.  Treatment  does  not  com- 
mence until  much  later,  at  five-  years  old. 

2070.  'It  varies  then  ; there  are  alterna- 
tive ways  of  organising  it? Yes. 

2071.  Are  you  really  very  anxious,  in 

the  case  of  cerebral  palsy,  that  there  should 
be  no  presumption  of  mental  deficiency? 
Where  an  area  has  a good  prognosis  unit, 
attached  possibly  'to  the  mental  deficiency 
hospital,  is  not  that  very  often  the  -best 
place  for  a parent  to  send  his  child!  to, 
a child)  who  is  obviously  abnormal,  for 
a thorough  diagnosis,  possibly  as  an  in- 
patient?  Yes,  if  ithere  are  such  units,  if 

a parent  is  able  to  get  this  child  into  a hos- 
pital for  'long-term  observation,  one  month 
or  two  months,  it  is  excellent.  Usually 
hospitals  are  much  too  full  to  do.  -this 
unless  the  hospital  happens  to  be  taking  a 
particular  interest  in  cerebral  palsy. 

2072.  We,  as  a Royal  Commission,  are 
mainly  concerned  with  the  ascertainment 
and  where  necessary  the  admission  or 
placing  under  care  of  a mentally  defective 
person,  rather  than  -the  treatment  of  such 
a person  afterwards.  Does  your  interest  in 
spastic  children  suggest  to  you  any  general 


reform1  of  -the  law  in  regard  to  mental  de- 
ficiency o-r  suspected  mental  deficiency?  You 
have  suggested  one  change  already,  which  is 
that  administratively  the  provision  of  educa- 
tion and  'training  should-  be  in  the  hands 
of  tihe  local  education  authority,  and  there 
should  be  no  transfer  -to-  the  local 
health  authority,  at  any  rate  during 
the  period  of  compulsory  education,  and 
possibly  after  that.  Us.  there  any  other  sug- 
gestion as  -to  general  mental  deficiency 
legislation,  oir  administration  that  you  would 

like  to.  make? (Mr.  Pritchard)-.  One 

important  suggestion  my  Lord.  Coming 
back  to  -the  point  wc  made  on  the  period 
of  observation.  There  s-bou'ld  be  a mini- 
mum period  of  'Observation,  .required  by  law 
for  grades  higher  than,  idiots.  So  many 
spastics  have  been  subject  to.  arbitrary 
decisions  in  so  -many  oases.  Fortunately 
after  protests  and  prolonged  representations 
some  have  been  re-assessed,  and  some  have 
been  placed  in  special  schools  for  the  educa- 
tionally sub-normal,  or  even  in  special 
schools  for  spastics,  and  t'he  progress  they 
have  made  has  most  emphatically  proved 
that  .the  first  assessment  was  wrong.  I am 
-thinking  now  particularly  of  a young  boy 
who  is  now  ten.  years  o-f  age,  a,  very  severe 
spastic,  to  wh-om  we  have  already  referred 
in  -our  written  evidence.  He  had  been  in  a 
mental  institution  .since  he  was  four  years 
of  age  and  in  May  of  this  year  he  was 
required'  to  undergo,  an  orthopaedic  opera- 
tion and-  wais  transferred1  from  the  mental 
hospital  -to  -the  orthopaedic  hospital.  While 
he  was  there  the  almoner  took  an  interest 
in  him,  and  so  did  the  hospital  school 
teacher,  with  the  result  that  l-hat  boy  now 
is  able  to  read  and  write  and  there  is  every 
indication  that,  given  special  education,  that 
boy  will  profit  by  it.  The  position  is  tiiis  a.l 
the  moment : that  the  Superintendent  of  the 
orthopaedic  -hospital  is  prepared-  to  keep 
him-  there  for  six  months,  because  it  as 
generally  agreed  -that  if  the  boy  returns  to 
the  mental  institution  then  his.  chance,  of 
ever  getting  out  of  there  and  receiving  the 
treatment  and.  the  education  which  he  needs 
is  fairly  slight. 

2073.  (Sir  Cecil  Oakes):  You  want  really 

to  overcome  that  by  having  a team  to  vet 
every  child  under  observation  conditions 
either  at  a clinic,  a treatment  centre  or 
possibly  in  a hospital? Yes. 

2074.  That  is  your  method  <?f  preventing 

this  sort  of  thing  happening? (Af  r. 

Dawson  Shepherd ):  Yes,  we  say  that  an 
assessment  on  one  or  even  two  interviews 
with  the  child  is  not  enough. 

2075.  Do  you  want  the  parents  always 
to  be  present  when  the  child,  is  undergoing 

the  observation? No,  sometimes  it 

would  not  be  wise,  because  the  parent  is 
naturally  fairly  anxious  and  may  try  to 
press  the  child  to  exert  itself,  and  naturally 
.the  child  will  react  accordingly. 
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2076.  (Dr.  Thomas) : In  the  case  quoted, 
how  did  the  child  get  into  the  orthopaedic 
hospital  in  the  first  instance? — —(Mr. 
Pritchard ):  Because  it  required  an  ortho- 
paedic operation. 

2077.  Who  referred  it  there? 1 would 

not  know  whether  it  was  the  Superintendent 
of  the  mental  hospital  or  not.  He  was  in 
need  of  an  operation  on  his  legs. 

2078.  The  point  I raise  there,  is  this*— 

though  an  isolated  case  may  not  influence 
legislation,  very  much — in  this  case 

evidently  someone  referred  that  child  for 
orthopaedic  treatment,  considering  pre- 
sumably that  it  needed  that  treatment?— 
Yes. 

2079.  Are  we  correct  in  assuming  then 
that  if  the  child  goes  back  to  the  same 
centre  from  where  that  reference  was  made 
it  may  never  again  have  an  opportunity 
to  receive  the  care  and  treatment  needed 
to  promote  its  health  and  welfare?— —it 
depends  a great  deal  o.n  the  Superintendent 
of  the  hospital  concerned,  and  obviously 
the  availability  of  places  in  special  schools 
and  centres  too.  We  have  taken  up  this 
particular  case.  We  are  in  touch  wath  the 
boy’s  education  authority  who,  we  hope, 
will  accept  responsibility  for  him.  The 
point  I am  making  there  is  that,  although 
this  is  in  a sense  a special  case,  it  does 
support  our  claim  that  a number  ot 
spastic  children  in  mental  institutions, 
whatever  the  reason  they  are  there  for,  are 
able  to  respond;  to  the  correct  treatment  and 
the  correct  training,  given  the  opportunity. 
There  are  one  or  two-  mental  hospitals  ot 
which  we  are  aware  where  there  are  special 
units  for  spastic  children,  in  one  particular 
instance  with  a great  degree  of  success  But 
nevertheless  we  feel  that  if  a spastic  child 
in  a mental  institution  does  show  signs, 
however  slight,  of  responding  to  the  right 
sort  of  training,  then  it  should  be  given  the 
right  and  proper  _ conditions  m which  to 
develop  its  potential  ability. 

2080.  {Chairman):  The  question  I want 
to  ask  is  this:  taking  this  as  an  instance, 
how  did  this  child  ever  get  into  a mental 
deficiency  institution?  He  got  in-  at  the: 
age  of  four  before  he  had  had  any  educa 

tion? iHe  was  certified  as  an  idiot  at 

the  age  of  four. 

2081.  (Mr.  Bartlett ):  The  point  I want  to 
be  quite  clear  on,  my  Lord  is  this:  mi. 
Pritchard  said  the  boy  was  four  years  ot 
age — am  I correct  in  that?  Yes. 

2082.  And  that  he  was  admitted  to  a 
mental  hospital.  Was  it  a mental  hospital 
or  was  it  a mental  deficiency  institution 

to  begin  with? >A  mental  deficiency 

institution. 

2083.  (i Chairman ):  Was  he  admitted 

there  as  not  being  under  proper,  ewe  and 
control,  or  was  it  a question  of  his  health. 
(He  was  certified  as  an  idiot. 
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2084.  Yes,  I know,  but  he  cannot  be  sent 
to  an  institution  without  the  agreement  of 

his  parents  or  on  some  other  grounds. 

It  was  with  the  agreement  of  his  parents. 

2085.  You  say  no  child  suffering  from 

cerebral  palsy  should  be  sent  to  an  in- 
stitution except  after  prolonged  observation 
which  would  be  statutorily  laid  down. 
Here  is  the  child  in  the  home,  he  is  not 
attending  school,  the  parent  wants  to  send 
him  to  an  institution ; how  would  you  pro- 
vide for  that  observation? (Mr.  Dawson 

Shepherd):  Do  you  mean  how  could  we 
persuade  the  parents  to  send  their  child 
for  observation? 


2086.  No,  you  want  the  opportunity  of 
observation  ; what  sort  of  observation 
centre  do  you  propose  to  institute?  You 
do  not  want  the  mental  deficiency  hospital? 
No. 

2087.  What  do  you  want? (Mr. 

Arthur):  My  Lord,  if  I might  come  in 
here— a low  intelligence  quotient  school,  for 
instance. 


2088.  But  this  boy  is  four,  is  he  not? 
(Mr.  Pritchard):  We  have  made  a re- 
commendation, my  Lord,  that  there  should 
be  a nursery  unit  for  the  under  fives,  both 
day  and  residential,  and  I think  that  under 
the  age  of  five  the  .period  of  observation 
might  be  conducted  there. 

2089.  (Dr.  Greenwood  Wilson):  What  is 
wrong  with  the  ordinary'  occupation  centre 
in  such  cases?  They  sometimes  have 

nurserv  units  in  occupation  centres. Yes, 

but  I 'think  they  are  more  the  exception 
than  the  rule. 


2090.  (Mrs.  Braddock ):  Do  you  find  that 
the  parents  of  these  children  are  real!)  so 
anxious  for  them  to  have  attention  that 
there  is  no  difficulty  in  them  being  per- 
suaded to  allow  their  children  to  have 
attention  without  any  ascertainment  at  all . 
— - — (Mr.  Dawson  Shepherd):  On  the  whole, 
yes. 

■>091.  So  that  the  position  would  be  that, 
instead  of  having  to  ascertain  the  condition 
of  a child1  in  order  to  have  it  sent  to  a 
mental  deficiency  institution,  you  believe 
that  adequate  facilities  should  be  available 
for  its  treatment  over  a long  period  before 
anv  question  of  ascertainment  is  considered 
at  all? {Mr.  Pritchard) : That  is  right. 

->092  And  vou  do  not  think  there  would 
be”  any  difficulty'  in  the  parents  being  pre- 
pared. even  if  it  is  a question  of  a three 
months  stay  in  hospital,  to  allow  their 
children  to  be  observed  and  treated. 

(Mr.  Dawson  Shepherd):  With  the  alterna- 
tives of  either  sending  the  child  to  a mental 
institution  or  having  the  opportunity  ot 
assessment  for  three  months  at  a special 
centre.  I feel  extremely  sure  that  almost 
A 5 
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all  parentis  would  agree  to  the  latter.  There 
are  certain  parents  who  do  reject  “eu 
children  entirely,  and  'I  assume  this  was  one 
of  those  ease's,  but  from  our  ooire- 
sipoindience  we  find  that  very  neatly  al 
parents  would-  -be  only  too  anxious  to  et 
itiheir  child  stay  for  three  months  in  a centre 
for  proper  assessment.  As  you  realise,  thue 
is  aP stigma  about  mental  deficiency  which 
parents  would  do  almost  anything  to 
avoid,  and  that  is  one  of  -the  difficulties 
wihioh  we  face. 

2093.  Chairman):  Yes,  but  are  you  sure 
about  that  fear  of  the  stigma  in  the  case  of 
ouite  young  children'?  Supposing  admis- 
sion. to  a mental  deficiency  institution  were 
not  surrounded'  by  all  these  rigid  rales  and 
certificates,  supposing  it  was  easier  for  a 
parent  to  -send  his  dhlM  into  a mental 
deficiency  institution  for  observatioin  and 
treatment,  do  you  then-  think  there  would 
be:  the  need  for  this  multiplication  of  special 
institutions,  undertflve  nurseries  and  so  on.  ' 
It  would  be  increasingly  difficult  to  stall 
1-hem  and.  except  in  the  university  centres 
it  might  -be  difficult  to  obtain- -a  really  expert 
paediatric  or  psychiatric  diagnosis?  I 
think,  -from-  -what  I know  of  the  parents, 
that  even  if  you  altered  the  name  of  the 
mental  .institution  they  _ would  still1  look 
upon  it  as  a mental  institution. 


2094.  But  after  all,  one  may  differ  about 
the  degree  of  the  menial  retardation  of 
these  spastic  children,  hut  they  do  need 

mental  treatment. Yes,  but  the  last  thing 

that  the  parent  wishes  to  face  iis  the  fact 
that  his  child  is  mentally  deficient;  that 
is,  so  to  speak,  the  end  of  the  read-.  If  you 
send  a child  into  a mental'  deficiency  institu- 
tion for  assessment  they  will  automatically 
fear  that  their  child  will  never  come  out 
again.  Until  we  can  convince  them  that 
that  is1  not  necessarily  the  end  of  the  road, 
they  will  be  most  reluctant  to  co-operate 
fu'lly. 

2095.  That  is  no't  the  experience  of  quite 
a number  of  mental  deficiency  hospitals, 
where  co-operation  of  the  parents  has  been 

tried  out  on  a really  full  scale? 1 cannot 

speak  about  those,  Sir. 

2096.  (Sir  Cecil  Oakes):  May  f put  it  this 

way.  The  Chairman  is  (postulating  that  at 
some  period  it  might  he  possible  for 
children  to  he  admitted  to  a mental  de- 
ficiency institution  just  Like  a general 
hospital  or  a children’s  hospital.  If  that 
were  the  ease  and  they  went  there  with 
their  parents’  consent  for  this  testing  and 
observation  for  a couple  of  months,  do  you 
not  think  that  would  alter  the  present  atti- 
tude of  the  parent? 1 think  that  it  .might 

well  succeed,  but  quite  naturally  the  parent 
would  rather  his  child  went  into  a hospital 
for  the  observation  'than  into  a mental 
institution. 


2097.  (Dr.  Thomas ):  Your  feeling  as  a 
Society  is  that  a child  who  is  potentially 
normal,,  despite:  the  fact  that  it  hlas  certain 
disabilities  of  the  central  nervous  system 
and  that  it  cannot  interpret  itself,  wilt  be 
labelled1  as  mentally  defective.  That  is  the 
main  anxiety  of  the  'Society? Yes. 

209$.  iln  the  event  of  a situation  arising 
where  a child  can'  come  into-  contact  with 
a competent  psychiatrist  who  does  under- 
stand emotional  maladjustment  as  well  as 
mental  deficiency,  the  fact  of  removing 
ascertainment  and.  certification  might  well 
alter  the  views  of  your  Socie  ty,  might  it? 
Yes, 

2099.  (Dr.  Greenwood  Wilson):  Would 

you  suggest  that  the  parents  of  spastics  are 
almost  abnormally  sensitive  about  the  ele- 
ment of  mental  trouble? Yes. 

2100.  They  would  rather  think  it  was 
wholly  physical? — -Yes.  ilt  is  quite 
natural,  because  while  the  symptoms  are 
developing,  the  athetosis  or  the  spasticity, 
their  neighbours  will  be  saying— “ There  is 
something  wrong  with  your  child,  I think 
he  is  probably  mentally  defective. 

2101.  (Dr.  Thomas ):  ‘Does,  your  Society 
■also  recognise  that  this  attitude  on  the 
part  of  the  parent,  which  .is  quite  natural, 
may  preclude  the  child  from  the  possibility 

of  having  psychiatric  treatment? 1 think 

there  is  always  that  possibility,  yes,  but  it 
is  up  to  us  as  a Society  to  prove  to  the 
parent  that  if  the  child  has  this  treatment 
then  the  results  are  beneficial. 


2102.  (Mrs.  Braeldock):  In  paragraph  8 
you  refer  to  the  statutory  notice,  saying  that 
it  is  not  sufficiently  simply  worded.  Would 
you  tell  us  something  more  about  that? 

(Mr.  Pritchard):  Yes.  We  very  often 

find  that  when  a notice  is  served  upon 
the  parent  it  creates  an  enormous  amount 
of  apprehension.  There  is,  as  Mr.  Dawson 
Shepherd  has  already  mentioned,  at  the 
back  of  'their  minds  the  fear  of  having 
their  child  branded  as  mentally  deficient. 
There  is  also  the  fear  that  if  the  child 
is  put  in  the  care  of  the  mental  health 
authority  it  might  be  taken  away  from 
'them.  That  iis  tlhe  parents'’  mam  dread 
when  they  are  asked  to  'bring  their  children 
along  to  he  examined  and  assessed.  There 
is  the  fear  of  losing  touch  with  the  child. 
Iif  the  statutory  notice,  the  letter  from  the 
authority,  were  a little  more  human  it 
would  go  a long  way  towards  assuring 
them  that  this  was-  being  done  with  the 
interests  of  the  child  as  a prime  considera- 
tion,. Distrust  of  authority  is  I think  very 
real;  the  feeling  that  authority  is  callous, 
without  sympathy.  I think  if  a little  more 
humanity  were  brought  into  the  whole 
procedure  it  would  help  parents  to  have 
confidence  in  authority,  confidence  that  the 
doctors,  the  (Medical  Officer  of  iHealth  and 
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his  staff,  are  really  concerned  with  giving 
'title*  child  the  treatment  which  it  needs. 
But  the  statutory  notice  is  a document 
which  really  does  frighten  them ; it  does 
not  encourage  them  to  co-operate. 

2103.  i [Chairman) : That  is  what  I meant 
when  I asked  if  the  parents’  attitude  would 
change,  assuming  one  could  get  rid  of  the 
rigidity  of  the  methods  of  admission 

into  mental  deficiency  hospitals. (Mr. 

Dawson  Shepherd):  Yes,  my  Lord, 

assuming  you  can  get  rid  of  those  you  will 
be  a long  way  along  the  road,  but  it  is  one 
of  the  biggest  obstacles,  this  fear  of  the 
mental  institution. 

2104.  I do  not  think  that  I have  very 
much  to  ask  you  about  the  section  of  your 
memorandum  which  deals  with  adults. 
Are  you  thinking  mainly  of  mental  de- 
ficiency institutions  or  mental  hospitals? 

In,  the  main,  mental  deficiency 

institutions. 

2105.  Do  you  know  the  number  of 

spastics  in  mental  hospitals? (Mr. 

Pritchard ):  As  ;I  mentioned  earlier,  my 
Lord,  we  have  no  accurate  statistical 
evidence,  hut  from  observations  made  there 
are  some  in  mental  hospitals1.  The 
majority  of  course  are  in  mental  deficiency 
institutions. 

2106.  {Dr.  Rees):  And  these  are  patients 

suffering  from  no  mental  illness  whatso- 
ever, are  they? Some  of  them  do. 

2107.  But  if  they  do  suffer  from  mental 
illness  possibly  the  mental  hospital  is  the 

right  place  for  them? Yes,  we  do  not 

dispute  that  at  all. 

2108.  But  there  are  some  there  who'  do 
not  suffer  from  any  form  of  mental  ill- 
ness? On  what  grounds  are  they  detained 
in  the  mental  hospital?  Are  they  certified? 

Yes,  but  oiften  this  is  based  on 

inaccurate  assessment  and  inaccurate 
diagnosis. 

2109.  It  is  a question  of  behaviour  in  a 
mental  hospital,  it  is  not  a question  of 

intelligence. il  beg  your  pardon,  •!  am 

confusing  hospital  and  institution  there. 
(Mr.  Dawson  Shepherd):  I am  afraid,  my 
Lord,  there  is  a bit  of  confusion  here  with 
the  mental  institution,.  I do  not  know  that 
there  are  many  spastics'  in  mental  hospitals 
because  there  would  be  no  justification  for 
admitting  the  majority  of  mentally  deficient 
spastics. 

2110.  'But  in  paragraph  15  you  say  that 
there  are  a number  of  adult  spastic®  in 
mental  hospitals. — - — (Mr.  Pritchard):  That 
should  read  “ institutions  ” ; it  is1  a oon- 
fusion  of  terms. — (Mr.  Dawson  Shepherd.) 
Please  accept  my  apologies. 

2111.  (Dr.  Thomas):  They  are  all  in 
mental  deficiency  institutions,  then? 
Mental  deficiency  institutions  yes',  with  a 
few  exceptions. 


2112.  (Chairman):  iMost  of  your  recom- 
mendations are  reminiscent  of  recommenda- 
tions we  get  about  senile  people,  that  they 
should  be  given  special  accommodation  if 
they  are  not  capable  of  looking  after 
themselves,  special  hospitals  and  so  on. 
'Going  to  the  root  of  the  thing,  what  case 
is  there  for  this  special  provision,  beyond 
the  fact  that  we  all  know  mental  deficiency 
accommodation  is  inadequate  already? 
Apart  from  that,  are  these  borderline 
spastics,  cerebral  palsy  cases,  notably 
unhappy  in  mental  deficiency  institutions? 
Are  they  notably  neglected  in  relation  to 

their  special  needs? (Mr.  Arthur ):  My 

'Lord,  if  I might  interject  here,  I find 
from  my  experience  in  several  instances 
that  the  spasmic  comes  up  against  the  same 
difficulties  as  the  deaf  person  who  has  not 
had  any  previous  assessment  at  all ; by 
virtue  of  the  very  fact  that  they  are  unable 
to  express  themselves'  along  certain  lines, 
they  are  regarded  as  being  more  or  less 
incapable  of  doing  so.  The  ordinary  assess- 
ment of  these  people  does  not  take  into 
consideration  that  though  they  may  not  be 
suitable  for  this  or  that,  they  may  be 
better  helped  by  quite  another  mental 
approach,  which  would  help  them  to  a 
fuller  expression  of  themselves  as  human 
'beings.  In  most  of  the  mental  institutions 
that  I have  seen  they  are  usually  given 
agriculture  or  work  around  smallholdings, 
more  or  less  willy-nilly,  regardless  of  the 
fact  that  with  other  kinds  of  training  they 
could1  'be  brought  to  express  themselves 
more  fully.  Although  they  may  not  be  able 
to  express  themselves  verbally  they  could 
express  themselves  by  some  other  means. 
There  are  many  instances  of  this  coming 
to  light  practically  every  day,  and  I myself 
have  employed  people  who  have  spent  years 
in  mental  institutions  and  who  have  come  to 
me  and  have  turned  out  to  be  quite  useful 
cabinet-makers.  Take,  for  instance,  the  case 
of  a man  now  a hotel  proprietor — a person 
with  cerebral  palsy  who  had  been  sent  from 
place  to  place.  He  came  to  me  in  adult  life 
as  a labourer  and  I discovered  that  this 
man  had  quite  a normal  intelligence.  After 
a period  of  'training  he  came  to  be  and 
still  is  a useful  member  of  the  community, 
and  I feel  there  are  many  cases  like  this.  I 
feel  that  this  whole  process  is  a continuous 
process  and  should  begin  from  the  very 
early  stages.  One  must  not  cease  at  any 
s'tage  during  the  spastics’  gradual  pro- 
gression through  life  from  assessing  what 
they  are  best  suited  for,  and  not  just  regard 
them  as  falling  into  this  or  that  group.  I 
feel  we  have  come  to  a stage  in  our  human 
evolution  where  we  have  so  many  examples 
of  people  who  have  been  classified  or 
certified  and  who  have  never  had  an  oppor- 
tunity of  making  any  contribution  to  life, 
and  I think  that  this  whole  problem  must 
be  looked  at  from  an  entirely  different  point 
of  view. 
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2113.  I suppose  there  is  almost  as  great 
a range  in  disability  among  sufferers  from 
cerebral  palsy  as  there  is  among  sufferers 

from  mental  deficiency? {Mr.  Pritchard)'. 

Yes,  my  Lord,  I would  say  so. 

2114.  Would  a special  hospital  for  per- 
sons suffering  from  cerebral  palsy  be  able 
to  deal  with  all  the  varieties  of  intelligence 
and  disability?  I gather  you  were  speaking 
just  now  of  a man  whose  speech  was  very 
uncertain  but  whose  hands  were  not 

affected? (Mr.  Arthur ):  Indeed,  my 

Lord  I was  speaking  of  a person  who  was 
completely  affected.  He  was  'brought  into 
my  works  in  a batbchiair,  and  left  it  on  his 
own  two  feet  as  a married  man  with  a very 
happy  family  life.  I consider  that  special 
centres  of  this  kind  are  absolutely  neces- 
sary, and  I think  that  this  is  one  of  the 
most  important  facets  of  the  programme 
that  is  now  -being  launched  by  the  National 
Spastics  Society.  I do  not  think  there  is 
any  centre  existing  today  which  can 
take  these  people,  whatever  their  handicap 
of  cerebral  palsy,  and  give  them  an  adequate 
try-ouit.  The  only  assessment  in  my  mind, 
the  only  real  assessment,  must  be  trial  on  a 
.particular  job ; it  cannot  be  done  toy  a 
psychological  assessment,  it  can  only  be 
done  when  you  have  tried  spastics  on  not 
one  but  maybe  on  half-a-dozen  types  ol 
job  and  you  have  seen  which  type  suits 
them.  There  are  no  existing  facilities  of 
ithis  kind  for  spastic®. — (Mr.  Pritchard ): 
You  mentioned  variety,  various  types  of 
cerebral  palsy  and  various  degrees  of 
intelligence.  ,1  do  not  think  that  is  an 
argument  against  the  establishment  of  a 
unit  such  as  this.  There  are  types  of 
cerebral  palsy,  and  the  degree  of  handicap 
physical  and  mental,  varies.  Special  schools 
for  spastics  run  quite  successfully  with  30 
or  40  children,  each  one  of  which  has  its 
own  peculiarities,  where  there  is  barely  a 
duplication  of  handicap  between  one  and 
another.  I think  that  the  variety  _ of 
handicap  is  mot  in  itself  an  argument  against 
the  absolute  necessity  of  a special  unit  such 
as  this. 

2115.  (Dr.  Greenwood  Wilson ):  IDo  you 
know  anything  about  (Rudolph  'Steiner 

Schools? (Mr.  Arthur)'.  Yes,  indeed,  a 

great  deal. 

2116.  Do  not  they  claim  to  be  doing 
some  of  the  things  you  arc  advocating?--— 
Yes  and  l carried  the  ideas  of  Rudolph 
Steiner  a stage  further  by  introducing  them 
and  proved  that  they  could  be  successfully 
applied  ini  industry. 

2117.  (Chairman):  Since  when  has 

cerebral  palsy  been  recognised  as  a special 

problem? (Mr.  Dawson  Shepherd):  it 

was  originally  diagnosed  about  1870  by 
Dr.  Little.  Nothing  much  was  done  aboiit 


it  until  after  the  first  World  War  when 
several  doctors  in  (America  began  taking  an 
interest  in  it,  particularly  a man  named 
Phelps,  an  orthopaedic  surgeon.  The 
interest  in  America  grew  during  the  period 
between  the  two  wars  and  it  was  helped  on 
by  a man  who  was  himself  a spastic,  a 
Dr.  Carlson.  It  was  about  1943  that  a 
physiotherapist  from  this  country  was  sent 
•over  to  study  under  Dr.  Phelps  and  returned 
■to  Queen  Mary’s  Hospital,  Garshalton, 
Where  a unit  was  established.  Previously 
the  treatment  for  cerebral  palsy  that  doctors 
gave  was  to  send  them  to  'the  local  hospital 
for  therapy.  When  this  new  treatment  was 
introduced  it  was  realised  that  more  could 
be  done  than  had  previously  been  (imagined. 
Since  1943  interest  in  cerebral  palsy  has 
increased  considerably  and1  it  is  now  recog- 
nised as  a problem  which  requires  special 
attention. 

2ill(8.  Is  there  anything  you  would  like 

to  add? (Mr.  Pritchard):  I would  in 

conclusion,  my  Lord,  like  to  summarise  our 
side  of  the  discussion  this  morning  and  re- 
emphasise three  points.  The  first  one  is 
that  assessment  should  be  made  during  a 
period  of  observation  in  conditions  and  in 
circumstances  which  are  conducive  to  pro- 
ducing the  best  possible  response  from  the 
child  concerned.  We  must  endeavour  to 
do  everything  possible  to  dispense  with  any 
arbitrary  decisions.  There  are  so  many 
instances  where  wrong  assessments  have 
been  made  on  the  spur  of  the  moment. 
Very  often  'that  first  and  only  assess- 
ment has  not  only  cast  its  shadow  on  the 
child’s  life  but  on  the  life  of  the  whole 
family.  The  second  point  t would  like  to 
make  is  this:  that  where  possible  the  special 
provisions  which  we  have  recommended 
should  bo  instituted  either  as  separate  units 
or  incorporated1  in  existing  facilities,  pro- 
viding that  they  are  run  along  positive  lines 
with  the  specialist  medical  services,  the 
pediatrician,  the  specialist  in  physical 
medicine,  the  psychologist,  the  physio- 
therapist and  particularly  the  family  doctor 
as  essential  links  in  the  chain.  Lastly,  there 
is  the  point  whidh  Mr.  Arthur  ’has  made. 
There  must  'be  a continuous  process  of 
treatment  and  training  right  from  the  first 
assessment,  a persistent  and  continued 
endeavour  to  give  the  child  any  ohance  it 
might  have,  and  when  he  reaches  the  adult 
stage  faoi'li'tiesi  should  be  provided  whereby 
he  can,  within  the  limits  of  his  disability, 
(physical  and  mental,  find  a useful  place  in 
•the  community. — (Mr.  Arthur ):  I-n  other 
words,  my  Lord,  these  people  should  stand 
the  same  chance  of  a job  as  anyone  else. 

(Chairman):  Yes,  you  have  made  it  very 
clear.  Thank  you  very  much. 


(The  witnesses  withdrew.) 
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Mr.  Edward  Evans,  C.B.E.,  M.P.  {Chairman),  Dr.  R.  W.  Eldridge,  M.D., 
Mr.  G.  A.  Schofield,  Mr.  G.  E.  Robinson,  Mr.  G.  E.  Whiteway  and  Mr.  G.  W. 
Lilburn  ( Secretary ) on  behalf  of  the  National  Institute  for  the  Deaf 

called  and  examined. 


Memorandum  submitted  by  the  National  Institute  for  the  Deaf 

1.  The  National  Institute  for  the  Deaf  was  'first  set  up  in  1911,  under  another 
name,  and  for  the  past  'forty-three  years,  has  been  the  main  national  body  concerned 
with  the  welfare  of  the  deaf.  On  its  Council  of  Management  are  representatives 
of  all  bodies,  both  voluntary  and  statutory,  specially  interested  in  the  deaf,  and  its 
field  of  activity  covers  every  aspect  of  deaf  work,  regardless  of  age. 

2.  The  'Institute  believes  that  certain  problems  of  the  deaf  in  mental  hospitals 
and  mental  deficiency  hospitals  are  still  insufficiently  known  and  that  steps  to 
improve  the  position  can  be  taken  now,  which  would  materially  contribute  towards 
the  recovery  of  those  patients  and  their  rehabilitation  in  the  community.  The 
Institute  is  in  no  doubt  that  much  could  be  done  through  changes  in  administrative 
machinery  if,  indeed,  there  is  no  indication  for  change  in  the  existing  law. 


THE  DEAF  IN  MENTAL  HOSPITALS  AND  IN  MENTAL  DEFICIENCY 
HOSPITALS 


3.  There  are  in  all  mental  hospitals  and  mental  deficiency  hospitals  a certain 
number  of  deaf  patients,  some  congenitally  deaf  and  without  speech,  others  either 
totally  or  very  severely  deaf  through  accident  or  disease.  It  has  clearly  been 
impossible  in  the  past  to  assist  these  patients  to  the  extent  which  now  seems  desirable. 
This  need  for  special  provision  for  'those  who  are  totally  or  severely  deaf  is  present 
in  any  kind  of  hospital,  where  the  stay  is  prolonged,  but  it  is  most  acute  for  the 
mental  patient  where  his  defect  of  hearing  may  have  a profund  effect  upon  the 
course  of  his  mental  illness,  both  in  its  initial  stages  and  later  on  when  he  is  under- 


going treatment. 

4.  For  some  years,  the  National  Institute  for  the  Deaf,  through  one  of  its  branches, 
the  North  Regional  Association  for  the  Deaf,  have  been  specially  interested  in  this 
nroblem  and  certain  steps  have  been  taken,  which  show  the  urgency  of  the  need 
andsome  of  the  ways  hf  which  the  particular  difficulties  of  these  deaf  people  might 
Se  alleviated  This  memorandum  is  presented  with  the  object  of  giving  some  idea 
of  the  extent  of  the  problem,  so  far  as  numbers  are  concerned,  and  of  indicating 
■how  effective  help  may  be  given. 

5.  Statistical  information  was  obtained  front  hospitals  in  a11  ^L^onal nSt« 
hoard  areas  covered  bv  the  Association,  that  is  to  say  the  Sheffield,  Manchester, 
Newcastle  ' Leeds  and  Liverpool  boards.  The  degree  of  deafness  present  vanes 
widely  from  those  on  the  one  hand  whose  disability  of  hearing  refers  them 
incapable  of  hearing  any  sounds  whatsoever  or  of  hearing  sounds  intelligibly,  and 
S no  hearing'afd  can  assist,  to  those  on  the  other  hand  who  suffer  from  a loss 
of  hearing,  which  can  be  assisted  by  a hearing  aid. 


Definitions  , , 

S.  For  the  purpose  of  this  enquiry,  the  following  definitions  have  been  used:- 

n TW,  are  bom  totally  or  severely  deaf,  or  who  become  totally  or 
^rarely  deaf  before  the  comprehension  of  ,sou“d’  and  'vho  are  °£ten’  “ 
consequence,  referred  to  as  the  deaf  and  dumb. 
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Deafened — Those  who  have  become  totally  deaf  in  adult  life  or  adolescence, 
either  by  injury  or  disease. 

Hard  of  Hearing — Those  whose  hearing  loss  is  within  the  limits  of  assistance  of 
hearing  aids,  but  is  not  sufficiently  great  for  them  to  be  included  under  the 
above. 

Deaf-Blind — Those  who  are  blind  or  partially  sighted  and  who  may  also  be 
classified  in  the  above  categories. 

A.  DEAF  PATIENTS  IN  MENTAL  HOSPITALS 
I.  The  number  of  deaf  patients 

7.  These  patients  are  suffering  from  some  form  of  mental  disorder  or  illness. 
Table  I — Number  of  patients 


Regional  Hospital  Board 

No.  of  patients 

Deaf 

Total 

Sheffield  

60 

2,248 

Manchester  

479 

11,259 

Newcastle  

407 

7,688 

Leeds  

432 

10,850 

Liverpool  

335 

7,655 

1,713 

39,700 

Male 

606 

Female  

1,107 

1,713 

Table  II — Degree  of  deafness 


Number  of  patients 


Male 

Female 

Total 

Per  cent. 

Per  cent. 

Per  cent. 

Deaf  and  dumb 

101 

16-6 

118 

10-7 

219 

12-8 

114 

18-8 

281 

25-4 

395 

23-1 

Hard  of  hearing 

391 

64-6 

708 

63-9 

1,099 

64-1 

Total 

606 

100 

1,107 

100 

1,713 

100 

Table  III — Deaf-blind  patients 


Males 

Females 

Total 

Deaf  and  dumb 

13 

11 

24 

Deafened 

4 

24 

28 

Hard  of  hearing 

9 

42 

51 

26 

77 

103 
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8 It  will  be  observed  from  these  tables  that  4-3  per  cent,  of  beds  m mental 
hospitals  are  occupied  by  patients  with  some  degree  of  deafness.  The  important 
aroms,  however,  of  the  1,713  deaf  patients  are  the  deaf  and  dumb,  and  the 
that  is  to  say  those  who  are  totally  or  severely  deaf,  from  whatever  cause.  These 
two  groups  together  total  614  or  154  per  cent,  of  all  the  beds  available,  and  of 
this  lumber,  tihe  219  deaf  and  dumb  represent  -55  per  cent.,  or  5-5  per  thousand. 
This  figure  of  5-5  per  thousand  as  the  proportion  of  patients  in  mental  hospitals 
who  are  deaf  and  dumb,  is  of  great  significance  and  will  be  referred  to  later. 


Table  IV — Duration  of  stay  in  hospital 
9.  This  Table  shows  in  years  the  duration  of  stay  in  hospital:  — 


0- 

years 

2- 

years 

3- 

years 

5- 

years 

10- 

years 

15- 

years 

20- 

years 

25- 

years 

30- 

years 

Total 

Deaf  and  dumb: 

Males  

Females  

Deafened : 

Males  

Females  

Hard  of  hearing: 

Males  

Females  

8 

7 

20 

48 

68 

119 

3 

3 

5 

22 

17 

39 

10 

7 

7 

23 

30 

62 

12 

12 

19 

45 

64 

108 

11 

17 

19 

37 

49 

73 

11 

19 

10 

29 

49 

89 

14 

18 

10 

24 

34 

65 

12 

8 

6 

18 

27 

54 

20 

27 

18 

35 

54 

99 

101 

118 

114 

281 

392 

708 

Table  V — Median  duration  of  stay 

10  The  median  duration  in  hospital  is  shown  together  with  that  of  all  parents, 
the  latter  figmes  being  the  latest  available.  The  details  apply  to  patients  resident 
more  than  one  year. 


Median  duration  of  stay 

in  hospital  in  years 

Deaf  and  dumb 

Males 

Females 

19-0 

19-2 

Deafened 

Males 

Females 

12-8 

120 

Hard  of  hearing 

Males 

Females 

13- 8 

14- 5 

All  patients  

Males 

Females 

12-3 

11-7 

1 1 The  verv  marked  difference  in  the  time  spent  in  hospital  between  the  deaf  and 

" syz  " 1 or 

XI.  The  relative  number  of  deaf  and  dumb  in  mental  hospitals  and  in  the 

- . y that  those  oationts  who  are  deaf  and  dumb  constitute  the 

weSLouU  to  bearing  pTsonsh  the 

community  and  in  mental  hospitals. 

n whnt  i«  the  freauenev  of  the  deaf  and  dumb  in  the  population?  There  have 
bein' Zy  estimate  in  the'  past,  showing  a good  deal  of  variation  due,  largely,  to 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


398 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


differences  in  definition  of  degrees  of  deafness.  If  we  confined  our  attention  to 
those  generally  known  as  the  deaf  and  dumb,  that  is,  the  born-deaf  and  those 
who  have  become  deaf  very  early  in  life,  we  can  use  some  valuable  information 
which  has  become  available  recently.  It  has  been  found  after  careful  enquiry  that 
among  children  of  school  age  the  incidence  of  deaf  and  dumb  children  is  0-5  per 
thousand.  This  eleven  year  span  covering  some  five  million  children  may  be  taken 
as  a very  fair  representation  of  the  total  population  and  it  seems  reasonable  to 
assume  that  0-5  per  thousand  is  an  accurate  estimate  of  the  incidence  of  the  deaf 
and  dumb  in  the  community. 

14.  We  ihave  already  seen  that  in  the  North  Region,  5-5  per  thousand  mental 
hospital  beds  are  occupied  by  deaf  and  dumb  patients,  yet  in  the  total  population 
they  represent  only  fll0-5  per  thousand.  In  other  words  the  incidence  of  deaf  and 
dumb  persons  in  the  mental  hospital  population  is  eleven  times  higher  than  in  the 
total  population. 


15.  These  figures  agree  very  closely  with  those  recently  obtained  .by  the  Ministry 
of  Health  for  the  whole  country,  and  the  two  sets  of  figures  are  shown  as  follows 


Total  number 
of  beds,  mental 
hospitals 

Number  of 
deaf  and  dumb 
patients 

Incidence 
per  1,000 

North  of  England  (North  Regional 

Association  for  the  Deaf) 

39,700 

219 

5*5 

Whole  country  (Ministry  of  Health) 

151,375 

775 

5-2 

III.  A fourfold  problem 

16.  It  is  clear  from  the  figures  which  have  been  given,  that  a person  who  is  deaf 
and  dumb  is  many  times  more  likely  to  find  himself  in  a mental  hospital  than  a 
hearing  person.  We  have  seen,  too,  .that  their  length  of  stay  dn  hospital  is,  on  the 
average,  well  over  half  as  long  again  as  that  of  hearing  patients.  This  situation 
cannot  be  accepted  as  inevitable  and  certain  factors  have  come  to  light,  which 
demand  examination. 

7 (/).  The  problem  of  admission  and  certification 

17.  The  certification  of  a person  as  insane  is  a step  which  is  regarded  by  all  as 
one  of  the  utmost  gravity.  The  responsibility  for  the  final  decision  rests  upon 
the  examining  medical  officer,  who  must  always  exercise  the  skill  acquired  from 
his  experience  in  reaching  his  conclusions.  There  are  very  often  difficulties  to  be 
faced  before  making  these  decisions,  even  among  hearing  persons,  but  these  are 
greatly  intensified  when  the  patient  is  deaf. 

18.  The  causes  of  mental  and  nervous  illness  are  many  and  they  are  still  far 
from  being  fully  understood.  One  iof  the  reasons  for  this  is  that  the  early  stages 
of  mental  illness  may  often  pass  undetected  and  .the  associate  causes  remain  obscure. 
It  may  well  be  that  some  people  are  more  prone  than  others  to  develop  this  kind 
of  illness  under  any  circumstances  but  there  are  also  precipitating  causes  which 
may  appear  to  be  insignificant  in  Ithemselves,  yet  ibe  sufficient  ,to  .turn  the  scale. 
Disturbing  events  m a person’s  life,  an  unsympathetic  environment  and  difficult 
relationships  with  others  are  some  of  the  causes  which  may  bring  about  the  onset 
of  mental  illness. 

19.  It  is  easy  to  see  that  those  who-  are  completely  or  severely  deaf  are  placed 
at  a very  serious  disadvantage,  for  their  inability  .to  hear  at  once  raises  a barrier 
between  .them  and  'their  relatives  and  friends.  People  with  a severe  degree  of 
dearness  are  more  prone  to  nervous  illness  than  those  with  normal  hearing,  for  they 
are  .apt  .to  be  suspicious  of  what  they  cannot  hear.  They  are  sometimes  inclined, 
as  a result,  to  retire  into  their  shell  ” and  this  makes  them  less  companionable 
to  .Others  and,  in  fact,  very  often,  something  of  a nuisance.  .Relatives  may  not 
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understand  the  significants  of  the  deafness  as  a causal  factor  in  the  change  in 
personality  and  are,  therefore,  unable  to  help  the  situation.  They  see  adtnissr 
to  a mental  hospital  as  a convenient  or,  perhaps,  the  .only  answer,  and  it  » 
surprising  that  the  history  given  to  the  psychiatrist  is  sometimes  prejudiced.  IBM 
this  is  so,  is  shown  by  the  reluctance  sometimes  seen  of  -relatives  to  -receive  patients 
home  again  when  they  are  recommended  for  discharge.  It  is  not  too-  much  to  say 
that  deaf  patients  have,  -on  -occasion,  been  admitted  -to  hospital  -and  certified  -as 
insane  owing  to  the  f-adt  that  the  psychiatrist  has  not  been  presented  with  a full  ana 
accurate  history. 


?0  For  these  reasons,  it  is  regarded  as  imperative  that  an  -interpreter  of  experience, 
and  preferably  one  who  knows  the  patient,  should  be  -present  when  the  patient  is 
first  interviewed.  T-hi-s  is  being  done  to  some  extent  at  the  -present  time  and 
psychiatrists  who  have  had  -experience  -of  this  -practice  regard  it  is  of  great  value 
in  helping  them  to  make  an  accurate  assessment  of  the  situation. 


21.  It  is  possible  that  the  main  -reason  for  the  -unexpectedly  high  incidence  of 
deaf  and  dumb  persons  in  mental  hospitals  is  that  admission  -and,  unfortunately, 
certification,  has  appeared  to  be  the  only  way  to  relieve  a difficult  situation,  it 
mav  toe  that  all  concerned  have  acted  in  the  best  'interests  of  the  patient,  most  01 
all  the  psychiatrist  whose  difficulties,  however,  are  often  'rendered  much  more 
formidable  owing  to  the  absence  of  an  experienced  interpreter. 


22  All  examinations  -of  deaf  and  dumb  persons  with,  the  possibility  of  certifica- 
tion in  view  should  be  carried  out  in  the  presence  of  an  experienced  interpreter. 
This  is  of  paramount  importance. 


7 (if).  The  problem  of  treatment 

03  xher-e  are  many  indications  that  for  so-me  deaf  and  dumb  -patients  in  mental 
hospitals,  the  presence  of  an  experienced  interpreter  at  interviews,  during  treat- 
ment -between  the  -patient  and  doctor,  can  be  of  -real  help  to  the  patient  s progress. 
Psychiatrists  -will  differ  -in  -their  views  as  to  what  -extent  such  -assistance  can  -be 
effective  during  the  course  of  -treatment  (indeed,  the  -relative  importance  of  the 
psychiatric  -interview  as  an  integral  part  of  -treatment  will  vary  between  one  hospital 
and  another),  but  there  is  -no  doubt  that  where  it  'has  been  tried  the  results  are 
very  -promising.  It  has  not  been  -possible  to  carry  out  experimental  work  of  this 
kind  on  anything  -but  a modest  scale ; there-  is,  however,  already  some  evidence 
that  these  facilities  -may  -materially  contribute  to  the  earlier  discharge  of  deaf 
patients  from  mental  hospitals. 

24.  The  following  cases  -are  mentioned  as  examples  of  what  can  be  done  in 
appropriate  circumstances. 

rw  1 ■ This  -was  a y-ou-ng  deaf  and  dumb  man  who  became  violent  and,  in  fact, 
suicidal.  He  had  a -great  -fear  that  -he  was  going  to  be  left  -alone  in  the  world 
and  this  led  him  to  'become  -more  and  -more  secluded.  He  refused  to  eat  and 
eventually,  was  admitted  into  -a  mental  -hospital.  The  welfare  officer  for  the  deaf 
was  present  at  the  initial  interview  and  very  frequently  throughout  the  course  of 
treatment  entailing  visits  to  the  hospital  as  -often  as  two  -or  .three  times  -a  week. 
This  patient  remained  in  hospital  for  three  months  and  during  this  -Pe™d,  the 
we  fare  officer  from  -the  society  was  preparing  for  his  rehabilitation  and  discharge 
hath  With  the  -relatives  in  his  home  and  -with  his  em-p  oyer  He  was  discharged 
at  the  end  of  three  .months,  returning  to  his  former  work,  -and  has  continued  quite 
satislctorily  ever  since.  This  was  -two  years  ago  ; he  has  now  m-am-ed. 

The  psychiatrist  was  emphatic  that  the  assistance  of  the  welfare  officer  made  a 
substantial  contribution  to  his  -early  discharge  and _ there 

without  the  knowledge  of  the  home  background  supplied  by  the  welfare  officer, 
the  outlook  might  quite  easily  have  been  very  different. 

Case  2 ■ This  was  an  elderly  deaf  and  dumb  man,  who  had  suffered  from  depres- 
sion for"  some  ylars  He  became  violent  and  was  -admitted  to  a mental  hospital 
e^tudly  tog  placed  » a ward  -for  chronic  patients.  Both  the  nursing  and 
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medical  staff  regarded  him  as  a chronic  case  and  expected  him  to  remain  there 
for  the  rest  of  his  life.  The  psychiatrist  in  charge  requested  the  help  of  the  Asso- 
ciation and  as  a result,  an  experienced  interpreter  went  to  the  hospital  and  was 
able  to  co-operate  with  the  doctor  during  the  whole  period  of  treatment.  This 
patient  was  discharged  after  only  five  months  in  hospital  and  after  a year  is  still 
at  home  leading  a comparatively  normal  life. 


Case  3 • This  was  another  young  man,  deaf  and  dumb,  who  became  difficult 
and  unmanageable,  with  occasional  violent  outbursts  of  temper.  He  was  admitted 
into  a mental  hospital  as  a voluntary  patient  and  the  welfare  officer  for  the  deaf 
was  called  to  be  present  at  the  initial  interview  and  throughout  treatment.  Alter 
a few  months,  he  is  now  back  at  home  and  doing  his  former  work.  Such  an 
outcome  has  only  been  possible  through  the  co-operation  of  the  interpreter  and 
the  psychiatrist  in  the  hospital,  and  also  through  efforts  which  have  been  made 
in  the  patient’s  home  to  clear  up  difficulties,  which  had  much  to  do  with  his 
original  condition. 


T5  There  are  at  the  present  time,  a very  limited  number  of  welfare  officers 
adequately  qualified  to  deal  with  the  deaf,  and  these,  almost  without  exception  are 
scattered  over  the  country  with  the  various  voluntary  societies  for  the  deal.  It 
has  only  been  possible  to  arrange  for  concentrated  work  of  this  kind  in  a few 
cases  but  the  examples  given  indicate  quite  clearly  that  such  co-operation,  working 
for  the  patient’s  good  from  two  entirely  different  angles,  can  be  of  incalculable 
benefit  to  the  patient  and  to  his  future.  In  the  cases  quoted  and  in  the  few  others 
that  have  been  dealt  with,  tihe  psychiatrists  have  been  similarly  convinced  of  the 
very  great  help  which  can  ibe  afforded  by  experienced  interpreters. 


7 (iii).  The  problem  of  rehabilitation 

06  In  some  mental  hospitals,  the  experiment  has  been  tried  of  gathering  together 
a group  of  selected  deaf  patients  once  or  twice  a week  under  the  supervision  of 
a welfare  officer  for  the  deaf.  In  this  way,  they  have  been  provided  with  oppor- 
tunities for  conversing  with  one  another  under  the  guidance  of  one  who  is  familiar 
with  the  various  methods  of  communication  used  by  deaf  people.  There  is  not 
the  slightest  doubt  that  these  classes  or  group  meetings  have  been  of  great  value 
to  the  patients  and  much  appreciated  by  them.  They  look  forward  to  these  regular 
visits  and  for  many  of  'them,  .life  takes  on  a new  interest  as  they  come  more  and 
more  into  contact  with  other  individuals.  They  arc  often  able  to  discuss  fresh 
topics  of  mutual  interest  instead  of  pursuing  their  own  silent  way,  as  they  have 
done  for  so  long.  We  must  here  rely  on  the  services  of  someone  who  has  had 
experience  with  the  deaf  and  the  limiting  factor  is  likely  to  be  the  availability 
of  trained  personnel.  All  that  is  required  in  the  way  of  accommodation  is  a 
medium  sized  room  for,  perhaps,  two  sessions  a week,  a requirement  which  .has 
readily  been  provided  by  Medical  Superintendents  oif  hospitals  when  requests  have 
been  made. 

27  There  is  little  doubt  that  there  are  in  mental  hospitals  deaf  patients,  parties 
larly  those  who  have  been  in  for  a long  period,  who  are  thought  to  be  quite 
inaccessible.  When  this  group  idea  was  first  put  into  practice  at  one  of  the 
hospitals,  a number  of  deaf  patients,  about  twenty  An  all,  were  brought  together 
so  that  the  welfare  officer  for  the  deaf  could  see  them  and  find  out  whether  or 
not  he  could  discover  some  way  of  making  contact  -with  them.  He  was  told  that 
no  kind  of  personal  contact  had  been  possible  with  any  of  them  and  yet,  during 
the  course  of  an  afternoon,  this  welfare  officer  succeeded  in  communicating  with 
every  one  of  the  twenty,  by  one  means  or  another.  Half-a-dozen  or  so  were 
chosen  out  of  these  .patients,  group  meetings  were  arranged  twice  weekly  and  their 
general  attitude  to  life  soon  became  much  brighter.  [In  another  hospital,  a similar 
class  was  thought  to  be  largely  responsible  for  the  progress  made  by  a patient  who, 
after  a year,  was  able  to  take  up  employment  outside. 

28.  The  deaf  patient,  who  has  been  in  a mental  hospital  for  some  years,  is, 
perhaps,  not  very  likely  to  become  a fit  patient  for  discharge,  but  he  can  get  great. 
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help  through  meeting  other  patients  who  are  deaf  like  himself  and,  perhaps,  by  re- 
learning methods  of  communication  lost  to  him  through  lack  of  use.  There  is 
clearly  much  scope  for  extending  this  side  of  the  work.  The  need  must  be  present 
in  all  large  mental  hospitals  and  it  is  a matter  for  careful  thought  as  to  how  this 
provision  can  best  be  made. 


7 (7v).  The  problem  of  discharge 

29.  Although  there  are  many  deaf  patients  in  mental  hospitals  who  will  never 
be  fit  for  discharge,  our  aim  must  surely  be  to  bring  as  many  of  those  patients  as 
possible  back  into  the  community  by  assisting  in  their  medical  treatment  and  by 
helping  them  to  a new  social  life  while  still  in  hospital.  Of  course,  the  question 
of  discharge  is  often  beset  with  problems  quite  apart  from  the  actual  fitness  of  the 
patient,  but  with  determination  on  the  part  of  all  concerned,  great  things  can  be 
achieved. 

30.  The  following  examples  show  in  various  ways  how  much  can  be  done  through 
the  persistent  efforts  of  the  welfare  officers  or  superintendents  of  the  societies  for 
the  deaf  working  in  close  co-operation  with  the  medical  staff  at  the  hospitals: — 

Case  4:  This  is  a deaf-blind  male  patient  aged  65,  who  after  leaving  a deaf 
school,  was  in  employment  for  some  time.  At  the  age  of  48,  however,  he  was 
admitted  to  an  institution  largely  on  the  instigation  of  his  relatives,  owing  to  the 
difficulty  of  handling  him.  Two  years  liater  he  was  transferred  to  a mental  hospital 
where  he  was  regularly  visited  by  the  superintendent  of  the  local  society  for  the 
deaf.  This  patient,  almost  completely  blind,  rapidly  began  to  lose  his  capacity 
for  finger  spelling  and  was  very  unhappy.  The  superintendent  of  the  welfare 
society  visited  'him  frequently  and  engaged  him  in  conversation  as  much  as  possible. 
Ho  gradually  became  brighter  and  as  a result  of  efforts  made  for  his  discharge,  he 
was  in  due  course  admitted  to  a hostel  for  the  deaf  in  which  he  has  settled  down 
quite  happily.  His  language  has  improved  considerably  and  he  takes  part  in  the 
various  activities  of  the  local  institute  for  the  deaf.  This  man,  .therefore,  while  in 
hospital  and  until  he  made  a close  friend  of  the  superintendent  of  the  welfare 
society,  deteriorated  very  rapidly  and  was  very  unhappy.  Once  he  was  discharged, 
there  was  a rapid  improvement  in  both  his  mental  and  physical  condition. 

Case  5 : This  is  a deaf  and  dumb  male  aged  31.  After  leaving  school,  he  was 
soon  in  trouble  for  theft.  In  the  early  stages  there  was  some  disagreement  as  to  his 
mentality,  but  he  was  eventually  admitted  into  a mental  deficiency  institution  and 
later  transferred  to  a mental  hospital,  though  the  examining  medical  officer  _ was 
of  the  opinion  that  he  might  well  at  that  time  have  been  admitted  to  a training 
school  for  the  deaf,  had  such  been  available.  After  six  months  as  a voluntary 
patient,  he  was  discharged  and  worked  for  a time  with  his  father.  Owing  to  the 
display  of  aggressive  tendencies,  he  was  at  the  age  of  22  re-admitted  into  a mental 
hospital,  when  the  superintendent  of  the  welfare  society  began  to  visit  hum  frequently. 
He  engaged  the  patient  in  long  conversations  and  found  him  very  much  on  the 
defensive.  He  persisted  in  his  efforts,  however,  and  the  patient  was  later  allowed 
to  have  week-end  leave.  On  these  occasions  he  visited  the  local  institute  for  the 
deaf  After  a long  struggle,  the  superintendent  of  the  welfare  society  was  able  to 
secure  the  co-operation  of  the  parents  and  the  patient  was  ultimately  discharged. 
There  was  considerable  difficulty  in  finding  him  suitable  employment,  but  he  finally 
settled  down  in  a responsible  post  in  a dairy,  where  he  is  now  doing  very  well. 


IV.  Deaf  patients  in  mental  hospitals  other  than  the  deaf  and  dumb 

31  All  that  has  been  said  so  far  relates  particularly  to  the  deaf  and  dumb 
because  their  problems  are  by  far  'the  most  urgent  Much  of  it  applies  however, 
to  ithe  other  groups  of  the  deaf,  that  lis  the  deafened  and  the  hard  of  hearing. 
Different  methods  of  communication  have  to  be  used  and  such  questions  as  the  place 
of  lip-reading  and  the  value  of  hearing  aids,  fully  explored  Numerically,  these 
groups  are  considerably  larger  than  the  deaf  and  dumb,  and  their  problems  must 
also  be  faced  without  delay. 
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B.  DEAF  MENTAL  DEFECTIVES  IN  MENTAL  DEFICIENCY  HOSPITALS 
I.  The  number  of  deaf  mental  defectives 

32.  Table  VI. — Number  of  patients  


Regional  Hospital  Board 

No.  of  patients 

Deaf 

Total 

31 

1,068 

Manchester  

112* 

6,035 

55 

2,222 

173 

3,404 

Liverpool  

15* 

605 

386 

13,334 

* Incomplete  figures. 

Table  VII. — Degree  of  deafness 


Degree  of  deafness 

Number  of  patients 

Male 

Female 

Total 

Per  cent. 

Per  cent. 

Per  cent. 

54 

29-2 

44 

22-2 

98 

25-2 

18 

9-7 

41 

20- 1 

59 

15-2 

Hard  of  hearing 

113 

61 -1 

116 

57-7 

229 

59-6 

185 

100 

201 

100 

386 

100 

Table  VIII. — Deaf-blind  patients 


Males 

Females 

Total 

Deaf  and  dumb 

1 

6 

7 

Deafened 

2 

3 

5 

Hard  of  hearing 

9 

5 

14 

12 

14 

26 

II.  The  problems  of  deaf  mental  defectives  in  hospital 

33.  The  needs  of  the  deaf  patients  who  are  mentally  defective  are  rather  different 
from  those  of  patients  suffering  from  mental  illness.  iMedioal  treatment  for  the 
mental  condition  does  not,  of  course,  play  the  same  important  part,  hut  there  are 
other  ways  of  providing  help. 

34.  Table  VII  shows  that  there  are  known  to  'be  157  defectives  in  institutions 
in  the  area,  who  are  totally  or  severely  deaf.  [Many  of  them  are  not  certified  as 
defective  until  adolescence  or  later,  and  here  again,  (lit  is  .most  essential  for  an 
experienced  welfare  officer  for  the  deaf  to  be  present  if  the  examining  medical 
officer  is  to  be  in  possession  of  all  relevant  facts. 

35.  Experience  has  shown  that  meeting  together  as  a group  can  help  many  of  these 
patients,  though  there  are  obvious  difficulties.  They  sometimes  open  out  remarkably 
and  in  time  they  may  be  able  to  share  a liittle  more  in  community  life.  In  one  case, 
where  such  meetings  had  been  held  over  a period,  a mental  defective  was  able  to 
take  up  domestic  service  and  has  now  settled  down  very  satisfactorily. 
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36.  We  do  not  yet  know  how  much  can  be  done  for  these  people  and  there  is 
dearly  scope  for  much  experiment. 


C.  RESPONSIBILITIES  OF  OTHER  BODIES 

37.  While  the  hospital  authority  is  responsible  for  the  patient’s  treatment,  other 
bodies  are  concerned  in  his  welfare  while  in  hospital,  before  his  admission  and  after 
his  discharge,  and  it  is  quite  clear  that  the  best  results  will  be  attained  where  there 
is  the  fullest  co-operation.  Medical  Superintendents  of  mental  hospitals  have  given 
the  greatest  help.  This  is  gratefully  acknowledged  and  it  is  because  the  Institute 
feels  that  the  problem  has  only  to  be  stated  to  receive  sympathetic  consideration, 
that  this  memorandum  is  presented. 

38.  The  local  welfare  authorities  and  the  deaf  societies  all  over  the  country  are 
directly  concerned  with  the  questions  we  have  been  discussing  and  it  is  not  imagined 
for  one  moment  that  a new  approach  to  the  problems  of  the  deaf  on  the  part  of  the 
hospital  authorities  is  all  that  is  required.  New  moves  must  be  made  by  all  on 
behalf  of  the  deaf,  working  in  closest  co-operation,  and  in  ‘this  wiay  alone  shall  we 
give  new  life  to  these  handicapped  people.  It  is  important,  also,  to  bear  in  mind  the 
question  of  prevention  of  mental  illness,  a field  in  which  the  local  authorities  might 
well  play  a leading  part. 


D.  SUMMARY 

39.  There  is  no  inherent  reason  why  those  who  are  deaf  should  be  more  prone 
to  mental  illness,  though  deafness  may  well  be  a precipitating  factor  in  ilts  onset. 
The  latest  available  figures,  however,  show  that  the  incidence  oif  deaf  and  dumb 
persons  in  mental  hospitals  is  many  times  higher  than  in  the  total  population. 
There  are  probably  many  reasons  for  this. 

40.  The  questions  involved  are  not  the  responsibility  of  one  authority  or  one 
body,  but  of  many,  and  the  deaf  can  only  be  helped  to  the  fullest  extent  if  all 
work  together  in  closest  co-operation. 

41.  The  mental  hospitals  and  mental  deficiency  hospitals  have  an  important  part 
to  play  and  the  f ollowing  practical  steps  are  suggested : — 

(a)  In  view  of  the  great  significance  of  the  initial  interview,  it  is  regarded  as 
of  the  utmost  importance  that  an  experienced  officer  for  the  deaf  should 
be  present.  Medical  Superintendents  can  always  be  provided  with  the 
services  of  .an  interpreter  at  very  short  notice,  but  it  would,  of  course,  be 
necessary  for  them  to  notify  the  appropriate  authority  of  their  desire  to 
help  as  soon  as  the  patient  has  been  admitted,  or  before,  if  possible.  Full 
information  about  welfare  officers  for  the  deaf  would,  of  course,  be 
supplied  'to  hospitals,  if  this  has  not  already  been  done.  We  would  re- 
commend as  a statutory  provision  the  presence  of  a qualified  and 
experienced  interpreter  at  the  time  of  any  interview  which  may  result  in 
certification. 

< b ) Psychiatrists  responsible  for  the  treatment  of  deaf  patients  might  consider 
ithe  advisability  of  seeking  the  co-operation  of  the  welfare  officer  for  the 
deaf  during  the  whole  course  of  treatment.  The  experimental  work  which 
has  been  done,  though  limited  in  scope,  shows  that  there  is  here  a great 
and  promising  field  of  work. 

(c)  Where  a welfare  officer  is  available  to  hold  regular  group  meetings  of  deaf 
patients,  facilities  should  be  provided  for  this  purpose. 

{d)  The  possibility  should  be  considered  of  training  some  member  of  the  staff 
in  methods  of  communication  with  the  deaf.  This  would  be  of  tremendous 
advantage  to  deaf  patients. 

(e)  The  extent  to  which  hearing  aids  and  tuition  in  lip-readiing  can  help  these 
patients  is  not  yet  known.  This  should  be  investigated. 
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Examination 

2119.  {Chairman):  Good  afternoon.  I 
should  he  grateful  if  you  would  introduce 

yourselves. {Air.  Evans):  Yes,  my  Lord. 

I ami  lEdiwand!  lElvans,  Chairman  of  the 
National  Institute  for  'the  Deaf ; on  my 
right  is  Or.  (Eldiridge,  a member  of  our 
Committee  and  Chief  Assistant  County 
Medical  Officer  for  Lancashire ; next 
to  him  is  Mr.  Schofield,  Superintendent 
of  the  Manchester  Mission  for  the 
Deaf,  on  my  left  is  Mr.  Liliburn, 
Seoretary  of  the  National  institute ; 
next  to  him  is  Mr.  Robinson,  Superin- 
tendent of  the  Liverpool  Institute  for  the 
Deaf,  and  on  the  extreme  left  Mr.  White- 
way, iwho  is  the  Headmaster  of  the  Barnes 
School  for  Deaf  Children  under  the  London 
County  Council.  Each  has  his  own  par- 
ticular' interests  in  this1  problem'.  I have 
another  interest  myself  as  I am  Chairman 
of  the  Ministry  of  'Health’s  Advisory  Coun- 
cil for  the  Welfare  of  Handicapped 
Persons  ; I am  not,  however,  appearing  in 
that  capacity  ; I ami  appearing  as  Chair- 
man of  the  National  -Institute  for  the  Deaf. 

2120.  Would  you  like  to  make  any 
general  remarks  before  we  go  through 

your  memorandum? 1 should  like  to  say 

first  of  all  that  we  welcome  the  oppor- 
tunity of  putting  thi9  memorandum  before 
you  and  appearing  before  you  to  elucidate 
any  points  that  may  not  -be  as  clear  as 
we  should  have  liked.  The  problem  of 
the  relationship  of  deafness  to  mental 
health  is  one  that  has  concerned  us  for  a 
very  long  (time;  the  particular  disabilities 
of  the  deaf  are  such  that,  for  those  who 
have  not  had  a very  long  experience  with 
them  or  been  trained  as  professional 
workers  among  the  deaf,  it  is  extremely 
difficult  to  ascertain  their  true  mental  state. 
The  particular  type  of  deaf  persons  with 
whom  we  are  most  concerned  are  what  are 
known  as1  the  congenitally  deaf  or  deaf 
and  dumb.  We  have  had  experience  of 
deaf  persons  whom  we  consider  have  been 
improperly  certified,  there  was  a case 
only  last  year  which  caused  us  a great 
deal  of  anxiety.  When,  we  heard  that  the 
Royal  Commission  was  -being  established 
to  examine  questions  of  mental  health,  we 
immediately  set  to  work  to  prepare  some- 
thing for  your  consideration. 

I should  like  to  say  first  of  all  that  we 
have,  for  the  purposes  of  classification, 
divided  the  deaf — the  ordinary  deaf  per- 
sons— into  four  categories.  The  first  is  the 
deaf,  the  real  congenitally  deaf,  and  I 
should  like  to  correct,  or  at  least  expand 
a little,  the  definition  we  have  given  in 
paragraph  6 of  our  memorandum.  It  should 
read1 — “ those  who  are  born  totally  or 
severely  deaf  or  become  totally  or  severely 
deaf  before  the  comprehension  of  speech 
sounds  We  put  “ comprehension  of 
sound,”  but  obviously  that  does  not  meet 


of  Witnesses 

the  case,  because  even  a deaf  person  would 
hear  a clap  of  thunder  or  the  impact  of  a 
big  collision,  by  vibration  or  some  other 
means.  What  we  mean,  of  course,  is  the 
appreciation  of  speech.  By  deafened,  we 
mean  those  who  'have  become  totally  deaf 
either  by  injury  or  disease  after  having 
acquired  speech,  that  is  the  important  point. 
There  are  very  major  psychological  dif- 
ferences between  a person  who  has  acquired 
.speech  and  a person  Who  has  never 
acquired  speech  and  the  ability  to  use  lan- 
guage. T-he  main  consequential  disability 
of  congenital  deafness  is  the-  lack  of  lan- 
guage. Speech,  of  course,  is  an  abstraction  ; 
-we  lay  great  stress  on  language,  whioh  may 
be  either  written  or  oral  language,  and  oven 
the  language  of  the  manual  alphabet  is  a 
form  of  established  language  in  Which  we 
use  the  ordinary  English  language.  The 
congenitally  deaf  person  'without  long  and 
arduous  training  not  only  ha9  no  use  for 
language,  -h-e  may  not  even  know  that  it 
exists ; that  is  a fundamental  point,  -this 
difficulty  of  finding  out  what  is  the  real 
response  of  a deaf  person  when  'He  is 
questioned  either  by  a psychiatrist  o-r  cer- 
tifying officer  or  doctor,  or  whoever  it  is. 
Then  we  have  the  deafened — a different 
category  because  they  have  language  and 
speech.  Then  there  are  the  hard  of  hear- 
ing ; they  cover  a wide  range,  but  we  are 
not,  today,  so  particularly  concerned  with 
them  ; they  merge  more  into-  the  ordinary 
population.  And  finally  there  is  the  very 
highly  specialised  case  of  those  who  are 
deaf  and  blind. 

In  -preparing  our  memorandum  for  you, 
we  have  been  indebted  to  Dr.  Eldrid-ge 
who  has  mad-e  a very  me-tioulous  examin-a- 
ition  of  oases  in  -the  North  of  England ; the 
North-  Regional  Association  for  the  Deaf 
is  one  of  our  constituent  bodies.  You  might 
very  well  ask  why  have  we  not  done  it 
in  -the  -rest  of  the  country.  The  reason  is 
purely  physical,  we  have  not  the  resources, 
we  have  not  -the  staff.  The  West  and 
Southern  and  Welsh  -Regions  are  growing 
bodies  and  they  have  not  -been  able  to  do 
this,  but  the  North  is  a real  live  active 
region — not  wealthy,  no  deaf  organisa- 
tion is  wealthy — -but  it  did  have  the 
resources  to  carry  out  this-  investigation. 

The  maim  consideration  -that  we  wiainit 
to  put  -before  you  is  that  we  want  it  estab- 
lished that  when  a deaf  person  is  being 
ex-aimiitmed  there  shailil  be  a qualified  worker 
for  the  deaf  present.  We  should  also  like 
to  see  a very  extended  form  of  rehabilita- 
tion in  -the  mental  institutions  and  hos- 
pitals. I think  my  colleagues  would  be 
better  able  to  follow  that  up  than  I am. 

2121.  As  you  know,  this  Commission  is 
primarily  commissioned  to  consider  the 
procedure  by  which  people  are  certified 
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or  admitted  to  hospital,  and  not  so  much 
the  treatment  that  they  get  inside  the  hos- 
pital. I think  1 can  best  perhaps  cover 
your  main  recommendations  by  asking  how 
far  your  ooncern  for  the  special  case  of 
the  deaf  has  suggested  to  you  the  need  for 
a change  .in  the  general  method  of  certifica- 
tion or  diagnosis,  of  the  mentally  ill  or 

the  mentally  deficient? (Dr.  Eldridge): 

I do  not  think  really  that  we  had  attempted 
to  consider  the  general  case.  The  problem 
of  the  totally  deaf  person  is  one  that  has 
forced  itself  upon  our  consideration,  and 
I think  that  we  have  considered  the  ques- 
tion purely  from  that  point  of  view,  as  a 
very  special  problem.  We  recognise  that 
it  is  only  one  small  part  of  the  whole 
problem,  but  we  do  feel  that  although  the 
total  numbers  may  be  small,  very  small  in 
comparison  with  the  total,  we  do  feel  it  is 
a special  problem  and  I do  not  think  really 
we  have  related  it  in  any  general  way  to 
the  problems  of  mental  illness  as  a whole. 

2122.  One  of  your  recommendations  is 
that  there  shall  always  be  a specialist  in 
the  treatment  of  the  deaf  present  at  any 
interview  which  may  result  in  the  certifica- 
tion of  a deaf  person.  The  law  being  what 
it  is  and  the  normal  procedure  being  what 
it  is,  it  is  rather  difficult  to  see  how  that 
could!  always  ibe  arranged.  Ais  it  is  so 
usual  for  admission  to  mental  hospitals 
to  fake  place  under  a summary  procedure 
would  it  not  be  almost  impossible  to 
arrange  for  specialist  advice  in  every  case 
of  a multiply  disabled  person — the  deaf 
mental  patient  or  the  deaf  apparently 

mental  patient? We  recognise  that  there 

are  at  least  two  occasions  when  a specialist 
interpreter  is  particular  desirable.  In  many 
cases  deaf  patients,  like  other  patients,  are 
admitted  to  mental  hospitals  on  the  recom- 
mendation of  a general  practitioner  out- 
side. As  a rule  he  is  the  first  medical 
officer  to  make  a recommendation,  which 
is  based,  to  some  extent,  on  information 
from  other  people,  and  it  is  largely  on 
his  recommendation  that  a patient  finds 
himself  in  a mental  hospital.  We  think 
that  a great  deal  could  be  done  first  of 
all  on  that  side.  There  are  experienced 
interpreters  of  the  deaf  all  over  the  coun- 
try ; there  are  not  nearly  enough  of  them, 
that  is  a tremendous  problem,  but  they 
do  exist  and  they  could  be  got  hold  of 
by  a general  practitioner  at  that  stage.  The 
other  stage  is  when  the  patient  has  been 
admitted  into  hospital  and  the  psychiatrist 
who  is  to  be  responsible  for  his  treatment 
has  to  examine  the  patient  very  thoroughly, 
take  a very  detailed  history,  and  at  that 
stage  we  feel  it  is  of  the  utmost  importance 
that  he  should  have  not  only  the  relatives 
present  'but  an  interpreter. — (Mr.  Evans): 

I think  you  would  find  that  the  deaf  wel- 
fare service  in  the  country  would  be  quite 
able  to  supply  all  the  needs.  There  are 
missioners  experienced  in  every  aspect  of 


the  life  of  the  deaf,  who  are  able  to  get 
into  the  deaf  man’s  mind  and  interpret  his 
thoughts  quite  easily  and  quite  readily, 
and  they  are  available.  I mentioned  a 
moment  ago  a very  acute  case,  a rather 
poignant  case  we  had  of  a young  fellow 
who,  at  the  instance  of  his  mother,  had 
been  certified  and  he  was  sent  to  Hampton 
of  all  places — which  gave  us  a tremendous 
shock.  There  was  no  history  of  criminal 
tendencies  or  very  violent  tendencies  at 
all.  He  was  a rough  boy  and  when  lie 
left  school  had  been  misunderstood.  I 
took  it  upon  myself  to  go  down  with  the 
Missioner  and  see  this  boy.  Some  of 
the  questions  were  obviously  misunder- 
stood by  the  lad.  The  answers  he  gave 
would  indicate  quite  clearly  that  judged 
by  normal  standards  in  the  use  of  language 
he  was  abnormal,  but  to  those  of  us  who 
understood  the  deaf  means  of  communica- 
tion they  were  quite  reasonable.  I would 
like  to  say  how  sympathetically  he  was 
treated  there,  but  it  was  obvious — at  least 
so  we  thought — that  had  that  boy  had  the 
help  of  a trained  worker  among  the  deaf 
in  the  initial  stages,  such  drastic  treatment 
would  never  have  been  meted  out  to  him. 

2123.  I think  we  may  be  at  cross  pur- 
poses. My  question  related  to  certification 
of  the  insane  and  you  are  speaking  of  the 
ascertainment  of  the  mentally  deficient 

which,  of  course,  is  very  different? -(Dr. 

Eldridge ):  I would  like  to  add,  if  I may, 
that  interpreters  of  the  deaf  would  regard 
this  part  of  their  duty  as  of  the  highest 
priority.  I mention  that  because  there  is 
work  for  the  deaf  which  cannot  be  done 
at  present  because  of  staff  shortage.  If 
they  were  called  upon  to  be  present  at 
.these  examinations  they  ■wiould  always  dio 
their  very  best  to  be  there. 

2124.  (Mrs.  Brad  dock):  Are  you  suggest- 
ing that  because  this  sort  of  work  is  not 
being  carried  out  there  may  be  numbers  of 
people  who  are  just  deaf  who  have  been 

admitted  to  mental  hospitals? -i  do  not 

want  to  be  too  dramatic  about  this.  I 
think  that  one  can  easily  make  a rash 
statement,  but  certainly  1 would  say  that 
we  have  very  good  grounds  for  believing 
that  there  are  patients  in  mental  hospitals 
who  are  totally  deaf  who  need  not  have 
been  there,  but  of  course  that  is  an  ex- 
treme case.  We  do>  not  wish  to  make  a 
special  case  of  that  category,  we  are  think- 
ing of  the  general  case  of  the  deaf  person 
in  mental  hospital ; but  I am  of  opinion 
that  what  you  suggest  has  happened. 

2125.  But  you  feel  that  legislation  is 
necessary  to  prevent  a person  who  is  not 
mental,  but  has  some  physical  disability 
which  makes  him  appear  as  though  he 
were  mental,  being  certified  at  all? — — 
That  is  so. — (Mr.  Evans):  I think  that  is 
reinforced  by  the  figures  in  paragraph  8 
of  our  memorandum. 
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2126.  (Mrs.  Adrian)  -.  Would  you  say  that 
it  was  possible  that  a patient  who  was 
mentally  ill  but  could  have  been  admitted 
as  a voluntary  patient  might  have  been 
certified  because  there  was  no  interpreter 

present? (Mr.  Schofield ):  i do  know 

of  a feiw  cases  recently,  one  in  particular, 
where  a deaf  man  entered  a mental  hospital 
as  a voluntary  patient.  I was  invited  to 
go  along  to  the  initial  interview  and,  re- 
sulting from  that  interview  and  from  our 
co-operation  throughout  his  treatment  the 
man  was  not  certified  and  he  made  a com- 
plete recovery  within  ten  to.  twelve  weeks. 
There  was  another  case  at  a different 
hospital  of  an  elderly  man  regarded  by 
the  psychiatrist  and  by  the  medical  staft 
as  a chronic  case.  Through  the  co- 
operation of  the  welfare  officer  concerned 
with  the  medical  staff,  that  man  was  also 
discharged  at  the  end  of  six  months.  We 
have  had  quite  a number  of  cases,  my 
Lord,  where,  if  the  welfare  officer  for  the 
deaf  wa9  present  at  the  initial  inter- 
view, recovery  is  more  certain.  We  want  to 
make  dt  very  clear  that,  as  far  as  possible,  if 
the  general  praotitioner  can  get  in  touch 
with  the  voluntary  society  and  get  a quali- 
fied interpreter  present,  it  would  be  of  great 
aid  to  the  patient,  and  we  feel  that  if.  the 
patient  can  have  the  services  of  a qualified 
interpreter  at  the  initial  interview  in  the 
hospital  that  will  help  all  through  the 
treatment. 


2127.  (Dr.  Rees):  How  does  a man  be- 
come a qualified  interpreter? Usually 

by  long  experience  i.n  working  for  the  deaf. 
There  is  now  a recognised1  scheme  of  train- 
ing that  covers  three  years,  but  it  is 
through  contacit  and  long  (understanding 
with  each  deaf  person  that  a man  becomes 
really  well  qualified.  If  at  all  possible 
the  welfare  officer  for  the  deaf  who  know9 
and  understands  the  individual  patient 
should  be  the  interpreter. — (Mr.  Evans): 
There  is  a recognised  qualification  for 
workers  among  the  deaf  conducted  by  a 
joint  board  which  we,  the  National  Insti- 
tute recognise,  and  which  will,  I hope,  be 
recognised  by  all  local  authorities  who  are 
applying  the  welfare  clauses  of  the  National 
Assistance  Act.  The  worker  goes  for  pro- 
bationary training  with  a qualified 
missioner  where  there  is  a deaf  club,  deaf 
services,  lip-reading  classes,  and  all  the  set- 
up of  an  active  welfare  centre,  and  after 
he  has  been  there  for  a certain  number  of 
years  he  is  enabled  then  to  take  the  ex- 
amination of  the  Joint  Examination  Board, 
and  he  is  qualified  then  to  take  charge  of 
an  area.  As  you  know,  miy  Lord,  our  de- 
sire is  that  the  local  authorities  who  are 
responsible — or  will  be  responsible  when 
they  opt  to  do  it — will  work  in  the  closest 
association  with  the  voluntary  societies  who 
have  a long  tradition,  a long  history,  and 
have  a trained  personnel.  The  recruitment 
of  workers  among  the  deaf  is  steady,  but 


it  is  nothing  like  as  much  as  we  should 
like,  naturally. 

2128.  Are  all  the  interpreters  welfare 

workers  as  well  then? Yes,  broadly 

speaking,  1 think. 

2129.  Would  it  be  possible  for  a doctor 

to  become  his  own  interpreter? 1 

should  doubt  it  very  much.  Associating 
with  deaf  people  in  order  to  understand 
how  their  minds  work  in  regard  to  language 
response  takes  a very  long  time  indeed.-  - 
(Mr.  Schofield):  There  is  one  doctor  who 
is  ihis  own  interpreter,  Dr.  Illingworth  of 
St.  George’s  Hospital,  Morpeth.  He  .is  the 
only  one  that  I know  of  in  the  country. 

2130.  Many  medical  officers  in  mental 
hospitals  are  well  versed  in  the  deaf  and 
dumb  language? — (Mr.  Evans):  That.  _ is 
normal  language  written  on  your  hands  in- 
stead of  written  on  paper,  but  'that  ds  not 
the  language  of  the  ignorant  and  inade- 
quately .trained  congenital  deaf  person.  He 
has  a wide  .range  of  arbitrary  signs1  which 
is  capable  of  very  fine  shades  of  thought, 
which  It  would,  ibe  quite  impossible  for  an 
ordinary  person  to  understand.  It  have 
worked  for  many  many  years,  among  the 
deaf,  -but  I have  not  anything  like  the  skill 
in  interpreting  or  understanding  the  deaf 
that  my  friends  here  have  who.  live  with 
them.  The  whole  point  we  are  making 
about  language  is  that  language  as  you 
and  I here  understand  it  is  an  entirely 
different  thing  from,  the  figure  language  that 
the  deaf  employ.  Their  sign  language 
is  a fascinating  study,  of  course,  but 
I should  .think  you  would  have  to  live 
among  the  deaf  a very  long  time  to  under- 
stand it. — (Dr.  Eldridge):  1 should  like,  if 
I may,  to  clarify  that  point  a little  further. 
Mr.  Evans,  ini  quite  rightly  describing  the 
long  experience  of  the  interpreters  as  being 
essential,  is.  relating  that  to  this  very  im- 
portant function  of  an  examination  which 
might  lead  tO'  .certification.  I am  sure  he 
would,  not  wish  you  to  take  away  the  idea 
that  someone  who  has  had  reasonable 
practice  in  interpretation;  could  not  be  of 
some  use  in  other  ways.  In  fact  one  of 
the  things  .that  we  have  suggested  lo 
various  Medical  'Superintendents,  w.ho  like 
the  idea  very  much,  is  the  possibility  of 
members  of  tilneir  staff  becoming  partially 
proficient.  That  is  a possibility  and  we  all 
feel  that  that  would  be  a most  excellent 
thing,  but  we  should  not  go  so  far  as  to 
say  that  would  replace  the  experienced 
interpreter  in  such  an.  important  matter  as 
certification.. 

2131.  (Chairman):  Are  you  now  talking 
about  the  certification  of  adults  as  insane? 
Yes. 

,2(1 3(2'..  What  about  the  other  problem,  the 
problem  of  children?  What  is  you-r  ex- 
perience of  the  processes,  of  diagnosis  by 
which  a child,  early  in  hns  school  life,  or 
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fairly  early  in  his  school  life,  gets  certified 

as  mentally  defective? You  mean  a deaf 

child? 

2133.  Yes,  or  a child  partially  deaf — 

with  some  affection  of  his  hearing. (Mr. 

Whiteway)'.  After  a child  has.  been  in 
school  for  some  time  ;andi  the  head  teacher 
and  the  staff  consider  that  that  child1  has 
not  made  progress  according  to  deaf 
standards,  'then  of  course  he  is  put  up 
for  a statutory  examination  in  exactly  the 
same  way  as  you  put  up  normal  children 
for  a statutory  examination,  the  difference 
'being  that  with  normal  children  who.  are 
backward  you  have  further  ability  tests, 
•but  twith  the  deaf,  because  of  their  lack  of 
language  which  has  already  been  stressed, 
they  do1  performance  tests. 

2134.  'I  do  not  think  you  have  got  my 
point.  ’I  ami  'thinking  .of  the  child  who  is 
suspected  of  being  mentally  defective  when, 
.as  a matter  of  fact,  his  .backwardness  is 

partly  due  to'  a defect  in  hearing. 1 was 

leading  up  to  that,  my  ILord.  If  at  the 
performance  test  the  intelligence  quotient 
is  low  the  child  .is  then  educationally  sub- 
normal, tout  there  is  a stage  further  when 
its  .intelligence  quotient  is  so-  low  that  it 
may  not  be  even  educationally  sub-normal, 
it  ii«  ineducable.  Are  those  the  children 
you  .were  referring  to? 

2135.  Yes. They  are  given  trials  at 

one  of  two.  schools  in  the  country,  one  run 
by  the  .London  County  Council  and  another 
run  'by  .the  West  IRiding  of  Yorkshire.  If 
they  are  found  not  to  be  educable  at  all 
they  are  turned  out  and.  'then  go  to  occu- 
pation centres  .until  the  age  of  Id  or  more. 

213d.  Yes,  IDo  'I  understand  that  you  are 
gravely  concerned  at  the  ease  with  which 
a patient  may  be  certified  as.  insane  when 
he  would  not  be  certified  if  it  were  realised 
that  he  was  deaf,  and  if  he  were  properly 
questioned  in  deaf  language  ; but  you  are 
not  concerned  at  all  about  the  likelihood 
of  a child  in  similar  circumstances  being 
classed  as  mentally  deficient  when  his  low 
intelligence  quotient  may  ibe  largely  due  to 

deafness? (Dr.  Eldridge ):  We  are  very 

much  alive  to  that  problem  and  in.  some 
cases  at  is  just  impossible  to  make  a deci- 
sion at  a given  age  in  a young  child.  With 
the  greatest  desire  to  do.  so  it  is.  impos- 
sible to  make  a decision.  If  there  is  doubt 
the  child  is  given  the  benefit  of  -the  doubt 
and  .sent  to  a deaf  school  and, . as  Mr. 
Whiteway  has  said,  is  given  a trial  of  a 
year  or  so. 

2137.  On  the  whole  you  are  fairly  well 
satisfied  with  the  process  of  diagnosis  and 
weeding  out  of  children  during  their  school 

life? Yes. — (Mr.  Evans):  We  used  to  be 

very  concerned  about  the  children  with  defec- 
tive hearing  in  normal  schools  who1  might 
be  classified  in;  a lower  mental  grade  when 
the  deafinessi  had  not  'been  discovered,  when 
the  deafness1  was  latent  and  if  never  emerged 
that  the  child  was  really  deaf.  At  one 


time  some  years  ago  there  was  a great 
deal  of  concern,  among  my  friends  and 
colleagues  on  this  -particular  work. — (Dr. 
Eldridge ):  (Far  more  is  done  in  the  way  of 
detection  of  hearing  defects  among  school 
children  now  than  was  ever  done  before. 

2138.  I am  interested  because  one  hears 
scattered  evidence  of  cases  where  a deaf 
child  has.  been  unjustifiably  classed  as 
mentally  deficient,  and1  has.  fallen  out  of  the 
bottom  of  the  ordinary  school  and  then 
of  the  special  school  and  been  classed  as 
ineducable  without  his  deafness  being 

diagnosed. 1 would1  agree  one  does 

hear  of  the  odd  case,  but  on  examina- 
tion it  usually  means  that  the  procedures 
which  are  available  have  not  been 
followed. — (Mr.  Evans):  I was  headmaster 
of  a deaf  school  in  the  eastern  counties  for 
some  years  and  we  did  have  cases — the 
very  late  entries — which  were  our  continual 
worry,  where  we  found  the  children  had 
been  put  at  the  .bottom  of  a class  and 
allowed  to  stagnate  there.  There  was  one 
child  who  had  .been  in  a special  school; 
we  found  'he  was  quite  a normal  deaf  child, 
har-d  of  hearing  as.  a matter  of  fact,  and 
he  made  good  progress  with  our  special 
methods,. — (Dr.  Eldridge):  Many  deaf 

children,  are  helped  by  hearing  aids  and 
special  lip-reading  classes  these  days,  and 
those  things  have  made  a very  big 
difference. 

2139.  I am  not  quite  sure  what  is. your 

recommendation  as  to  the  need  for  inter- 
preters to  assist  Superintendents  of  mental 
hospitals  after  the  patient’s  certification  and 
during  the  period  when  the  question  of  dis- 
charge may  be  arising. Briefly,  Sir,  it  is 

simplly  this.  Where  treatment  consists 
partly  or  largely  off  a series  of  interviews, 
there  is  a place  for  the  interpreter  at  many 
or  all  of  these  interviews  and  we  know 
from  the  psychiatrists  themselves  that  where 
it  .has-  been  possible  to  try  it  they  welcome 
iit,  and  they  would  like  it  done  very  much 
.more.  We  are,  of  course,  talking  about  the 
,new  patient,  we  are  not  talking  about  the 
patient  who  has  been  in  hospital-  for  ten 
.yeans  but  the  new  patient  and,  in  particular, 
during  hiis>  finst  few  months  in  hospital. 

2140.  Does  that  apply  both  to.  the  mental 
deficiency  .institutions  and  to  the  mental 

hospitals? It  applies  much  more  to 

mental  hospitals.  T think  it  depend®  en- 
tirely on  -the  outlook  of  the  Superintendent 
of  the  mental  deficiency  hospital  as  to  how 
far  you  would  apply  it  there.  I would  not 
like  to  say. 

2141.  (Dr.  Rees):  The  psychiatrist  may 
be  having  'daily  interviews  with  an  ill 
patient.  Would  it  be  practical  to  have  one 
of  your  welfare  officers  present  every  day? 

For  a short  period,  Sir,  yes.  We  would 

like  to  get  to'  the  stage  where  the  Medical 
Superintendent  or  psychiatrist  would  say  to 
a welfare  officer  “ We  would  like  you  to  be 
present  every  day  for  the  next  week ; can 
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you  do  it?  ” and  we  would  like  the  inter- 
preter to  be  able  to  say  Yes'  . (A dr. 
Schofield ):  It  ha®  been,  done  three  or  four 
days  in  one  week  wihere  the  welfare  officer 
has  helped  the  psychiatrist  in  a certain 
hospital. 

2142.  Are  these  facilities  available  all 

over  the  country? Yes. — {Mr.  Evans) : 

In  varying  degrees.  I would  not  say  they 
are  as  easily  accessible  in  a remote  country 
district,,  as  they  are  in  London  or  'Liverpool. 

2143.  Most  mental  hospitals  are  in  remote 
country  districts. — -{Mr.  Schofield ):  There 
is  a link  .betwen  the  mental  hospitals  in  the 
remote  districts  and  the  local  societies  for 
the  deaf.  I come  from  Manchester  and 
we  have  mental  hospitals  twenty,  thirty  or 
forty  miles  out  of  Manchester,  but  the 
Medical  Superintendents  are  in  constant 
touch  with  me  regarding  deaf  patients. 

In  answer  to  what  you  said  previously, 
my  .Lord,  towards  the  end  of  treatment  and 
when  the  patient  is  due  for  discharge,  it 
does  help  if  an  interpreter  can  go  along 
and  assure  the  patient  of  some  form  of 
rehabilitation,  tell  him  how  he  will  be 
received  at  home  and  whait  kind  olf  work  is 
going  to  be  found  ifor  him.  As  recently  as 
this  month  I was  at  the  Broadimoor  Institu- 
tion— we  have  a deaf  and  dumb  man  there, 

I think  be  is  the  only  deaf  and  dumb  man 
in  Broadmoor — and1 1 did,  when  he  was  first 
admitted,  help  the  medical  staff  there.  On 
my  visit  I was  able  to  assure  him  that  he 
would  go  back  home  and  that  ihiis  old!  em- 
ployment would  be  given  'to  him. — 
{Mr.  Robinson):  On  this  question  of 

interpretation ; an  interpreter  as  as  special- 
ised in  his  own  field  as  the  medical 
man  is  in  his  field  and  other  profes- 
sions in  theirs.  It  is  not  a question 
of  conveying  to  the  deaf  man  what  a person 
says,  -but  what  he  means,  which  is  a vastly 
different  thing.  The  manual'  alphabet  is  not 
sufficient  for  the  purpose  that  we  have  in 
mind.  The  question  resolves  itself  into 
utilizing  all  the  specialised  services  avail- 
able in  the  interests  of  the  deaf  person. 

2144.  (Dr.  Thomas ):  'Is  there  any  scientific 

process  of  translating  the  symbolism  of  the 
deaf  to  the  symbolism  of  speech  as  under- 
stood by  ordinary  people? 'Not 

scientifically,  Sir.  A deaf  person  has  to  be 
dealt  with  as  an  individual.  What  will  do 
for  one  will  not  necessarily  do  for  another. 
That  is  why  we  recommend  that  it  is  better 
if  you  have  an  interpreter  who  knows  the 
patient  and  whom  the  patient  knows.  You 
might  say  “We  will  get  another  qualified 
interpreter”,  but  you  cannot  say  that  the 
method  for  one  patient  will  do  for  the  next 
deaf  patient.  It  varies  with  the  individual. 

2145.  I am  not  so  concerned  with  that 

point  as  with  this:  if  two  separate  inter- 
preters were  to  deal  with  the  same  patient, 
would  they  get  the  same  answer? More 

( The  witnes 


or  less,  I think. — (Mr.  Evans):  There  has 
been  a good  deal  written  an  sign  language. 
The  National  Institute  has  just  published 
a very  attractive  picture  book  o'f  the  com- 
mon signs. 

2146.  On  the  legislative  side  it  is  very 
difficult  to  conceive  'how  your  recommenda- 
tion in  paragraph  41  (a)  could  be  brought 
about : — 

“ We  would  recommend  as  a statutory 
provision,  the  presence  of  a qualified!  and 
experienced  interpreter  at  the  time  of  any 
interview  which  may  result  in  certifica- 
tion." 

Have  you  any  suggestions  to  make  about 
that  at  all1? We  have  not  concerned1  our- 

selves with  the  machinery  of  a new  statute 
or  anything  like  that. — {Dr.  Eldridge ): 
This  would  assume,  of  course,  that  the 
interpreter  was1  available  in  all  cases.  I 
suppose  the  local  health  authority  would 
make  it  its  business  to  see  that  the  general 
practitioner  knew  ail  about  the  various 
interpreters  available. 

2147.  Are  you  interested  in  the  certifica- 
tion really  as  a culminating  event  in  the 
process  which,  if  the  interpreter  were 
present  earlier,  might  lhave  ’been  avoided? 
Yes. 

2148.  ( Chairman ):  You  '.have  gat  to  have 
some  preliminary  evidence  of  deafness  be- 
fore you  call  in  the  interpreter,  have  you 

not?- Yes.  but  of  course  if  the  general 

practitioner  is  involved  in1  the  examination 
of  a patient,  'he  would  very  quickly  .know 
that  he  was  deaf. — (Mr.  Evans):  His  his- 
tory would  indicate  that  too. 

2149.  {Mrs.  Bracklock):  What  you  actu- 
ally wanti  is  some  statutory  provision  which 
will  prevent  anybody  being  certified'  be- 
cause they  ihave  pot  had  the  necessary 

interpreter  present? -That  is  broadly  the 

position. 

2150.  You  want  a statutory  obligation 

that  that  shall  apply? Yes.— (Dr. 

Eldridge) : To  make  sure  that  the 

psychiatrist  gets  a full  and  fair  story.— -(Mr. 
Evans):  You  might!  be  interested  to  know 
that  we  are  working  on  the  same  lines'  in 
regard  to  criminal  procedure  in  respect  of 
deaf  persons,  because  that  lias  again1  given 
us  a great  deal  of  anxiety. 

2151.  (Chairman):  The  provision,  is  much 
easier  to  make  there.  It  is  not  very  easy 
to  make  a statutory  provision  of  this  kind. 

We  concede  it  is  not  easy,  but  I think 

with  a little  patience  it  would  'be  possible. 

2152.  Is  there  anything  more  you  would 

like  to1  say? 1 dlo  not  think  so,  thank 

you.  May  I,  om  behalf  of  the  National 
Institute  and  my  colleagues,  thank,  you  for 
your  very  courteous  and  easy  way  of  cross- 
examining  us,  if  I may  say  so,  and  say  'how 
pleased  we  are  to  be  able  to  make  these 
recommendations  tO'  you. 

{Chairman):  Thank  you  very  much. 
is  withdrew.) 
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Mr.  M.  S.  Colborne  Brown,  Miss  R.  Thompson  and  Mr.  H.  H.  Coldwell 
on  behalf  of  the  Royal  National  Institute. for  the  Blind 
called  and  examined. 


Memorandum  submitted  by  the  Royal  National  Institute  for  the  Blind 

1.  The  Royal  National  Institute  for  the  Blind  is  a charitable  organisation,  incor- 
porated .by  iRoyal  Charter,  whose  objects  are  to  promote  the  better  education, 
training,  employment  and  well-being  of  the  blind  (which  expression  includes 
persons  who  though  not  totally  blind  are  partially  or  intermittently  deprived  of 
sight  or  are  threatened  with  blindness),  to  carry  out  the  functions  of  the  National 
Body  and  generally  to  watch  over  and  protect  the  interests  of  the  blind  and  to 
prevent  'blindness.  The  Chartered  Institute  is  managed  by  an  Executive  Council 
composed  of  representatives  of  local  agencies  for  the  blind,  local  government 
'bodies,  organisations  for  and  of  blind  persons,  and  persons  interested  in  national 
work  for  the  blind. 

2.  The  -Institute,  by  reason  of  its  national  status,  is  concerned  with  the  welfare 
of  every  blind  person  in  some  respect  or  other,  and  information  regarding  blind 
persons  in  mental  hospitals  and  mental  wards  of  institutions  conies  to  its  notice 
particularly  in  connection  with  'the  -applications  it  receives  for  admission  to  -the 
specialised  homes  and  schools  for  the  blind  which  it  administers.  The  particular 
needs  of  -blind  persons  in  mental  hospitals  and  mental  wards  of  institutions  are, 
of  course,  the  primary  responsibility  of  local  authorities  and  local  agencies  for 
the  -blind  in  the  -areas  in  which  such,  blind  persons  are  ordinarily  resident.  Never- 
theless, the  Institute  considers  that  the  -number  of  such  persons — 1,799  in  England 
and.  Wales  at  31st  December,  1952 — is  sufficiently  high  to  'bring  to  your  notice  a 
number  of  points  on  which  it  feels  some  anxiety. 

3.  The  Institute  is  concerned  particularly  with : 

(a)  The  conditions  under  which  a blind  .person  -is  certified  or  detained  in  a 
mental  hospital  or  in  a mental  deficiency  hospital ; and 
ib)  Tire  -arrangements  made  for  the  specialised  attention  both  to  physical  and 
mental  needs  which  all  persons  deprived  of  sight  require,  even  though 
certified  or  detained  i-n  mental  hospitals. 

4.  It  must  be  pointed  out  that  in  assessing  the  mental  capacity  of  a blind  person, 
the  additional  handicap  of  deafness,  -which  may  quite  often  deprive  a person  of 
the  powers  of. communication,  -may  very  well  be  -the  deciding  factor  in  determining 
that  certification  and/or  detention  in  a mental  hospital  is  necessary.  The  Institute, 
in  co-operation  with  the  -Regional  Associations  for  the  Blind,  shortly  before  1939 
carried  out  an  investigation  'into  the  welfare  and  conditions  of  all  known  deaf- 
blind  persons  in  a number  of  counties  in  England,  -and  this  -investigation  revealed 
that  -there  was  reason  to  believe  that  there  may  be  deaf-blind  .people  in  mental 
hospitals  who  are  not  really  insane,  or  who  were  not  insane  at  the  time  of  their 
admission,  although  it  is  admittedly  difficult  to  differentiate,  in  the  case  of  a deaf- 
blind  person,  between  general  irritability  and  bad  temper  combined  with  eccentri- 
city, -and  mental  derangement,  but  the  Institute’s  attention  has  been  drawn  to  a 
number  of  medical  -reports  which  have  stated  that  the  dementia  of  some  deaf-blind 
cases  has  been  solely  attributed  to  deprivation  of  the  special  senses. 

5.  Many  of  the  deaf-blind  people  who  are  certified  as  insane  are  obviously 
deranged,  -and  their  mental  deterioration  often  takes  the  form  of  auditory  hallucina- 
tions and  illusions  of  -persecution.  In  other  cases,  however,  it  is  considered  that 
sanity  would  be  preserved  if  the  conditions  set  up  by  the  double  defect  are  adequately 
compensated.  One  or  -two  cases  can  be  given  as  examples : 

(o)  A deaf,  dumb  and  -blind  -man  in  a mental  hospital,  of  whom  the  Medical 
Superintendent  said  “ this  man  can  hear,  but  cannot  understand  speech ; 
he  is  noisy  and  impulsive  and  has  hallucinations  ”.  The  man  was  classified 
as  -a  low-grade  -mental  defective,  but  the  Missi-oner  for  the  Deaf  for  that 
area  was  -of  the  opinion  -that  he  was  probably  not  mentally  defective ; 
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■he  was  educated  .at  a school  for  the  deal',  understood  finger-spelling  to  a 
certain  extent,  and  did  r.ig-making  as  a pastime  occupation.  He  appears 
to  have  been  peculiar  and  difficult  and  to  have  drifted  into  an  institution 
and  from  there  to  the  mental  hospital  because  he  had  no  other  home. 

<f>)  A man  who  was  deaf  before  admission  to  a mental  institution,  and  whose 
eyesight  was  failing  although  at  that  time  he  was  not  actually  certified 
as  blind.  It  appears  that  his  only  living  relative  arranged  for  him  to 
be  sent  to  a Poor  Law  institution  when  he  lost  ibis  hearing  and  his  eyesight 
was  failing,  as  she  considered  he  was  “ of  no  further  use  in  the  world 
From  there  he  was  .transferred  to  the  mental  hospital.  The  relative  main- 
tained that  there  was  never  anything  wrong  with  the  man  mentally,  and 
affected  to  be  ignorant  of  the  fact  that  he  was  actually  in  a mental 
hospital.  Investigation  found  that  he  could  recognise  finger-spelling,  though 
no  one  had  spoken  to  him  in  this  way  for  over  (0  years,  and  the  attend- 
ants at  the  institution  did  not  even  know  that  lie  understood  the  deaf 
and  dumb  alphabet. 

(cl  A man,  who  had  been  in  a mental  hospital  for  a number  of  years,  was 
found  to  be  an  intelligent  man  who  understood  finger-spelling,  was  an 
expert  braillist  and  wrote  fiction.  His  background  was  that  he  was  found 
wandering,  and  on  being  put  in  a public  assistance  institution,  attempted 
to  get  away  and  resisted  capture  with  some  violence.  His  subsequent 
behaviour  resulted  in  his  being  regarded  as  a dangerous  lunatic,  but  the 
Medical  Superintendent  expressed  the  view  that  “ if  this  mail  were  amongst 
other  deaf  and  blind  .patients  and  also  nurses  who  could  talk  to  him  in 
the  deaf  and  dumb  alphabet,  the  environment  would  be  much  happier 
for  him.  He  had  not  shown  any  dangerous  propensities  since  lie  had 
been  in  the  mental  hospital,  beyond  a certain  amount  of  petulance  and 
bad  temper  which  could  easily  he  explained  by  his  sense  of  deprivation.” 

6.  There  is  a danger  that  a deaf-lilind  person  may  be  retained  in  a mental 
hospital  .because  the  view  is  so  often  held  that  “he  is  as  .happy  in  am  institution 
as  anywhere  else”,  the  reason  given  being  that  as  a rule  the  deaf-blind  person 
is  the  only  one  so  afflicted,  and  .therefore  he  .has  a great  deal  of  attention  from 
staff  and  other  patients.  ,In  the  course  of  the  enquiry  referred  to  in  paragraph  4 
a case  came  to  the  Institute's  notice  of  a voluntary  patient  in  a mental  hospital  who 
wished  to  enter  a home  for  the  blind,  but  who  was  detained  in  (lie  mental  hospital 
because  her  local  authority  declined  to  maintain  her  in  a home  for  the  blind  on 
the  ground  that  “ she  was  quite  happy  where  she  was  ”. 

7.  As  a result  of  the  survey  mentioned  in  .paragraph  4 above,  and  in  view  of 
the  fact  that  only  one  home  existed  at  that  time  for  the  deaf-blind,  and  that  for 
holiday  guests  only,  the  Institute  in  1938  established  a residential  home  for  the 
deaf-blind  in  Harrogate  which  has  taken  amongst  others  those  deaf-blind  .people 
who  were  known  to  be  in  mental  hospitals  and  whose  detention  there  appeared 
to  be  dependent,  not  so  much  on  their  mental  condition  as  on  the  fact  that  there 
was  no  accommodation  elsewhere  where  special  treatment  in  a suitable  environ- 
ment could  be  provided  for  them.  Further  homes  for  the  deaf-blind  have  since 
been  established  by  the  Institute,  and  a certain  number  of  cases  front  mental 
hospitals  have  been  admitted.  The  following  are  typical  examples: 

(а)  A blind  and  deaf  woman  admitted  to  a mental  hospital  in  1925  at  the  age 

of  16.  As  a result  of  the  interest  of  a home  teacher  of  the  blind  she  was 
admitted  to  one  of  the  Institute's  homes  in  1950,  at  age  41,  on  a month's 
trial.  'On  being  found  suitable  to  remain  as  a permanent  resident,  she 
was  de-certified,  and  is  still  in  the  same  home,  living  a normal  life  as  a 
deaf-blind  resident,  helping  in  the  house,  undertaking  pastime  occupations, 
visiting  friends,  etc. 

(б)  A blind,  deaf  and  dumb  man,  admitted  to  a mental  hospital  in  1925,  at 
the  age  of  42.  In  1953  when  lie  was  70  the  'Medical  Superintendent  put 
him  forward  for  a trial  period  in  one  of  the  Institute's  homes,  on  the 
ground  that  the  man  “ though  erratic  at  first  was  latterly  quiet  and 
amenable  ; any  instance  of  violence  that  may  have  occurred  has  been 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  NATIONAL  INSTITUTE  FOR  THE  BLIND 


411 


at  least  20  years  or  more  ago  ”.  He  settled  down  happily  and  was  con- 
sidered suitable  for  retention  as  a permanent  resident.  He  is  still  in  the 
same  home. 

(c)  A deaf-blind  woman,  admitted  to  a mental  hospital  in  1924  at  the  age  of 
17.  The  Medical  Superintendent  stated  in  1953  that  “her  blindness 
and  deafness  were  'the  cause  of  any  abnormality  in  behaviour ; of  late 
years  she  had  been  quiet  and  'well-behaved  and  her  mental  deterioration 
had  been  arrested  ”.  She  was  aged  46  'when  admitted  on  three  months’ 
trial  to  one  of  the  Institute’s  homes  in  January  of  this  year,  and  is  now 
having  a further  trial  period  of  six  months  before  deciding  whether  she 
can  remain  as  a permanent  resident. 

\d)  A deaf-blind  woman,  of  whom  it  was  stated  that  “ her  abilities  were  merely 
retarded  as  a result  of  her  double  affliction”.  She  was  admitted  to  a 
mental  hospital  as  “ feeble-minded  ” in  1937  at  age  32.  She  was  admitted 
to  one  of  the  Institute’s  homes  in  1949  at  age  44,  for  one  month’s  trial. 
She  was  considered  suitable  for  retention  as  a permanent  resident  and 
was  de-certified  in  1950.  She  is  still  in  the  same  home. 

8.  With  regard  to  the  .particular  needs  of  blind  persons  who  are  in  mental 
hospitals  and  mental  wards  of  institutions,  it  is  essential  wherever  possible  to  keep 
such  persons  occupied,  and  every  effort  should  be  made  to  overcome  the  difficulties 
involved  in  communicating  with  deaf-blind  people  by  means  of  the  standard 
Deaf-Blind  (Manual,  the  main  features  of  which  are  based  on  the  manual  alphabet 
used  by  the  seeing  deaf,  with  certain  important  modifications,  and  in  providing ' 
even  deaf-blind  people  who  are  retarded  and  mental  cases  with  some  form  of  occu- 
pation. In  many  cases  now  in  mental  hospitals  there  can  be  no  means  of  ascertain- 
ing whether  such  persons  had  an  opportunity  of  special  treatment  before  being 
certified,  but  'this  lack  of  knowledge  of  the  background  of  a blind  person  is  a 
difficulty  which  can  and  should  be  overcome  in  the  future,  and  in  this  connection 
•it  is  'urged  that  full  use  should  be  made  of  the  existing  services  for  the  blind  and 
the  deaf,  in,  particular  the  home  teaching  service  for  the  blind  which  is  organised 
by  local  authorities  or  voluntary  associations  for  the  blind  acting  as  their  agents, 
and  the  Deaf-Blind  Helpers  League,  as  these  services  alone  have  the  specialised 
knowledge  which  d$  essential  to  the  welfare  of  these  people. 

9.  The  need  for  companionship  and  occupation  cannot  be  too  strongly  empha- 
sised, and  it  is  not  an  exaggeration  to  suggest  that  some  of  the  oases  of  chronic 
melancholia  would  not  have  been  certifiable  if  they  had  been  enabled  to  occupy 
their  hands  and.  minds,  and  been  given  the  benefit  of  intelligent  companionship. 
For  instance,  there  is  the  case  of  a man  in  ia  mental  hospital,  who  though  not 
totally  blind,  had  never  been  tried  in  the  occupation  rooms  because  of  his  defective 
sight,  and  in  another  area  the  case  of  two  deaf-blind  men  in  mental  wards  was 
brought  to  the  Institute’s  notice,  both  were  kept  in  bed  permanently  but  one  at 
any  rate  was  known  to  be  quite  able-bodied.  These  it  is  felt  are  not  isolated 
cases,  but  in  urging  that  every  attention  should  be  given  to  the  specialised  needs 
•of  the  blind,  tribute  must  be  paid  to  the  care  and  attention  which  is  already  being 
given  in  a number  of  cases  by  the  Medical  Superintendents  and  their  staffs,  and 
particular  mention  must  be  made  of  the  Medical  Superintendent  who  took  such 
an  interest  in  a deaf-blind  patient  that  he  adapted  the  Montessori  apparatus 
for  his  use,  and  with  'infinite  patience,  and  with  the  devoted  help  of  his  staff, 
managed  to  teach  him  tO'  use  this  apparatus  and  so  secure  some  means  of  com- 
munication and  some  form  of  occupation. 

10.  With  regard  to  the  (ascertainment  and  certification  of  blind  children,  it  is 
possible  that  this  may  be  done  by  people  who'  have  had  little  experience  in  that 
type  of  handicap,  and  if  a child  has  not  been  referred  from  a special  school,  the 
certifying  authority  may  well  overlook  the  natural  retardation  due  to  the  handicap, 
•and  sometimes  fail  to  discover  a secondary  handicap.  The  Institute  has  known 
cases,  for  instance,  of  'blind  children  with  unsuspected  deafness  whose  response 
to  speech  has  obviously  been  so  limited,  as  a result  of  the  undiscovered  deafness, 
that  mental  incapacity  has  been  assumed. 
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11.  The  Institute  considers  that  ail  blind  children  should  be  given  the  most 
thorough  .assessment  before  certification.  It  will  be  appreciated  that  it  would  not 
be  practicable  for  every  blind  child  to  be  admitted  to  a school  for  a period  of 
assessment,  since  obviously  there  are  a number  of  blind  children  about  whom  no 
certifying  or  blind  welfare  committee  could  be  in  the  slightest  doubt  as  to  their 
mental  incapacity.  There  is,  however,  an  increasing  liaison  between  the  Institute 
and  the  Ellen  Terry  Home,  and  it  may  well  be  that  the  majority  of  borderline 
oases  are  given  * trial  through  the  Institute’s  Sunshine  Home  Nursery  Schools  or 
its  special  school  for  blind  children  with  additional  handicaps  at  Condover  Hall. 

12.  The  definition  “educability",  at  any  rate  so  far  as  blind  children  are  con- 
cerned, is  not  constant,  but  the  Institute  is  convinced  that  the  borderline  between 
educability  and  ineducability  should  continue  to  be  flexible.  A child  rejected  as 
unsuitable  for  any  of  the  Institute’s  specialised  schools  now  automatically  beoomes 
“ineducable”  and  under  Section  57  of  the  Education  Act,  1944,  is  certified  as 
mentally  defective.  I:t  may  be,  however,  that  some  of  these  “rejected"  children 
may  be  suffering  from  a degree  of  mental  or  emotional  disturbance  making  them 
temporarily  unable  to  learn  but  this  is  a state  from  which  they  can  recover. 

13.  In  1938  the  Institute’s  Committee  on  the  Deaf-Blind  passed  the  following 
resolution : 

“That  the  Board  of  Control  be  urged  to  arrange  for  the  re-examinatlon  of 
deaf-blind  persons  in  mental  institutions  on  whose  mental  condition  there  could 
be  any  question  in  the  presence  of  interpreters  and  asked  to  send  copies  of  the 
Manual  Alphabet  Wall  Card'  to  all  institutions  under  their  control.” 

This  resolution  was  conveyed  to  the  Board  of  Control  which  in  due  course  issued 
a Circular  No.  851  to  the  Medical  Superintendents  of  mental  hospitals  and  Super- 
intendents of  certified  institutions  and  approved  public  assistance  institutions,  asking 
for  specific  information  regarding  the  deaf-blind  patients  under  their  care  Un- 
fortunately the  second  world  war  intervened  and  the  hoped-for  follow-up  had  to 
be  postponed. 

14.  The  Institute  recommends  that: 

(a)  Where  there  is  an  additional  handicap  such  .as  blindness  or  blindness  com- 
bined with  deafness,  the  utmost  care  should  be  taken  by  those  whose 
responsibility  it  is  to  certify  such  persons,  or  to  arrange  for  their  de- 
tention, in  order  to  ensure  that  every  aspect  concerning  their  family  history, 
education  and  background  is  known  before  a final  decision  is  made  re- 
garding their  mental  state.  To  this  end  it  is  recommended  that  the  blind 
welfare  officer  or  an  expert  in  the  knowledge  of  the  blind  and  of  that 
particular  blind  person  should  be  present  at  all  such  examinations.  In 
addition,  where  a deaf-blind  person  is  concerned,  an  expert  with  knowledge 
of  how  to  communicate  with  t'he  deaf-blind  should  be  present  at  the 
examination. 

(h)  Where  'blind  persons  in  mental  hospitals  have  not  hitherto  engaged  in 
pastime  occupations  every  effort  should  be  made  to  teach  them  some  form 
of  occupation. 

(c)  If  blind  people  have  been  able  to  read  or  engage  in  pastime  occupations 

the  mental  hospital  officials  should  be  informed  of  this  fact  and  arrange- 
ments made  for  them  to  continue  these  occupations  where  practicable 
and  for  readers  to  be  kept  supplied  with  embossed  literature  for  the  blind 
and  apparatus  for  writing  Braille  unless  their  mental  degeneration  is  too 
advanced. 

(d)  Where  a person  resident  in  a mental  hospital  or  a mental  ward  of  an 
institution  loses  his  sight  after  admission,  the  matter  should  be  immediately 
reported  to  the  local  blind  welfare  authority  so  that  he  may  be  visited 
and  given  specialist  instruction  in  finger-reading  and  pastime  occupations, 
if  practicable. 
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{e)  All  blind  children  about  whom  there  is  any  doubt  should  be  examined 
by  people  possibly  drawn  from  a small  central  panel  who  are  not  only 
experienced  with  the  blind,  but  experienced  with  blind  children  and  normal 
children,  so  that  a relatively  stable  standard  is  maintained. 

(f)  There  should  be  increased  provision  for  the  high-grade  feeble-minded 

ineducable  child. 

(g)  Local  authorities  should  be  urged  to  expand  their  service  of  teaching 
children  in  their  own  homes  to  cater  for  a greater  number  of  cases  where 
a child  has  been  discharged  as  ineducable  from  one  school  or  institution, 
not  yet  admitted  to  'another,  but  able  to  profit  from  regular  instruction. 

( h ) Close  co-operation  should  be  maintained  between  those  persons  concerned 
with  the  lower  level  of  educable  'blind  children  and  those  concerned  with 
the  upper  levels  of  blind  ineducable  children. 

(i)  If  and  when  the  intelligence  tests  for  blind  children  at  present  under  in- 

vestigation have  been  proved  valid,  local  authorities  should  review  all 
those  children  at  present  classed  as  ineducable.  The  same  should  apply 
to  children  in  mental  hospitals  with  a view  to  de-certification  where 
applicable. 


Examination 

2153.  {Chairman):  May  I ask  you  to 

introduce  yourselves? {Mr.  Colborne 

Brown):  Miss  Thompson  is  head  of  the 
Homes  (Department  of  the  Royal  National 
Institute  for  the  Blind.,  and  Mr.  ColdWell  is 
head1  of  the  Services  for  the  Blind  Depart- 
ment. I ami  the  Institute’s  Education 
Officer. 

2154.  Is  there  any  general  statement  you 
would  like  to  make  before  we  begin  to 

go-  .through  your  memorandum? 1 think, 

Sir,  all  we  want  to  say  is  set  out  there, 
but  if  there  is  any  way  in  Which,  we  can 
supplement  what  has  been  set  out  we  shall 
be  pleased  to  do  so. 

21*55.  Your  paragraph  3 where  you  state 
your  dual  concern,  sub-paragraph  ( a ) 
“The  conditions'  under  which  a blind  per- 
son is  certified  or  detained  in  a mental  hos- 
pital or  in  a mental  deficiency  hospital  ” 
is  the  one  which  really  concerns  this  Com- 
mission. We  are  not  so  much  concerned 
with  the  question,  of  the  treatment  of  a 
patient  when  once  in  hospital. 

I think  perhaps  the  best  way  would)  be 
to  go  through  your  recommendations  in 
paragraph  14  of  your  memorandum.  I 
think  that  sub-paragraph  (a)  is  non- 
con  troversial,  except  on  the  question 
whether  under  the  summary  reception-  order 
procedure  for  the  certification  of  the  in- 
sane it  is  possible  to  have  a specialist  ex- 
pert .present  in  all  cases. (Mr.  Cold- 

well):  My  (Lord,  I would  say  in  this  con- 
nection that  we  feel  very  strongly  that 
it  would  -be  helpful  to  the  medical  expert 
who  was  diagnosing  the  patient’s  condition 
to  have  as  much-  background  as  possible, 
and  as  much  information  on  any  matters 
directly  or  indirectly  related'  to  blindness 
as  possible.  We  feel  that  it  is,  if  not  aibso- 


of  Witnesses 

lutely  necessary,  -most  desirable  that  some 
person  who-  is  an  expert  in  blind  welfare, 
and  in  the  case  of  the  deaf  blind,  in  deaf 
blind  welfare,  should  -be  present.  _ The  per- 
son we  would  generally  have  in  mind  would 
be  the  local  home  teacher  for  the  blind  for 
the  area,  who  would  know  the  case  his- 
tory and,  of  course,  be  well  acquainted  with 
the  individual  concerned. 

2156.  Have  you  considered  whether  that 
recommendation  may  imply  a rather 
different  procedure  for  certification  in  the 

future? 1 think  the  answer  to  that  is 

no,  my  Lord.  We  were  looking  at  this 
purely  from  the  point  of  view  of  the  blind 
person,  assuming  the  procedure  as  it  at 
present  exists. 

2157.  Recommendations  (b)  and  (c)  are 
questions  of  treatment,  or  possibly  rehabili- 
tation. Perhaps  I might  ask  in  passing 
whether  in  your  experience  mental  hos- 
pitals are  not  properly  equipped  with 

Braille  apparatus? The  cases,  my  Lord, 

are  so  few  and  far  between,  comparatively 
speaking,  that  I should  say  that  the  hos- 
pitals would  not  consider  the  point  until 
they  have  a blind  patient,  and  therefore 
they  would  not  automatically  be  equipped 
wiithi  Braille  equipment  and  Braille  books. 

I think  the  important  point  is  that  they 
should  be  equipped  with  the  knowledge  as 
to  where  they  can  get  hold  of  the  local 
blind  welfare  services,  and  I think  I am 
right  in  saying  that  not  all  hospitals,  mental 
or  otherwise,  have  that  knowledge. 

2il58.  In  recommendation  (e)  we  come 
to  the  problem  of  blind  children  and  mental 
deficiency.  What  is  your  experience  at 
present  of  the  procedure  by  which  the 
mental  capacity  and  physical  handicaps  of 
children  are  diagnosed? (Mr.  Colborne 
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Brown)-.  The  Royal  National  Institute  has 
a panel  composed  of  a consultant  paediatri- 
cian and  a consultant  psychologist  who 
every  week  examine  children  on  whose 
behalf  application  has  been  made  for  ad- 
mission to  one  of  our  residential  Sunshine 
Home  nursery  schools.  That  as  far  as  I 
know  is  the  only  panel  in  the  country 
which  is  a constant  one  where  you  have 
the  same  group  of  people  constantly  apply- 
ing the  same  standards  of  assessment.  So 
far  as  children  seen  by  local  authorities 
are  concerned,  the  standards  must  to  some 
extent  vary  from  authority  to  authority, 
and  must  to  some  extent  depend  on  the 
experience  which  the  people  conceined 
have  had  with  blind  children,  because---- 
I suppose  it  is  true  of  all  handicapped 
children,  but  with  blind  children  it  is  par- 
ticularly true— the  child  reacts  very 

strongly  to  the  circumstances  under  which 
he  or  she  is  examined,  and  I think  that 
two  different  sets  of  people,  under  different 
conditions,  can  quite  often  get  two  different 
responses  from  the  same  child.  There  are 
undoubtedly  a large  number  of  children, 
with  many  of  whom  blindness  is  only  one 
of  many  handicaps,  about  whom  1 think 
there  can  be  no  doubt  at  all  when  it  comes 
•to  (their  certification,  b>uit  we  do  feel  that 
there  is  quite  a large  number  of  children 
who  are  in  this  in-between  stage  and  for 
whom  the  people  who  examine  them  and 
the  conditions  under  which  they  are 
examined  may  make  a difference  to  their 
certification  or  non-certification.  Also  1 
think  one  has  to  remember  that  if  we 
accept  a child  for  admission  to  one  of 
our  Sunshine  Homes  that  child  then  is 
edu cable,  but  if  we  do  not  admit  him 
because  we  feel  that  at  that  stage  he  is 
not  up  to  our  standard,  then  he  is  auto- 
matically ineducable,  and  if  after  the  age 
of  five  there  is  still  no  provision  for  him 
then  he  becomes  certified.  It  is  a very 
flexible  provision. 

2159.  Do  you  mean  to  say  that  local 

authorities  accept  the  ability  or  inability 
to  admit  to  your  Sunshine  Schools  as 
evidence,  or  at  any  rate  some  evidence, 
of  the  educability  or  ineducability  of  the 
child!? Most  emphatically,  yes. 

2160.  But  has  your  ability  or  inability  to 
admit  children  to  your  Sunshine  Schools 
got  anything  to  do  with  their  educability? 

The  nursery  schools  are  schools  where 

we  do  try  to  educate  the  children  and  we 
only  take  dn  the  children  who  are 
apparently  educable. 

2161.  And  have  you  always  got  vacant 
beds  for  all  the  children  who  are  educable? 
No,  I am  afraid  not. 

2162.  Surely  you  may  .reject  a child 

simply  because  you  are  full? 'No.  If 

the  child  is  up  to  our  standard  and  there 
.is  no  vacancy  the  child  goes  on  the  waiting 


list.  During  that  time  the  local  autho- 
rity, through  their  home  teacher  or  home 
visitor  for  the  blind,  will  keep  in  contact 
with  the  child.  But  if  the  child’s  standard 
of  attainment,  taking  all  things  into 
account,  is  below  the  standard  at  which 
we  feel  that  we  can  do  anything  but  merely 
care  for  the  child,  we  reject  the  child 
because,  in  our  opinion,  the  child  is  in- 
educable. Most  local  authorities  will  take 
that  as  a guide  to  their  next  course  of 
action. 

21i6.3'.  Wihal  sort  of  panel  accepts  or  rejects 

the  child? The  panel  of  the  consultant 

paediatrician  and  the  educational  psycho- 
logist. 

2164.  INo  psychiatrist? No.  These 

childlren  are  .babies,  of  course. 

2165.  Under  fives? Under  fives,  and 

they  may  ibc  as  young  as  six  months. 

2166.  (Dr.  Thomas):  'Is  this  decision 

taken  as  .the  result  of  one  examination  by 
that,  panel? {Not  necessarily. 

2167.  What  -would  (be  the  average  kind 
of  period  of  observation  and.  examination ? 
— -The  actual  examination  would  prob- 
ably be  anything  up  'to  an  hour,  together 
with  reports  from  the  home  teacher  and 
fairly  full  medical  evidence  which  is  sub- 
mitted beforehand. 

2168.  (Chairman):  'But  you  say  the  Child 
may  be  as  young  as  six  months.  The 
home  (teacher  is  not  then,  concerned,  is  he? 
Yes,  Sir.  Home  teacher  is  a mislead- 
ing phrase.  For  the  blind',  the  person 
responsible  for  visiting  and  keeping  in 
touch  with  the  (blind  person  on  the  register 
is  called1  the  home  .teacher.  IHc  may  in 
fact  'be  more  responsible  for  cutting  toe 
nails  it'han  teaching,  but  he  ;is  called  a 
home  (teacher.  He  is  the  person  who  is 
the  'link  (between  the  local  authority  anti 
the  home,  whether  for  a child,  or  an  elderly 
person. 

2169.  'But  is  it  (possible  for  the  National 
Institute  for  the  (Blind'  to  come  ito  the 
conclusion  that  a baby  of  six  months-  or 
a year  old  is  ineducable  without  any 
psychiatric  assistance  at  all,  with  the  prob- 
ability that  ithe  judgment  of  the  Institute 
will  be  accepted  by  the  .local  education 
authority  as  excluding  the  child  from 

school  four  years  later?- Oh  no,  Sir 

Any  decision  which  our  doefcons'  make  is 
never  considered,  by  us  as  final.  Any  child 
can  always  be  re-examined.  I think  per- 
haps' the  use  of  the  word  “ ineducable  ’ 
particularly  when  you  are  dealing  with  the 
child  of  six  months  or  a year,  is  a rather 
grandiose  one.  The  point  is_  that  our 
nursery  schools  are  concerned,  with  children 
who.  are  ultimately  educable,  who  ulti- 
mately go  on  to.  schools,  .possibly  special 
schools  for  the  educationally  subnormal, 
but  who  are  educable  in  the  broadest  tech- 
nical sense.  One  frequently  has  children 
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for  examination  who  are — well,  passive  is 
putting  it  at  its-  highest  level.  One  must 
also  remember  that  our  consultants  prob- 
ably see  150  (blind,  children!  a year  and 
have  in  their  care  200  blind  children ; and 
the  pediatrician  has;  been  doing  this  wionk 
for  some  fifteen  yeans.  They  have  perhaps 
not  a completely  absolute  standard,  but 
they  have  more  experience  and'  a more 
constant  standard!  than  most  other  people 
in  the  country  for  making  am  assessment 
of  these  children.  The  local  authority 
need  never  accept  our  standard.  It  is>  the 
local  authority  which  has  made  applica- 
tion® to  us  for  the  admission  of  the  child. 
We  have  our  standards,  and  if  in.  our 
opinion  that  child,  at  .the  moment  falls 
below  that  standard-  We  say  so.  The  local 
authority  needi  not  accept  that,  and  dm  some 
cases  it'hey  do  not,  but  1 think  in  most 
cases  they  feel  that  it  is  right. 

2170.  You  say  normally  the  local  edu- 
cation authority  does  accept  it? They 

would  accept  it  as  a guide  to  their  next 
course  of  action. 

2171.  '(Dr.  Rees):  is  it  the  practice  of 

your  psychologist  ifco  use  intelligence  quo- 
tients?  With  a very  young  child',  usually 

n.o,  Sir. 

2172.  At  the  age  of  (five? A form  of 

intelligence  test  .is  used,  Ibut  the  .intelligence 
lest  in  existence  as  adapted  for  blind 
children  is  only  moderately  satisfactory, 
andi  any  intelligence  quotient  arrived  at 
from  it  should,  'I  think,  'be  treated  with 
some  reservation,  [People  are  at  the 
moment  working  on  a new  test  which  I 
think  should  be  more  absolute. 

2173.  IHave  you  a minimum'  intelligence 
quotient  at  which  you  wiilil  admit  children 

to  your  home? hNo,  Sir,  because  an  some 

cases  we  may  feel  that  the  intelligence 
quotient  arrived'  at  is  not  a fair  one ; the 
home  circumstances  may  have  been  such 
that  there  has  been.  an.  artificial  retardation, 
andl  the  score  in.  fact  may  be  anil.  ISb  we 
have  no-  absolute  standard  in.  that  respect. 

2174.  (Dr.  Thomas ):  You  mentioned  you 
had.  a standard  at  which  you  accepted 
children,  and'  that  below  that  standard  you 
reject  (them.  Could  you  fell  us  in  general 

lenm®  what  your  standards  are? f think 

in  general  terms'  it  is  'the  standard  of  co- 
operation, to'  judge  whether  you  .feel  that 
the  child — .by  child  'I  refer  to  a child  of 
three  or  a child  of  eighteen  months- — shows 
responses,  to'  sibiimuli  'which  (indicate  that  it 
will  develop'  along  reasonably  .normal  lines. 

I think  that  .is  probably  our  standard!.  The 
facts  that  the  child  is  unable  to  feed  itself, 
unable  to'  walk  and.  so  on  are  irrelevant  if 
we  feel  that  it  has  within  it  .the  response 
to  a stimulus. 

2175.  (Mrs.  Adrian):  I imagine  you  have 

not  'had  th.e  opportunity  of  following  up 
the  cases,  which  you  have  judged  -to-  be 
below  your  standard? Yes,  we  have.  I 


am  afraid'  that  in  ithe  majority  of  cases  our 
judgment  was  right.  There  are  certainly 
one  or  two  oases  where  our  judgment  was 
wrong*  and  where  we  have  subsequently 
admitted  the  .child1,  but  ini  most  cases  our 
judgment  was.  .right.  With  imaniy  children,  who 
are  borderline  .childnein  about  whom  we  are 
in  doubt  we  give  /them  the  benefit  of  the 
doubt  by  admitting  them  for  a period  of 
trial  for  six  months,  a year,  or  sometimes 
even,  longer,  maybe  three  years,  and  uf  at 
the  end  of  that  .time  their  .progress  is 
negligible'  and  tiheir  prognosis  is  very  poor 
indeed,  then  they  are  discharged. 

21716.  (Dr.  Thomas):  You  would  then 
have  on  your  waiting  list  probably  border- 
line mental  defectives — you  would  give 

them  the  benefit  of  the  doubt? Every 

time. 

2177.  And  being  on.  the  waiting  list  would 
mean  that  they  are  not  necessarily  mentally 

defective? If  they  are  on  the  waiting  list 

i t means  that  as  soion  as  we  have  a vacancy 
they  will  be  admitted, 

2178.  (Mrs.  Adrian):  What  proportion 

do  you  reject? At  the  moment  a very 

low  proportion,  indeed,  but  I think  it  is 
only  fair  to  say  that  probably  many 
children  are  not  .put  up  to  us  who  would 
be  rejected'.  I think  the  local  authorities 
know  by  now  roughly  what  our  standards 
are,  and  therefore  do  not  put  up  many 
children  who  are  clearly  ineduoable.  At 
the  moment  we  probably  only  reject  less 
than  10  per  oent.  of  the  children  we 
examine,  and  .some  of  those  may  'be  rejected 
beoause  they  have  a dual  physical  handicap 
which  is  so  .severe  that  we  have  not  got 
the  staff  to  cope  with  it,  not  necessarily 
because  of  their  mental  condition  only. 

_ 2 1 79.  (Chairman):  Is  there  not  a fairly 
high-  incidence  of  emotional  instability  in 
the  blind,  quite  apart  from  defect  of  in- 
telligence?  Yes.  I do  not  know  how  it 

compares  with  the  incidence  among  other 
handicapped  children.  At  the  moment,  of 
225  children  in  our  nursery  schools  certainly 
60  are  retarded  physically  or  mentally,  but 
they  .may  be  intellectually  of  educationally 
subnormal  standard,  and  not  necessarily 
emotionally  dist.unbed.  I do.  not  think  that 
the  proportion  is  as  high  as  is  generally 
felt.  I think  the  emotional  disturbances  are 
very  often  not  only  those  of  blindness ; 
they  are  the  disturbances  which  are  asso- 
ciated with  the  handicapped  child  in  a 
borne,  or  with  his  being  sent  away  to 
school  to  a new  environment,  or  with  the 
sense  of  guilt  on-  the  part  of  parents,  the 
sen.se  of  .frustration,  the  sense  of  incom- 
petence. I think  that  those  would  often, 
be  common,  to  children  with  other  handi- 
caps who.  have  to  gO'  away.  From  what  I 
have  seem  so.  far  I .think  thait  too'  much 
emphasis  is  put  on  the  emotional  disturb- 
ance associated,  with  blindness  simply  as 
blindness. 
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^il-80  Is  Chat  not  rather  'begging  the  ques- 
tion?  1 still  say  I think  -that  the  impres- 

sion' of  a nather  high  incidence  of  emotional 
disturbance  associated  with  blindness  is  not 
in  ifiact  true.  We  do  certainly  have  quite  a 
number  of  children  who  have  temporary 
disturbances,  but  I do'  not  think  lit  is  so 
high  as  is  thought. 

2181.  You  are  speaking  now  entirely 

about  the  pre-school  child? Yes,  on  that 

point  I was. 

21,82.  Would  you  say  the  same  thing 
about  the  older  child  or  the  young  man  or 
woman  in  the  blind  school  ais  you  do  about 
the  pre-school  child?— The  Institute  only 
has  experience  of  pupils  at  the  two  gram- 
mar schools'  for  boys  and  girls,  and  at  one 
school  which  deals  with  (blind  children  with 
additional  handicaps.  I think  in  the  two 
grammar  schools  you  certainly  have  a 
greater  incidence  of  emotional  maladijust- 
ment  than  you  would  in  that  group  of 
children  af  'they  were  sighted.  But  I think 
you  should  expect  it,  because  I think  at 
that  age  both  the  boys  and  the  girls  are 
becoming  increasingly  aware  oif  their  in- 
ability to  carry  out  certain  things.  I think 
the  girl  is  beginning  to  realise  increasingly 
that  her  chance  of  marriage  and  making 
a home  is  far  less  satisfactory,  far  less 
sure- ; tihe  boy  is  realising  that  his  choice  of 
training  and  career  is  restricted.  The  boy 
or  girl  at  the  grammar  school  or  public 
school  at  that  age  tends  to  be  ait  the  most 
sensitive  and  uneasy  stage,  and  I,  think  with 
the  blind  child  it  is  even  more  so. 

2183.  What  is  meant  'by  your  recom- 
mendation ( f)  that  there  should  be  increased 
provision  for  the  high-grade  feeble-minded 

ineducable  child? At  the  moment  there 

is  only  one  institution,  the  lElleni  Terry 
Home  at  'Reigate,  which  deals  with  tihe 
child  who  is  deemed  ineducable  within  the 
meaning  of  the  Education  Act  and  is  there- 
fore mentally  defective,  but  who  is 
certainly  trainable,  and  may  in  due  course 
improve  and  come  within  the  educable 
field  at  the  lowest  level  as  an  educationally 
subnormal  child.  iNow,  at  the  moment,  I 
may  say,  going  back  to.  the  small  children, 
we  admit  to  the  Sunshine  Homes  children 
about  whom  we  have  aniy  douibt.  We  may 
keep  them  for  one,  two  or  three  years  in 
one  of  our  two  homes  which  deal  with 
retarded  children.  'If,  after  two  or  three 
years  there,  their  progress  is.  still  so  slow 
that  their  attainment  at  the  age  of  three 
and  a half  is  perhaps  that  of  a child  of 
eighteen  months,  and  if  we  feel  that  even 
our  slow  pace  is  still  too  much  for  them 
and  they  are  not  benefiting  from  it,  we 
discharge  them.  At  the  moment  those 
children  are  then  ascertained  as  mentally 
defective  and  either  go  into-  an  institution 
or  are  kept  at  home.  There  is  a need  for 
a greater  provision  of  the  small  unit, 
probably  like  the  Ellen  Terry  Home,  o.r 


like  our  homes,  taking  not  more  than 
twenty  five  or  .thirty  children,  where  these 
children  can  'be  treated  as  a small  group 
and  most  of  them  trained  to  be  inde- 
pendent, sociable  and  at  least  not  a total 
drain  on  the  community.  A blind  child, 
particularly  a .blind  baby,  does  need 
stimulation,  and  with  the  low-grade  ones 
if  you  just  leave  them,  such  powers  as  they 
have  will  very  quickly  atrophy,  whereas 
in  a home  like  the  Ellen  Terry  Home  this 
type  of  child  can  be  given  occupation  and 
stimulation.  iFrom  there  one  or  two  of 
them  may  be  upgraded  and  come  back  to 
us  at  Condover,  which  ,is  our  school  for 
children  with  additional  handicaps.  There 
•is  only  that  one  home  for  -these  children, 
and  we  feel  that  there  is  a need  for  more. 

2184.  Do  you  think  the  needs  of  the 
blind  are  so  peculiar  that  they  ought  to  be 
educated  or  trained  apart  from  their 

sighted  fellows? 'No,  Sir,  we  wish  that 

there  was  not  the  segregation  that  already 
exists.  This  applies  at  all  ages..  The 
segregation  is  a historical  one  which  has 
grown  up  and  is  not  based  on  first 
principles.  I do  not  think  that  there  need 
be  any  segregation  for  these  children.  lucre 
is  no  reason  why  any  institution  for  the 
high-grade  ineducable  child  should  not 
admit  the  blind  child,  but  the  sighted 
educational  world  has,  ll  think,  quite  a de- 
gree of  'fear  about  the  'blind.  They  feel 
that  there  is  some  mystery  about  the  blind 
child  which  they  cannot  cope  with,  which 
I do  not  think  is  true  at  all. 

2185.  (Mrs.  Bnuldock)-.  You  say  that  if 
you  find  that  children  are  unable  to  he 
educated  in  your  homes  or  that  they  are 
below  standard  and  are  discharged,  most 
of  those  who  are  discharged  would  be 

considered  to  be  mentally  deficient? 

That  is  so,  yes. 

2186.  So  the  fact  that  your  home  dis- 
charges them  is  taken  as  a criterion  of 

mental  deficiency? That  is  going  back 

to  an  earlier  point.  I think  it  is  an  in- 
dication to  the  local  authority  that  it  is 
very  probable  that  they  are,  at  aniy  rate 
at  the  moment,  ineducable.  The  normal 
machinery  is  then  used  for  the  ascertain- 
ment and  certification  of  those  children. 
There  are  sometimes  cases  where  the 
local  medical  services  disagree,  and  we  are 
perfectly  prepared  to  reconsider  our 
decision,  but  in  most  cases-  I think  they 
would  tend  to  .accept  what  we  say  as  a 
fairly  accurate  indication,  of  the  cmld_s 
future  development. — (Miss  Thompson)'.  Is 
it  not  mainly  -because  there  is  nowhere 
else  for  the  child-  to.  be  sent?  'He  probably 
cannot  be  kept  in  his  own  home,  otherwise 
the  mother  would  not  apply  for  his  ad- 
mission to  the  'Sunshine  IHomes,  and  there 
•is  nowhere  for  the  child  -to  'be.  sent 
except  to  the  mental  deficiency  hospital. 

2187.  That  is  the  point  -I  was  trying  to 
get  at.  Is  the  position  that  when  you 
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find  that  a child  is  incapable  of  being 
educated,  lie  is  almost  automatically  certi- 
fied as  mentally  deficient  and  taken  into  a 
mental  deficiency  institution? Yes. 

2 liS'8 . And  would  you  say  that  is  only 
because  there  'is  a lack  of  other  type  of 

accommodation? It  is  so,  I think. — {Mr. 

Colborne  Brown.)  Yes.  Some  of  them  1 
think  would  be  i.n  current  terms  institution 
cases  anyhow  because  they  require  no  more 
than  nursing. 

2189.  If  they  require  no  more  than  nurs- 
ing they  are  treated  as  mental  defectives 
because  you  have  been  unable  .to  deal  with 

them? No.  Because  we  arc  unable  to 

deal  with  them  they  are  discharged.  The 
reason  that  'they  require  no  more  than  nurs- 
ing is  that  their  standard  of  response  is  so 
low  that  in  fact  all  they  need  is  feeding  and 
caring  for. 

.2190. {Dr.  Thomas):  Might  we  clarify 'this? 

I think  there  is  some  coinifusioin  arising 
from  the  fact  that,  the  same  children  have 
been  referred  to  both  as  high-grade  feeble- 
minded and  as  ineducable.  Suppose  we  call 
them  ineducable  and  (trainable.  1 think  that 

is  probably  more  accurate,  is  it  not? 

Ineducable’  is  .the  term  ; they  are  ineducable 
so  far  as  the  education  authority  is  con- 
cerned. 

I2.19'l.  Yes,  but  that  will  not  apply  to  high- 
grade  feeble-minded  children  who  are  in- 
cluded in  the  educationally  sub-normal 
group? il  agree. 

2192.  So  that  the  high-grade  feeble- 
minded child  is  not  ineducable? No. 

2‘1‘9'3'.  You  will  still  "keep,  you  tell  us,  in 
your  homes  the  children  who  are  borderline 
so  far  as  educability  is  concerned? Yes. 

2194.  And  we  may  refer  to  them  as 
feeble-minded  or  educationally  sub-normal? 
As  educationally  sub-normal,  yes. 

2195.  That  brings  us  to>  the  next  group 
who  come  under  the  Mental  'Deficiency  Act, 
that  is  the  imbecile  or  idiot  child.  Would, 
you  say  that  the  proper  place  for  such  a 
person  if  he  was  blind  would1  (be  in  a mental 
deficiency  hospital,  the  prime  mental  defect 
being  the  one  to  be  concerned  with?. — — 
Are  you  omitting  then  the  borderline  insti- 
tution such  as  the  Ellen  Terry  Home? 

2'196.  Is  not  that  a home  for  the  educa- 
tionally .sub-normal? :No,  I d'o  not  ithink 

it  is  at  ithe  moment.  It  takes  children  of 
a lower  level  than  educationally  sub-normal. 

2197.  Though  they  are  a trainable  grade 

o.f  patients? Yes.  Condover  takes 

children  of  the  lowest  level  of  educability, 
in  the  technical  sense  of  the  word,  that  is 
the  educationally  isub-normal  children  ; be- 
low .that  the  best  of  the  trainable  children 
go  to'  the  Ellen  Terry  'Home  when  they  have 
acoommodationi,  and  the  other  children 
would  come  within  the  imbecile  and  idiot 


2198.  How  many  .beds  has  the  Ellen 

Terry  Home? 1 think  it  is  about  40. 

2199.  {Chairman):  I have  no  questions  to 
ask  on  your  recommendations  (g)  (h)  and  ( i ), 
except  with  regard  to  the  provision  of  home 
teaching  by  local  authorities.  In  your  ex- 
perience are  a fairly  high  proportion  of  the 
parents  of  high-grade  feeble-minded  children 
unsatisfactory?  Do  a high  proportion  of 
such  'Children  need  to  be  taken  from  their 
home®  in  order  to  be  properly  cared  for 

and  looked  after? 1 think  you  have  a 

greater  proportion  of  good  homes  which 
produce  blind  high-grade  feeble-minded 
children  than  sighted  high-grade  feeble- 
minded children,  because  the  dual  handicap 
is  often  the  result  of  some  other  injury.  I 
think  it  is  very  often  not  a question  whether 
the  home  is  not  good  enough  to  keep  the 
child,  but  the  pressure  which  the  presence 
of  the  child  may  put  on  the  home  and  the 
marital  relations  of  the  family. 

2200.  I®  there  anything  more  you  would 

like  to  say? -No,  my  Lord,  I think  that 

we  feel  that  what  we  have  submitted  has 
(been  most  fully  examined  and  most 
sympathetically  treated.  I do.  not  know  if 
Miss  Thompson  would  like  to'  add  any- 
thing?— (Miss  Thompson .)  I think  it  would 
be  'better  if  more  use  could  be  made  of 
services'  such  as  the  home  teachers  service, 
when  this  is  available,  when  people,  particu- 
larly adults,  are  certified.  It  seems  strange 
that  some  people  get  into  mental  hospitals 
and  are  there  for  quite  a considerable  time 
and  then  when  it  is  too  late  come  into 
the  ordinary  homes  for  the  blind.  When 
they  come  to'  us  they  seem  to  be  quite  all 
right,  yet  they  have  been  certified  some 
years  before  that  and  have  spent  many  years 
in  the  mental  hospital.  This  refers  mainly 
to  deaf-blind  people ; we  do  not  find  it  with 
people  who  are  only  blind.  If  the  deaf- 
blind  can  write  Braille  it  seemsi  to  be  all 
right,  because  they  can  convey  their 

feelings  to  the  outside  word,  but  if  they 

cannot  speak  and  have  never  been 

taughit  Braille  'they  just  cannot  convey  their 
feelings  to  'the  outside  world  at  all,  or  to 
their  relatives  or  friends,  and  generally  it  is 
because  the  relatives  will  not  have  them  or 
cannot  converse  with  them  that  they  are 
certified.  We  have  had  cases  in  the 

last  few  years  of  deaf-blind  people  between 
the  ages  of  40  and.  60,  who  have  come  away 
for  a time  from  the  mental  hospital  to  see 
how  they  would  react  in  a home  for  the 
deaf-blind,  and  they  have  done  quite  well. 
I only  know  of  (two  cases  where  they  had 
to  go  back  again ; the  others  have  been 
de-oertified. 

(Mr.  Colborne  Brown) : My  Lord,  may  I 
thank  you  on  behalf  of  the  Institute  for 
your  and  your  Commission’s  very  sympa- 
thetic consideration  of  our  submissions. 


grade. 


(The  witnesses  withdrew.) 


(30499)  V/t.  2476-1  K5  1/55  D.L. 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


Crown  Copyright  Reserved 

PRINTED  AND  PUBLISHED  BY  HER  MAJESTY’S  STATIONERY  OFFICE 

To  bo  purchased  from 

York  House,  Kingsway,  London,  w.c.2  423  Oxford  Street,  London,  w.  1 

PjO.  IBOX  569,  LONDON,  S.E.l 

13a  Castle  Street,  Edinburgh,  2 109  St.  Mary  Street,  Cardiff 

39, King  Street,  Manchester,  2 Tower  Lane,  Bristol,  1 

2 Edmund  Street,  Birmingham,  3 SO  Chichester  Street,  Belfast 
or  from  any  Bookseller 
1955 

Price  2s.  Od.  net 

PRINTED  IN  GREAT  BRITAIN 


S.O.  Code  No.  73-29-10 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


ROYAL  COMMISSION  ON  THE 
LAW  RELATING  TO  MENTAL 
ILLNESS  AND  MENTAL  DEFICIENCY 

MINUTES  OF  EVIDENCE 


WITNESSES 

Association  of  Managers  of  Schools 
Approved  by  the  Secretary  of  State 

Association  of  Headmasters,  Headmistresses 
and  Matrons  of  Approved  Schools 


11 


ELEVENTH  DAY 

Wednesday,  27th  October,  1954 


Crown  Copyright  Reserved 


LONDON:  HER  MAJESTY’S  STATIONERY  OFFICE 
1955 

PRICE  1.S  3 d NET 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


WITNESSES 

Association  of  Managers  of"! 

Schools  Approved  by  the 
Secretary  of  State 
Mr.  F.  R.  Groom 
Miss  D.  G.  Anderson 

Mr.  T.  F.  Tucker  L Pages  421-442, 

Questions  2201-2276 

Association  of  Headmasters, 

Headmistresses  and  Matrons 
of  Approved  Schools 
Mr.  J.  Gittins 
Miss  I.  Wannop 


The  minutes  of  evidence  taken  from  the  Royal  Medico-Psychological  Association 
on  the  27th  October,  1 954,  are  printed  with  the  Eighth  Day’s  evidence. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 


ELEVENTH  DAY 

Wednesday,  27th  October , 1954 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

Mrs.  H.  A.  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

Mr.  R.  M.  Jackson,  LL.D.,  J.P.  F.R.C.P.,  D.P.H. 

Miss  H.  M.  Hedley  ( Secretary ) 

Mr.  F.  R.  Groom  ( Honorary  Secretary),  Miss  D.  G.  Anderson  and  Mr.  T.  F.  Tucker 
on  behalf  of  the  Association  of  Managers  of  Schools  Approved  by  the  Secretary  of 
State,  and 

Mr.  J.  Gittins  (. President ) and  Miss  1.  Wannop  on  behalf  of  the  Association  of  Head- 
masters, Headmistresses  and  Matrons  of  Approved  Schools, 
called  and  examined. 


Memorandum  submitted  jointly  by  the  Association  of  Managers  of  Schools 
Approved  by  the  Secretary  of  State  and  the  Association  of  Headmasters, 
Headmistresses  and  Matrons  of  Approved  Schools 

( This  was  originally  published  in  February,  1954,  as  a Monograph  by  the  Technical 
Sub-Committee  appointed  by  the  Association  of  Headmasters , Headmistressses  and 
Matrons  of  Approved  Schools .) 

SUB-NORMAL  CHILDREN  IN  APPROVED  SCHOOLS 

Introduction 

1.  In  July,  1952,  the  Home  Office  Central  Advisory  Committee  asked  the  Associa- 
tion of  Managers  of  Approved  Schools  to  prepare  a memorandum  on  the  subject  of 
sub-normal  Children.  The  Secretary  of  the  Managers’  Association  invited  the 
co-operation  of  the  Secretary  of  the  Heads’  Association  and,  after  some  preliminary 
discussion,  a Committee  was  formed  to  study  the  subject.  This  Committee  consisted 
of  the  Technical  Sub-Committee  of  the  Association  of  Headmasters,  Headmistresses, 
and  Matrons  of  Approved  Schools  together  with  representatives  of  the  Association 
of  Managers  of  Schools  Approved  by  the  Secretary  of  State. 

Definition  of  terms 

2.  In  the  original  memorandum  prepared  by  the  Managers’  Association  the 
following  passage  occurred:  — 

“ By  sub-normal  children  we  mean  boys  and  girls,  especially  girls,  whom 
our  experienced  Heads  are  able  to  assess  with  some  degree  of  certainty  as  those 
.who  will  pass  through  the  schools  with  or  without  trouble,  but  upon  legal  release 
will  .be  unable  to  fend  for  themselves  and  become  easy  prey  to  the  unscrupulous. 
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3.  The  Committee  used  .this  as  a basis  for  discussion  and  one  of  the  main  advan- 
tages of  the  discussion  was  that  it  enabled  individual  members  of  the  Committee  to 
agree  about  the  sort  of  child  under  review.  It  is  less  easy  to  frame  an  accurate 
descriptive  definition.  We  decided,  however,  that  we  were  talking  about  “ the  'boy  or 
girl  who,  for  reasons  of  physical,  mental,  or  character  defect  is  unfitted  to  cope  with 
normal  life  in  the  outside  world  ”.  We  are  aware  that  a good  deal  of  time  could 
be  spent  on  amplifying  and  elucidating  this  definition.  There  are,  however,  moro 
than  academic  problems  involved.  We  are  dealing  with  an  urgent  matter  that  ia 
well-known  to  all  social  workers  and  there  is  no  difficulty  in  recognising  the  group 
with  which  we  are  concerned  even  if  we  cannot  fit  the  children  into  precise 
diagnostic  categories.  It  must  also  be  emphasised  that  we  are  talking  of  a selected 
group  within  a highly  selected  group.  We  are  not  concerned  with  sub-normal  children 
as  a whole:  only  with  those  (a  relatively  small  proportion)  who  are  committed  to 
approved  schools. 

4.  It  is  a matter  of  concern  that  residential  accommodation  and  other  treatment 
for  sub-normal  children  is  sadly  deficient.  There  are  far  more  mental  defectives  in 
the  country  than  can  be  placed  in  iM.D.  hospitals  or  than  can  be  effectively  super- 
vised by  the  local  health  authorities.  There  are  far  too  few  residential  schools  for 
educationally  sub-normal  children.  There  are  too  few  colonies  for  epileptics. 
Specialised  treatment  for  spastic  children,  for  post-encephalitic  cases  or  for  the 
emotionally  maladjusted  is  not  easy  to  obtain.  It  is  therefore  to  be  expected  that  a 
certain  proportion  of  these  unfortunate  youngsters  will  find  their  way  into  approved 
schools,  either  as  having  committed  offences,  or  as  being  “ in  need  of  care  or 
protection  ”. 

5.  All  this  is  common  knowledge.  There  is,  however,  a further  difficulty  that 
seems  not  to  be  well  understood.  We  have  got  so  used  to  putting  the  various 
deficiencies  into  categories  that  we  sometimes  forget  that  we  are  dealing  with  human 
beings.  Not  infrequently  a child  who  is  not  defective  in  any  single  sense  is,  never- 
theless, incapable  of  standing  on  his  own  feet.  A car  may  function  with  a rundown 
battery  or  with  dirty  plugs.  If,  however,  it  has  both,  it  may  well  refuse  to  start. 
We  find  children  who  are  dull,  emotionally  disturbed,  not  up  to  standard  physically, 
and  who,  by  a combination  of  minor  defect,  exhibit  in  total  the  same  incapacity  as  a 
mental  defective.  (We  are  here,  of  course,  using  the  term  “ mental  defective  " in 
the  sense  in  which  it  seems  commonly  to  be  understood — i.e.,  as  “ intellectually 
incapable”.  We  are  aware  that  it  is  becoming  increasingly  common  for  “social 
incompetence”  to  be  taken  as  the  criterion  for  certification  under  the  Mental 
Deficiency  Acts  and  we  have  studied  the  joint  memorandum  prepared  by  the  British 
Medical  Association  and  the  Magistrates’  Association  on  the  matter.  Although 
this  may  be  a justifiable  extension  of  the  phrase  “ defect  of  mind  ’’  used  in  the  Act, 
it  is  possibly  not  one  that  was  intended  when  the  Act  was  drafted.) 

6.  Whatever  view  one  may  hold  on  these  questions,  it  is  a matter  of  practical 
experience  that  the  child  who  suffers  from  combined  minor  defects  is  much  mere 
difficult  to  fit  into  existing  statutory  and  administrative  arrangements,  The  various 
agencies,  already  hard  pressed  by  severe  problems  that  fall  well  within  .their  function 
do  not  want  .this  kind  of  child.  The  fact  of  his  not  being  wanted  can  sometime*; 
produce  appalling  results  in  the  child  himself.  We  have  heard  examples  quoted 
where  gross  psychopathy  has  resulted  largely  from  this  kind  of  attitude. 


Methods  of  investigation 

7.  The  Classifying  Sohools  for  boys  and  girls  are  in  possession  of  a good  deal 
of  relevant  material  and  two  Classifying  Schools  were  asked  to  analyse  samples  of 
their  intake.  They  were  asked  to  indicate  how  many  of  the  children  admitted  were 
suffering  from  single  or  combined  defect  to  an  extent  likely  to  make  successful 
training  very  doubtful. 
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8V  A"  examination  of  1 ,600  consecutive  entrants  to  the  boys’  Classifying  School 
produced  the  following  table:—  ' 6 


Single  defect 

_ . Per  cent. 

Seniors  7. 2 

Intermediates  5.2 

Juniors  4.3 

Primaries 9.9 

Total  5.9 


Single  and 
combined  defects 
Per  cent. 
16-6 
16-8 
14-8 
22-2 

16-6 


9.  The  figures  from  the  girls’  Classifying  School  refer  to  200  consecutive  entries, 
j°rr  a ®lr. s ?ver  *4.  Of  these  8 per  cent,  were  assessed  as  severely 

defective,  m a single  respect,  and  15  per  cent,  as  possessing  either  single  or  combined 
defect  These  figures  are  not  dissimilar  from  those  quoted  for  the  boys  The 
breakdown  is  as  follows:  — 


Intelligence  Physique 

Per  cent.  Per  cent. 

Defect  of  a single  factor  ...  2-5  [-0 

Combined  defect  (as  defined  above): — 

Intelligence  and  physique  

Intelligence  and  character  

Character  and  physique 

Intelligence,  physique,  and  character  ... 


Character  Total 

Per  cent.  Per  cent. 
4-5  8.0 


1-5 

3-5 

0- 5 

1- 5 


Total  ...  ...  ...  ...  ...  ...  __  7,0 


10.  It  is  not  sufficient  for  a Classifying  School  to  say  that  a child  is  unlikely  to 
succeed  after  a period  of  training  in  an  approved  school : the  opinion  must  be  put 
to  the  test.  We  therefore  decided  to  follow  up  a group  of  children  who  had  com- 
pleted their  approved  school  training  and  who  ihad  been  on  licence  for  some  time  and 
we  attempted  to  discover  how  many  of  the  failures  on  licence  were  inevitable  because 
of  a constitutional  defect  (or  combination  of  defects)  in  the  child.  We  therefore 
prepared  a questionnaire  which  we  sent  to  the  Heads  of  a number  of  schools  The 
results  were  very  interesting,  tout  they  told  us  more  about  the  schools  than  they  told 
us  about  the  children  who  are  the  object  of  our  study.  It  was  apparent  that  Head- 
masters and  Headmistresses  varied  a good  deal  in  their  willingness  or  their  reluct- 
ance to  label  a child  as  “ a hopeless  case  ",  There  is  much  misunderstanding  of  the 
process  for  certification  of  .mental  defectives,  of  the  relation  of  I.Q.  measurement 
to  mental  defect,  and  of  the  relevance  of  social  incompetence.  One  Head,  for 
instance,  referred  to  three  “iborder-line  defectives  who  were  subsequently  certified”. 

11.  The  Committee  considered  all  these  results  and  decided  that  the  only  way 
to  get  it  standard  would  be  for  the  Committee  itself  to  agree  on  standards  and  for 
members  of  the  Committee  to  consult  closely  with  the  Heads  of  other  schools,  giving 
them  an  accurate  picture  of  what  we  were  looking  for  and  then  asking  them  to 
survey  the  cases  licensed  from  their  schools. 

12.  The  following  questionnaire  'was  prepared.  It  must  ’be  remembered  that  this 
was  a questionnaire  to  serve  as  a 'basis  for  discussion  between  the  members  of  the 
Technical  Sub-Committee  and  the  Headmaster  or  Headmistress  who  was  going  to 
provide  the  results.  Personal  discussion  in  addition  to  the  questionnaire  is  an  essential 
feature  of  the  process  : — 

Questionnaire  on  Sub-Normal  Children 
(1)  We  are  interested  in  three  classes  of  children : — 

(a)  Mental  defectives.  This  refers  to  children  who  were  certified  under  the 
iM.D.  Act  or  who  could  have  been  certified  'but,  for  one  reason  or  another, 
were  not  dealt  with  in  this  way. 
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<b)  Border-line  M.D's.  This  refers  roughly  to  children  with  l.Q’s.  between 
65  and  75  although  general  social  competence  should  be  taken  as  the 
guide  rather  than  actual  intelligence  quotients. 

(c)  Children  who  are  constitutionally  disabled  in  other  ways  to  an  extent  that 
1 makes  their  probably  success  unlikely.  This  refers  to  children  of  more 
intelligence  who  are  epileptic,  mentally  abnormal,  severely  institu- 
tionalised” or  physically  disabled.  The  criterion  is  that  the  disability 
must  be  such  that  the  child  is  unlikely  to  succeed. 


(2)  Questions. 

The  Period  of  the  review  is  1st  January,  1948,  to  31st  December.  1950— or,  in 
the  case  of  a new  Head  or  a new  school,  as  much  of  this  period  as  possible. 


(a)  What  is  the  period  actually  considered? 

<b)  How  many  ohildren  were  removed  from  the  school  between  1st  January, 
1945  and  31st  December,  1947  (by  transfer  to  another  school,  certifica- 
tion, ’as  mental  defective,  committal  to  Borstal,  etc.)  whose  removal  was 
primarily  due  to  constitutional  defect?  Please  specify  the  causes. 


(cfi  How  many  of  the  children  actually  licensed  were  mentally  defective? 
How  many  of  these  have  failed  up  to  the  present  time?  The  Head  is 
asked  to  use  his  or  her  discretion  here.  Appearance  in  court  does  not 
necessarily  denote  failure  ; neither  does  non-appearance  denote  success. 
Is  the  child  living  a reasonably  happy,  reasonably  efficient,  reasonably 
well  adjusted  life? 


(e)  How  many  of  'the  children  actually  licensed  were  border-line  mental 

defectives?  How  many  of  these  have  failed? 

(f)  How  .many  of  the  children,  were  of  reasonably  normal  intelligence  but 

constitutionally  defective  in  other  ways?  How  many  of  these  have  failed? 


fe)  How  many  of  the  children  who  were  licensed  from  the  school  during  the 
period  failed  in  the  sense  described  above?  N.B. — This  refers  to  all 

children  and  not  only  those  suffering  from  constitutional  defect. 


(a)  Period  under  review 

(b)  No.  of  children  licensed 

IM.D.  Transfer  Borstal  Other  causes 


(c)  No.  previously  removed 

(d)  No.  of  mental  defectives  No.  of  these  who  failed 

(e)  No.  of  border-line  M.D’s No.  of  these  wiho  failed 

if)  No.  Of  other  constitutional  „ , 

defectives  No.  of  these  who  failed 

(g)  Total  number  of  failures  .among  all  children  licensed  

(h)  Any  comments : — 


(3)  Each  member  of  the  Technical  Sub-Committee  visited  a number  of  schools 
and  went  through  a sample  of  ‘the  population  under  review  'with  the  Head. 
When  .the  standard  had  been  agreed,  the  Head  was  asked  to  survey  all  the  children 
who  lhad  ibeen  licensed  between,  the  1st  January,  1948,  and  the  3 1st  December, 
1950  and  also  those  children  who  had  been  in  the  school  at  the  same  time 
(i.e., ’roughly  from  1945  to  1947)  who  had  been  removed  during  training.  The 
results  appear  in  the  following  tables. 
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13.  Summary  of  Replies  to  Questionnaire  on  Sub-Normal  Children 


BOYS 

This  Table  refers  to  boys  who  were  licensed  between  1st  January,  1948,  and  31st  December , 1950 


Junior 

Intermediate 

Senior 

Total 

Number  of  boys 
licensed 

Number  of  boys 

120 

108 

55 

106 

39 

78 

140 

111 

52 

93 

97 

199 

138 

69 

1,405 

removed  during 
training 

12 

11 

2 

5 

0 

? 

9 

2 

8 

2 

19 

4 

3 

10 

87 f 

Number  of  defec- 
tives failed 
Number  of  defec- 

0 

2 

0 

0 

0 

2 

1 

4 

0 

1 

5 

0 

0 

2 

17 

tives  licensed  ... 

0 

4 

0 

0 

0 

3 

1 

4 

0 

1 

6 

1 

0 

3 

23 

Number  of  border- 
line failed 
Number  of  border- 

6 

7 

3 

1 

1 

1 

2 

3 

0 

1 

5 

2' 

3 

4 

39 

line  licensed  ... 

12 

16 

6 

7 

4 

3 

7 

6 

0 

1 

13 

6 

14 

11 

106 

Number  of  const!- 

tutional  defec- 
tives failed 

3 

0 

0 

3 

1 

0 

10 

1 

3 

2 

3 

5 

4 

1 

3d 

Number  of  consti- 

tutional  defec- 
tives licensed  ... 

3 

0 

2 

6 

1 

2 

18 

2 

5 

2 

6 

10 

5 

2 

64 

Total  Failures 

on  Licence  . . . 

14 

48 

12 

15 

9 

8 

46 

33 

7- 

11 

23 

74 

.19 

13 

332 

GIRLS 


This  Table  refers  to  girls  who  were  licensed  between  1st  January,  1948,  and  3b/  December,  1950 


Junior 

Intermediate 

Senior 

Total 

Number  of  girls 
licensed  

27 

95 

16 

38 

45 

43 

61 

44 

60 

32 

62 

67 

76 

666 

Number  of  girls 
removed  during 
training  

6 

10 

2 

12 

2 

13 

12 

2 

39 

4 

5 

22 

30 

159 

Number  of  defectives 
failed  

0 

0 

0 

0 

0 

2 

0 

0 

1 

1 

0 

0 

0 

4 

Number  of  defectives 
licensed  

0 

0 

0 

0 

0 

2 

1 

0 

2 

2 

0 

0 

0 

7 

Number  of  border-line 
failed  

1 

1 

3 

1 

3 

1 

5 

3 

2 

3 

1 

2 

9 

35 

Number  of  border-line 
licensed  

2 

12 

6 

2 

10 

2 

12 

5 

3 

3 

3 

2 

18 

80 

Number  of  constitu- 
tional defectives 
failed  

0 

5 

3 

1 

2 

2 

0 

4 

6 

1 

3 

3 

0 

30 

Number  of  constitu- 
tional defectives 
licensed  

0 

9 

3 

4 

4 

2 

0 

7 

7 

1 

3 

3 

0 

43 

Total  Failures  on 
Licence  

4 

16 

7 

4 

5 

11 

11 

7 

18 

5 

12 

12 

16 

128 
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Comments  on  the  tables 

Qualitative 

14.  In  discussion  with  Heads  a number  of  interesting  points  arose  and  a striking 
fact  was  the  identity  of  the  views  expressed  Iby  people  working  quite  separately  in 
different  schools. 

15.  The  outstanding  feature  -of  the  majority  of  sub-normal  children  -seems  to  be 
that  they  can  adjust  themselves  to  a controlled  environment  and  they  do  not  present 
abnormal  difficulties  while  they  are  in  an  approved  school.  Their  personal  attach- 
ments to  individuals  are  flimsy,  their  emotional  life  is  often  very  shallow,  and  thus 
they  are  not  dependable  and  cannot  -be  left  to  their  own  initiative  or  sense  of  respon- 
sibility. It  was  repeatedly  emphasised  that  many  of  these  children  can  adjust  them- 
selves to  a group  rather  than  an  individual  and  some  even  prefer  a soulless 
institution, 

16.  Another  serious  problem  was  the  institutionalised  child  whose  non-attachment 
causes  his  emotional  development  to  remain  at  an  infantile  level.  He  becomes 
accustomed  to  institutional  life,  depends  on  the  security  of  an  institutional  -back- 
ground, “ knows  the  ropes  ”,  and  re-acts  very  strongly  in  certain  characteristic 
situations.  He  is  virtually  a stranger  in  the  outside  world.  He  tends  to  be 
transferred  from  place  to  place  and  this  makes  hi-m  -much  -more  of  a problem. 

17.  The  following  chief  types  were  discussed : — 

(a)  Mental  defectives.  A number  of  mental  and  moral  defectives  are  com- 
mitted to  approved  schools.  Although  they  may  be  certified  after  admis- 
sion, their  removal  under  Section  9 of  the  Mental  Deficiency  Act,  1913, 
is  very  difficult  owing  to  lack  of  accommodation  in  M.D.  institutions. 
T-he  experience  of  approved  schools  is  that  where  children  are  discharged 
to  supervision  by  the  local  health  authority  the  after-care  often  leaves  a 
lot  to  be  desired. 

A number  of  the  defectives  who  are  admitted  to  approved  schools  are  perfectly 
stable  and  can  be  satisfactorily  adjusted  and  placed  on  licence  within  the 
normal  period  of  approved  school  training.  We  therefore  do  not  recom- 
mend that  a child  should  necessarily  be  removed  from  an  approved  school 
if  he  is  feeble-minded.  He  may  still  be  -trainable  under  approved  school 
conditions. 

Unstable  defectives  are  not  trainable  under  ordinary  approved  school  condi- 
tions and  cause  a totally  disproportionate  disturbance  to  the  training  of 
other  children  and  make  exorbitant  demands  on  the  time  of  members  of 


The  high-grade  defective  who  is  not  certified  because  of  the  difficulties  of 
removal  (or  wh-o  may  be  “ given  a chance  ”)  is  very  difficult  to  place  on 
licence. 

(b)  Border-line  defectives.  By  this  we  mean  children  who  are  feeble-minded 
but  whose  level  of  intelligence  is  -such  that  -they  would  not  -be  certified 
on  this  ground  alone.  Unfortunately  many  of  these  children  come  from 
the  worst  homes  and  exhibit  all  the  results  of  deficient  early  training, 
faulty  social  attitudes,  absence  of  -moral  concern,  which  are  difficult  to 
remedy  when  the  intellectual  equipment  is  meagre. 

(c)  Dull  children.  The  majority  of  children  committed  to  approved  schools 

are  dull  by  ordinary  standards.  Intellectual  dullness  is  no  -bar  to  satis- 
factory adjustment  m the  outside  world  unless  it  is  combined  with  (a) 
apathy  or  ( b ) erratic  behaviour.  v ' 

Id)  Children  of  normal  intelligence.  A very  small  group  of  physical  defectives 
present  some  difficulty  here— but  their  numbers  are  not  sufficient  to  justify 
special  provision.  The  emotionally  abnormal  child  is  fortunately  rare  in 
this  group  but  there  are  enough  cases  that  are  resistant  to  approved  school 
treatment  to  justify  their  being  labelled  as  “ defectives  ” 
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(c)  Intellectually  bright  children.  If  a very  intelligent  child  is  committed  to  an 
approved  school  it  is  not  at  all  'uncommon  to  .find  gross  emotional  instability. 
Y?  Seneril| ; ‘grounds  one  would  expect  psychiatric  treatment  to  he  most 
effective  with  this  group  but  unfortunately  the  degree  of  disturbance  is 
usually  such  that  the  prognosis  is  poor. 

18.  We  find  inadequate  psychopaths  and  aggressive  psychopaths  in  each  of  the 
above  categories.  These  exhibit  a degree  of  apathy  or  of  erratic  and  aggressive 
behaviour  which  is  quite  abnormal  and  for  which,  at  present,  institutional  protec- 
tion seems  to  bo  the  only  remedy.  This  cannot  take  place  effectively  in  an  approved 
school. 

19.  A small  number  of  epileptic  children  is  admitted  to  approved  schools.  It 
is  most  unfortunate  that  it  seems  to  be  a practice  for  many  epileptic  colonies  to 
refuse  nowadays  to  admit  delinquent  children. 


Quantitive 

20.  (a)  It  will  be  seen  from  the  tables  that  many  more  girls  than  boys  are 
removed  from  their  approved  schools  before  they  reach  the  licence  stage.  The 
figures  show  that,  of  those  who  leave  the  school,  the  proportions  not  licensed 
arc:  — 

Boys  Girls 

6-0  per  cent.  19-3  per  cent. 

</■>)  Further,  it  will  be  noted  that  removals  of  this  kind  increase  in  number 
from  junior  to  intermediate  to  senior  girls’  schools.  This  is  not  paralleled  in 
the  boys’  schools. 


(e)  The  following  table  is  the  key  to  the  problem  as  we  see  it : — 


Boys 

Girls 

Percentage  of  defectives  who  fail  on  licence 

74-5 

571 

Percentage  of  border-line  defectives  who  fail  on  licence 

35-2 

43-8 

Percentage  of  constitutional  defectives  who  fail  on  licence 

56-3 

70-0 

Percentage  of  all  children  who  fail  on  licence 

236 

194 

Percentage  of  “ normal  ” children  who  fail  on  licence  ... 

20-8 

11-0 

‘Percentage  of  all  “defectives”  who  fail  on  licence 

41-5 

52-2 

(el)  In  round  terms,  some  323  children  (15-6  per  cent,  of  the  total)  were  licensed 
with  defects  that  strongly  suggested  that  they  would  fail.  Within  three  to  five 
years  151  of  them  (4(1-7  per  cent.)  had  failed. 

(e)  It  will  be  noted  that  the  estimated  proportion  of  defectives  corresponds 
very  closely  with  that  mentioned  previously  from  the  classifying  schools.  It  might 
be  objected,  to  onr  investigation  that  the  training  schools  were  being  wise  after 
the  event  in  ascribing  failure  to  deficiencies  in  the  children.  We  should  not  admit 
this  since  every  precaution  was  taken  to  avoid  it : but  the  correspondence  between 
estimates  made  before  training  (at  the  classifying  school)  and  estimates  made  after 
training  i(by  the  training  schools)  should  finally  remove  that  objection. 

(f)  The  perspicacious  reader  will  have  noted  that  the  “failure”  rates  quoted 
in  this  report  are  lower  than  those  quoted  in  the  Sixth  Report  of  the  Work  of 
the  Children’s  Department  (H.M.S.O.,  1951).  This  is  simply  'because  the  criteria 
are  different.  In  the  Home  Office  report  all  children  who  appear  before  a court 
while  on  licence  arc  noted.  In  our  figures  we  do  not  take  this  as  a necessary 
indication  of  “failure”  since  it  may  mean  either  that  the  offence  is  trivial  and/or 
that  subsequent  behaviour  is  satisfactory.  Conversely,  some  oases  have  been 
described  as  “ failures  ” though  there  have  been  no  court  proceedings. 
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p.ecommendatiqns 

21.  There  are  three  fundamental  objections  to  the  admission  of  sub-normal 
children  to  approved  schools : — 

(a)  If  they  are  committed  because  of  offences  one  is  reluctant  to  deal  with 
them  as  delinquents  when  they  are,  in  fact,  merely  socially  incompetent. 
This  is  an  exceedingly  difficult  aspect  of  the  question  and  the  judicial 
authorities  are  rightly  suspicious  of  condoning  crime  on  the  grounds 
that  the  criminal  “ couldn’t  help  it  ”.  The  point  is,  however,  that  when 
wie  get  youngsters  of  this  kind  in  an  approved  school  we  can  think  of 
nothing  to  do  that  will  make  them  any  less  likely  to  commit  crime  in  the 
future.  For  .the  genuine  sub-normal  case  it  is  perfectly  certain  that  punish- 
ment will  not  have  this  effect. 

( b ) The  facilities  in  approved  schools,  and  especially  the  length  and  type  of 
supervision  that  is  possible  on  after-care,  are  inadequate  to  deal  with  the 
problem. 

(c)  Some  sub-normal  children  have  a deleterious  effect  on  other  children  and, 

to  that  extent,  disrupt  the  normal  training  in  an  approved  school. 

22.  We  must,  however,  beware  of  being  led  away  by  a deceptively  simple  answer. 
This  answer  is  that  educationally  sub-normal  children  should  be  dealt  with  in 
schools  for  such  pupils,  that  malajusted  children  should  be  dealt  with  in  schools 
for  the  maladjusted,  that  epileptics  should  be  treated  in  epileptic  colonies,  that 
mental  defectives  should  he  dealt  with  in  M.D.  hospitals,  and  so  on.  To  this  list 
one  might  easily  add  that  delinquents  should  be  dealt  with  in  approved  schools 
— and  we  are  then  back  again  where  we  started.  Moreover,  there  are  certain  sub- 
normal delinquent  children  who  would  cause  a great  deal  of  upset  in  the  usual 
type  of  special  school.  In  any  event  it  is  likely  to  be  a long  time  'before  adequate 
provision  exists  in  the  country  for  sub-normal  children  generally  and  even  then 
it  is  by  no  means  certain  that  the  children  of  whom  we  are  speaking  would  find 
their  way  into  other  institutions. 

23.  Another  difficulty  that  must  be  faced  quite  squarely  is  that  we  do  not  know 
enough  about  diagnosis  to  be  able  to  predict  the  future  of  a child  with  any  accuracy. 
We  haye  shown  that  a high  proportion  of  the  sub-normal  children  in  approved 
schools  do  not  succeed.  We  have  not,  however,  emphasised  the  point  that  quite  a 
significant  proportion  of  them  do  succeed. 

24.  We  have  discussed  many  remedies  and  we  have  finally  come  to  the  conclusion 
that  approved  schools  must  be  prepared  to  accept  sub-normal  children  who  are 
delinquent  or  who  show  the  characteristics  of  the  usual  child  committed  to  an 
approved  school  as  being  in  need  of  care  or  protection  or  as  being  beyond  control. 
We  should  not  encourage  the  admission  of  any  of  these  children  to  approved 
schools,  but  it  would  be  futile  to  expect  that  they  will  not  come  and  that  either  our 
diagnostic  or  our  administrative  machinery  will  be  so  improved  in  the  foreseeable 
future  that  they  could  be  excluded  from  an  approved  school. 

25.  Approved  schools  must  therefore  expect  to  deal  with  sub-normal  children  and 
our  recommendations  are  shaped  to  this  end.  We  have  three  main  suggestions  to 
make : — . 

(1)  That  certain  schools  should  specialise  in  dealing  with  sub-normal  children 
and  that  children  in  this  category  should  be  sent  to  those  schools  from 
the  Classifying  School  or  transferred  from  other  schools  should  they  be 
wrongly  placed.  We  are  fully  aware  of  the  arguments  against  segregation 
— chiefly  that  the  stimulating  effect  of  more  normal  children  is  absent — 
but  we  feel  that  to  place  children  in  a school  where  the  staff  know  what 
the  problem  is,  where  facilities  are  available,  and  where  unreasonable 
demands  are  not  made  on  the  child  is  overwhelmingly  important.  As  a 
matter  of  fact  those  schools  which  in  reoent  years  have  specialised  in 
dealing  with  sub-normal  children  have  achieved  a measure  of  success  'with 
the  children  on  licence  that  is  not  significantly  different  from  that  obtaining 
in  other  schools. 
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(2)  When  a sub-normal  child  has  been  undergoing  a course  of  training  for  a 

reasonable  time  it  becomes  progressively  clearer  whether  or  not  there  is 
any  chance  of  his  success  on  licence.  Where  it  seems  that  the  prospects 
of  licence  are  poor,  we  recommend  that  the  child  should  be  officially 
registered  with  >the  Home  Office  as  a sub-normal  child.  Full  details  of 
his  capabilities  and  of  his  performance  should  be  sent  to  the  Home  Office 
and  the  case  should  be  assessed  'by  the  medical  inspectors  so  that  the 
Chief  inspector  may  make  a decision  in  the  matter.  The  purpose  of  this 
registration  is  two-fold : — 

(i)  To  focus  attention  on  this  particular  child  and  on  this  class  of 
children  generally  so  that  policy  in  the  future  can  be  based  on  the 
study  of  a known  population. 

(ii)  To  protect  the  child  so  that  if  he  gets  into  trouble  subsequently 
it  may  be  found  easier  to  deal  with  him  under,  for  example,  the  Mental 
Deficiency  Acts  rather  than  have  him  sent  to  Borstal  or  to  prison. 

(3)  That  those  schools  which  specialise  in  dealing  with  sub-normal  children 

should  have  'the  opportunity  of  very  close  supervision  indeed  of  the 
children  when  they  are  licensed.  In  particular  the  question  of  after-care 
hostels,  of  lodgings,  of  specialised  employment  and  so  on  should  be  very 
carefully  considered.  As  knowledge  of  this  class  of  child  becomes  more 
accurate,  it  may  be  possible  to  make  suggestions  to  alter  the  law  so 
that  after-care  may  be  more  prolonged  in  these  special  cases. 

In  'the  widest  sense  we  regard  this  as  the  key  to  the  problem.  The 
socially  incompetent  need  to  be  bolstered  up  for  their  own  good  and  fof 
the  safety  of  the  property  and  lives  of  the  rest  of  the  community.  (Many 
of  them  can,  within  their  limitations,  be  made  to  function  as  useful  and 
productive  members  of  society  and  the  degree  of  supervision  required  will 
vary  from  case  to  case  and,  in  hn  individual  case,  from  time  to  time.  We 
fully  realise  the  serious  nature  of  this  commitment  but  it  is  plain  that 
in  the  very  limited  field  'with  which  we  are  concerned  there  are  children 
who  do  become  a drain  on  community  resources  in  one  way  simply 
because  we  are  unable  to  draw  on  resources  of  a better  kind.  This 
problem  was  discussed  in  our  previous  Monograph  on  after-care. 


Examination  of  Witnesses 


2201.  (Chairman):  Would  you  like  to 
make  any  general  state meint  before  _ we 
begin  to  examine  you  on  your  written 
evidence?— — (Mr.  Gittins ):  Sir,  I have 

been  asked,  as  I was  the  convener  of  the 
§ub-oommiittee  which  prepared  the  mono- 
graph Which  has  been  submitted  as  'the 
m'ain  part,  of  our  _ evidence,  to  say  a few 
word's  of  introduction.  'It  will  be  apparent 
I think  from  that  monograph  that  we  have 
described  the  problem  in  approved  schools 
in  term®  of  behaviour  difficulties  and 
especially  in  terms  of  the  difficulty  of  sub- 
sequent 'settlement  after  a child  leaves  an 
approved  school,  rather  than  in  terms  of 
the  constitution  of  the  children  themselves 
because,  as  practitioners  'in  this  field,  we 
are  naturally  more  concerned  with  what 
the  children  do.  Obviously  we  are  also 
concerned  with  the  reasons  which  lie 
behind  itheir  behayiou'r  but  these  ate  often 
very  much  more  difficult  ito  deal  with.  The 
monograph  which  has  'been  put  before  you 
•is  ‘ entitled:  “ iSulb-INormal  Children  an 

Approved  Schools'  ”,  but-  we  want  to  make 


it  quite  clear  that  we  are  not  entirely  satis- 
fied with  that  as  a title.  It  is  an  attempt 
to  'describe  the  lack  of  apparent  capacity 
for  social  adjustment  rather  than  any  pre- 
conceived idea  about  the  constitution  of 
the  children  themselves. 

That  'brings1  us  to<  one  of  'the  prime  diffi- 
culties that  we  in  approved  schools  meet 
■in  relation  to  the  law  as  it  stands  at  the 
present  time.  There  are  committed  to 
approved1  school®  some  children  who  are 
mentally  defective  in  any  .sense  of  the 
word,  and  also  some  children  who  are  on 
the  borderline  of  mental  defect,  and 
children  who,  if  the  law  were  differently 
phrased,  might  well  come  within  some 
somewhat  similar  category.  The  difficulty 
of  getting  the  obvious  defectives  dea^t 
with  by  other  means  is,  as  of  course  we 
all  know,  partly  due  to  the  lack  of  accom- 
modation elsewhere,  partly  I think  also  to 
a reluctance  to  certify  children1,  particularly 
young  children,  under  the  M'eetal  Deficiency 
Act,  and  partly  to  the  phrasing  of  the 
relevant  sections  of  the  Act  itself.  The 
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Act  require®  'that  you  should  establish  that 
the  child  as  defective  -in  minid ; sub- 
paragraph  (c)  of  Section1  1 of  the  Act 
define®  feeble-minded  persons,  and  the 
1927  Act  origin-ally  defined  feeble-minded 
children  as  children  who  appear  to  be 
permanently  incapable  by  reason  of  mental 
defectiveness  of  receiving  proper  benefit 
from  the  instruction  in  ordinary  schools. 
We  find  in  practice  that  defectiveness  of 
mind  is  interpreted  by  doctors  and 
psychiatrists  as  defectiveness  of  intelligence, 
and  in  particular  of  intelligence  as  applied 
to  ordinary  schoolroom  subjects,  whereas  of 
course  in  ithe  approved,  school  service  we 
are  dealing  with  the  failure  of  the  child  to 
adapt  himself  to  the  demands  of  ordinary 
society.  It  is  by  no  means  uncommon  for 
us  to  find  a child  who,  if  not  successful, 
is  at  any  rate  not  markedly  unsuccessful  in 
coping  with  -the  demands  of  school,  but 
who  nevertheless  oannot  cope  with  society 
as  it  exists. 

I think  we  should  -therefore  like  to  see 
the  Act  modified  in  a form  which  would 
make  it  usable  from  the  approved  school 
point  of  view.  It  seems  to  us  inevitable 
that  if  the  Act  lays  down  the  cause  of  the 
behaviour  an  psychological  or  quasa- 
psydho logical  terms,  then-  it  is  bound  to  be 
out  of  step  at  different  -times  with  ourrent 
psychological  views.  In  practice  we  find, 
when  we  approach  the  psychologist  or  the 
doctor  on  .this  particular  topic,  that  because 
of  his  .interpretation  of  the  cause  of  the 
ohild’s  incapacity  -he  canno-t  quite  square  it 
with  what  appear  to  him  to  be  the  require- 
ments of  the  Aot.  But  we  would  draw 
your  attention  there  -to  one  very  important 
additional  consideration  which  operate® 
particularly  in  the  .group  of  children  with 
whom  we  are1  concerned.  The  failure  of 
an  individual  to-  adapt  ito  his  environment 
involves  two  factors,  as  it  were,  the  indi- 
vidual and  the  environment,  and  one  of  ifche 
■most  distressing  -things  that  we  meet  in 
approved  schools  is  that  there  are  a certain 
number  of  children  who  are  dull,  emotion- 
ally unstable,  for  one  reason  or  another 
certainly  below  normal,  but  who  on  any 
absolute  level  as  compared  with  the  rest 
of  society  would  not  qualify  for  certifica- 
tion, but  who  come  from  a background, 
and  who  have  got  at  present  to  return  to 
a background,  which  would  tax  the  stability 
of  a very  stable  person  and  the  ingenuity 
of  a very  intelligent  person.  That  is  to  say 
the  combination  of  sub-normality  of 
personality  or  intelligence  on  the  one  hand 
and  of  a difficult  environment  on  the  other 
produces  in  effect  the  same  result  as  you 
would  find  in  a gross  mental  defective 
trying  to  cope  with  an  ordinary  environ- 
ment. Whether  it  is  practicable  to  cover 
this  in  legislation  or  not,-  we  do  think  that 
some  account  must  be  taken  of  the  environ- 
ment with  which  the  child  will  reasonably 


be  expected  to  cope  as  well  as  the  con- 
stitution and-  nature  of  the  child  himself. 

We  are  not  suggesting  that  children  who 
are  on  the  borderline  of  mental  deficiency, 
or  indeed  some  who.  are  mentally  defective 
under  present  terms,  should  not  be  admitted 
to  approved  schools.  It<  can  be  argued 
that  approved,  schools  exist  to  deal  with 
delinquents,  and1  if  a child  is  delinquent  he 
ought  properly  to  be  treated  in  an  approved 
school.  There  are  certain  cases  where  at 
a given,  point  in  time,  with  relatively  little 
knowledge  of  the  previous  history  of  the 
child,  it  may  be  very  difficult  to  make  a 
decision,  and  we  have  considered  rather 
carefully  whether  it  would  be  possible  at 
an  early  stage  to  segregate  from  the  children 
who  come  into  approved  schools  those  who 
definitely  ought  to  be  moved  elsewhere,  and 
we  are  of  the  opinion  that  probably  not 
much  more  can  be  done  in  that  direction 
than-  is  being  done  at  the  present  time, 
subject,  of  course,  -to  the  availability  of 
places,  which  is  always  in  practice  an  over- 
riding consideration.  In  principle  we  do 
not  urge  that  there  -i-s  any  substantial  need 
to  alter  present  practice.  Under  ordinary 
approved  school  conditions  a certain 
number  of  children,  sometimes  those  whom 
one  would  not  predict  as.  having  that 
capacity,  do  respond  to  training  and;  d:o 
•settle  when  they  are  placed  on  licence,  and 
with  appropriate  after-care  become  normal 
or  fairly  normal,  or  at  any  rate  stable  and 
useful  members  of  society.  Predictive 
techniques  are  not  in  our  experience 
infallible,  especially  when  you  are  dealing 
with  very  -confused  and  difficult  children-, 
and  we  find  in  our  experience  that  we  can 
deal  with  a certain  number  of  these 
children. 

Our  second  point  is  that  for  these  sub- 
normal children,  especially  those  who  do 
not  succeed  under  present  condition®,  we 
do  very  strongly  urge  that  we  need  much 
more  intensive  and!  much  more  extensive 
methods  of  after-care.  The  biggest  single 
disadvantage  of  committing  a sub-normal 
child  to  an  approved  school  is  that  the 
statutory  limitations  under  which  we 
operate,  as  prescribed  .by  the  Children-  and 
Young  Persons  Act,  are  not  in-  fact 
adequate  to  deal  with  the  problem.  In  our 
monograph  we  have  suggested,  as  -the  first 
step. — we  are  not  suggesting  it  is  the  last 
step — that  where  a child  appears  to  be 
unlikely  by  reason  of  constitutional  . or 
acquired  defect  to  settle  normally  in  society 
he  should!  be  registered.  Since  the  IHo-me 
Office  is  the  department  with  which  we  are 
concerned  and  which  knows  the  approved 
schools,  we  have  suggested  that  he  should 
be  registered!  with  the  Home  'Office.  I may 
say  at  this  point  that  the  (Home  Office  does 
not  necessarily  agree  with  this  procedure. 
These  recommendation®  have  been-  sub- 
mitted to  the  'Home  Office  but  not  aocepted 
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by  them  as  yet.  The  purpose  of  the 
registration  would  be  two-fold;  firstly,  to 
draw  attention  to  this  group  of  children 
so  that  they  could  be  studied  over  a period 
of  time,  and  secondly  to  try  to  ensure  that 
should  one  of  those  children  fail  by  com- 
mitting another  offence  we  should  try  to 
escape  the  disaster  which  inevitably  seems 
to  accompany  that  of  committal  to  Borstal 
or  to  prison.  Once  a child  had  been 
registered1  in  that  way  he  would  have 
priority,  should,  the  need  arise,  for  being 
dealt  with  either  under  the  IMental 
Deficiency  Acts  or  in  some  other  protective 
manner. 

2202.  May  I intervene  there?  What 
would  ibe  ithe  purpose  of  registration  with 
the  Home  Office?  Registration  with  the 
Home  Office  would  not  automatically  bring 
this  to  the  attention  of  the  Court  who 
eventually  have  to  deal  with  the  child  for 
another  offence,  nor  would  it  automatically 
bring  the  child  under  the  supervision  of 

the  local  health  authority,  would  it? 

Nlo  Sir,  as  I said,  wc  t'hiimk  this  would  be 
the  firslt  step.  We  have  tried  for  many 
yeans  to  'bring  existing  legislation,  into 
operation  i.n  -these  cases  and'  virtually  al- 
ways by  pressure  through'  the  Home  Office. 
You  see,  when  we  wanlt  a child  to  be 
certified  under  the  'Mental  Deficiency  Act. 
at  the  present  time  he  is  certified  under 
Section  9,  which-  means  that  all  the  papers 
go  to  the  Home  'Office  and  alii'  the  pres- 
sure on,  'the  other  agencies  is  done  by  us 
through  the  Home  Office.  We  are  simply 
seeking  to  extend  the  Act  without  the 
necessity  of  certification  under  Section  9. 
Jo  other  wordls  iwe  are  seeking  -to  keep,  vir- 
tually the  same  process  in  operation'  but 
to  dlraw  the  attention  olf  the  Home  Office 
to  a much  widhr  group  of  children.  Tf 
that  were  accepted  as  a principle,  we  hope 
firstly  that  the  Home  Office  would  have 
sufficient;  ammunition  to  go  to  other  goy- 
vennmemit  departments  and  urge  more  facili- 
ties; andl  secondly  that  you  would  have 
as  a basis  for  study  a group  of  children 
who  were  known,,  and  .it  should  be  possible 
to  ascertain  a little  more  accurately  than 
it1  list  at  present  i,n  what  circumstances  they 
succeed  and  in  what  cincurmstances  they 
fail. 

2203.  Them  why  do  you  not  recommend 

having  a statutory  power  or  duty  to  register 
those  childirem  with  the  local  health  author- 
ity who  are  responsible  for  mental  defici- 
ency?  il  think  those  of  us  who  have 

dealt  with  this  problem  hiave  become  so 
frustrated  ini  attempts  to  do  that  in,  the 
past  .that  iwe;  would  seek  any  other  alter- 
native. I thank  that  is  the  answer. 

2204.  Do  you  find  the  local  health 
authority  impenetrable  or  disinterested? 
II  can  think  of  other  adljectives,  but 


impenetrable  will-  do.  Registration  with 
the  local  health  authority  has  been  con- 
fused nowadays  by  the  passing  over  of 
responsibility  for  mental  deficiency  institu- 
tions from  the  local  to  the  regional 
authoritiets,  but  in  the  days  when  they  be- 
longed to  the  smaller  authorities  it  was 
ineffective,,  and  I think,  aind  I am  sure  my 
colleagues  do,  'that  it  is  equally  ineffective 
now  once  a child  is  in  an  approved  school. 
What  we  are  trying  to-  do  is  to  draw  atten- 
tion to  this  as  a national  problem.  These 
children  make  ulp  quite-  a number  of  the 
recidivists  and1  we  are  concerned1  with  it, 
therefore,  'as  a public  question,  and'  a lisp 
we._  are  concerned  with  the-  children  as 
individuals ; we  find  very  often  that  failure 
to  make  them  wards  of  state-  :by  any  pro- 
tective measures  succeeds  in  making  them 
wards  of  state  by  committal  to  prison. 

If  I .may  turn  very  briefly  to  two  other 
point®,  I think  that  is  all  (I  have  to  say 
at  this  stage.  In  approved  schools  we  get 
not  many  'but  a significant  and  worrying 
number  of  what  in  general  terms  would 
nowadays  be  called  inadequate-  psych  o - 
paths-.  I db  not  want1  to  try  to  define  this 
term,  but  we  do-  see  quite  a lot  of  young- 
sters who,  although  not  intellectually  de- 
fective, not  registering  a very  low  intelli- 
gence quotient,  seem  to  be  quite  incapable 
of  dealing  with  everyday  life,  and  there 
the  provisions  of  the  Act  seeim  to  operate 
the  worst.  In  the  sense  in  which  the-  Act 
is  infer, preted  in  practice,  we  cannot  get 
them,  dealt  with  as  feeble-minded'  persons, 
and  in  the  sense  in  which  the  Act  is  worded 
it  would  appear  to  be  very  difficult  to  get 
them  dealt  wi.tlhi  as  moral1  defectives, 
because  the  Aot  require®  that  the  moral 
defective  shtall'  show  vicious  or  criminal 
propensities.  We-  want  to  point  out  thait 
this  group'  'does  exist,  that  it  very  easily 
becomes  a drain  oni  society  ini  one  way  -or 
another,  and  that  a good  deal  of  violent 
crime  in  fact  ultimately  originates  from 
thi®  group.  The  point  we  want  to-  make  is 
that  the  aggressive  psychopath  is  a person 
who  is  aggressive  for  a lot  olf  the  time  and 
miighlf  naturally  be  regarded'  as  a person 
whio  would  be  predisposed  to-  violent  crime, 
whereas  the  inadequate  personality  may  go 
on  being  perfectly  harmless  for  a very  long 
time,  but  we  find  in  practice  that  he  is  sub- 
ject from  time  to  time  to  violent  out- 
burst's of  whiat  you  might  almost  call  frus- 
tration' by  bis  own  futility.  We  can  quote 
many  cases  where  crimes  of  violence  have 
been,  committed  by  people  who  fall  into 
thi®  particular  category.  They  are  not, 
within  the  present  meaning  of  the  term, 
properly  graded  a-s  feeble-minded  persons 
and,  allowing  for  all  the:  controversy  a-bouit 
the  term  itself,  we  should  say  that  either 
inadequate  personalities  or  inadequate 
psychopaths  would  describe  them. 
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The  Other  point  we  should  like  to  make 
is  that  in  our  view  it  does  not  follow  that 
the  person  who  has  got  to  have  long-term 
supervision,  advice  and  control  need  neces- 
siaxily  be  a ■drain  on  society.  Some  of  m 
have  not  been  altogether  impressed  by  the 
subsequent  careers  of  some  children  who 
have  'been  certified  as  mentally  defective 
and  have  gone  to  mental  deficiency  hospi- 
tals where  we  have  kept  in  touch  with  them 
and  observed  in  actual  fact  deterioration, 
largely  iwe  feel  because  of  a hospital  rather 
than  an  educational  and  social  approach. 
This  is  by  no  means  true  of  all  institutions, 
but  it  is  true  of  some.  N'oiw  we  would 
nut  to  you  that  for  the  borderline  defec- 
tive, which  As  our  biggest  problem  numeric- 
ally, there  should  be  the  possibility  of  some 
scheme  whereby  these  youngsters  could  live 
on  a community  basis  and  be  free  to  wqrk 
to  earn  their  living  and  receive  simply  the 
control  and  support  which  they  require. 
The  analogy  which  has  been  quoted'  in  our 
own  meetings  is  of  the  Papworth  Settlement 
for  consumptives,  where  the  village  settle- 
ment is  tooled  up  to  deal  with  that  particu- 
lar problem  of  physical  handicap,  and 
where  they  live  successfully  and  happily 
and.  this  is  the  important  point,  at  a proht. 
We  know  that  many  of  these  youngsters 
we  are  concerned  with  live  very  happuly  and 
very  well  under  controlled  conditions,  and 
we  believe  that  those  controlled  conditions 
could  be  provided  more  or  less  in  the  open 
for  'quite  a lot  of  them.  This  is  a particular 
problem  for  girls,  because  there  is  every 
reason  to  believe  that  quite  a lo.t  of  the 
sexual  immorality  which  occurs,  prostitu- 
tion' and  so  forth,  derives  partly  from  the 
mentally  defective  and  borderline  mentally 
defective,  and  partly  from  the  inadequate 
personality  incapable  of  that  sort  of  social 
adjustment.  It  has  been  quoted  that  early 
marriage,  for  instance,  is  a fairly  charac- 
teristic feature  of  some  of  them  who  do 
settle  successfully.  They  seem  to  need  some 
kind  of  security  and1  contact  at  an  early 
stage,  and  we  hope  that  it  might  be  possible 
to  provide  it,  perhaps,  on  a community 
basis  in  the  wav  I have  described. 


2205.  I am  not  quite  sure  ho\y  you  pro- 
pose that  this  class'  of  child  is  to.  get  into 
this  community?  Is  the  child  to  be  sent 
to  the  community  from  the  approved  school 
as  an  alternative  method  of  approved 
school  treatment,  or  is  it  to  be  sent  on  to 
such  a colony,  if  such  a colony  exiisteef, 
after  the  end  of  its  approved  school  sen- 
tence?  II  do  not  think  we  have  regarded 

it  as  our  responsibility  to  allocate  respon- 
sibility to  a government  department  or  to 
decide  in  detail  how  administrative  arrange- 
ments should  be  made.  We  have  tended  to 
confine  ourselves  to  wliat  we  regard  as 
desirable  and  to  regard  it  as  someone  els£’s 
responsibility  to  find-  out  how  it  could  be 


put  into  practice.  But,  attempting  to 
answer  the  question,  it  seems  to  me  first 
of  all  that  in  these  cases  the  statutory 
powers  of  after-care  which  exist  under  the 
19,33  Children  and  Young  Persons  Act 
should  be  greatly  extended.  In  other  words, 
a first  step  would  he  in  these  cases  a revi- 
sion of  Ilihe  law  relating  to  the  commute.! 
of  children  to  approved  schools  and  their 
subsequent  after-care.  There  should  he 
responsibility  for  continued  supervision 
through  existing  after-care  arrangements, 
which  should  remain  the  statutory  respon- 
sibility of  the  manager  of  the  approved 
school  concerned.  The  provision  of  the 
premises  and  the  supervising  stall  and  other 
facilities  would  have  to  be  worked  out  by 
somebody.  There  is  no  reason  in  principle, 
as  far  as  I know,  why  that  should  not 
operate  witihin  the  approved  schools  service, 
although  I should  hope  it  would  operate 
outside  it.  It  should  hope  that  these  would 
be  facilities  which  the  approved  schools 
could  use  rather  than  facilities  provided 
by  an  approved  school. 

2206.  'But  the  answer  to  my  question 
really  is  that  suoh  colonies  would  come 
„nrW  the  head  of  after-oare? Yes. 


2207.  What  is  (he  present  system  of  after- 
care under  the  Children  and  Young  Persons 
Act?  Does  not  that  operate  under  the 

local  authority? 'No,  the  responsibility 

for  after-care  at  present  rests  with  the 
managers  of  the  school  licensing  the  child. 
They  have  the  power  to  use,  in  conjunc- 
tion with  their  own  services,  the  services 
of  what  are  called  approved  school  welfare 
officers  who  are  appointed  specifically  for 
that  purpose,  and  they  also  have  the  powpr 
to  use  the  services  of  Probation  Officers. 
They  can  request,  but  they  have  no  neces- 
sary .right  to,  the  services  of  Children  s 
officers  and'  of  certain  voluntary  agencies, 
but  it  is  a duty  of  'Probation  Officers  under 
the  'Probation  Rules  to  prqyide  after-care 
services  on  request. 

2208.  'Is  there  a time  limit  to  this1  after- 

oare? -Yes,  that  is  laid  down  in  the 

Children  and  Young  Persons  Act.  _ A churl 
is  on  licence  up  to  the  end  of  his  .period 
of  detention.  The  law  is  a little  com- 
plicated. A child  under  14  years  of  age 
is  committed  for  three  years  or  until  the 
age  of  15  years  4 months,  whichever  as  the 
longer,  and  a child  over  the  age  of  14  is 
committed  for  three  years  or  until  the  age 
of  19,  whichever  is  the  shorter.  If  he  is 
licensed  before  the  end  of  his  period  of 
detention,  then  up  to  the  end  or  his 
period  of  detention  he  is  on  licence.  There- 
after 'he  is  under  supervision  for  a period 
of  three  years,  but  not  past  the  age  of  21. 
The  difficulty  is  that  our  powers  under 
supervision  are  very  limited  indeed;  it.  is 
virtually  an  ineffective  instrument,  and  ip. 
particular  when  you  get  an,  older  gir|  who 
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is  licensed!  at  the  age  of  19,  just  at  the 
crucial  period  when  your  powers  should  'be 
at  the  maximum,  they  are  actually  at  the 
minimum. 

2209.  In  practice,  the  only  person  you 

can  really  make  responsible  is  the  Proba- 
tion: Officer? And  the  approved  schools 

welfare  officer,  and  of  course  our  own  staff 
who  do  a great  deal. 

2210.  'Are  you  recommending,  or  would 
you  like  to  recommend  for  consideration,  a 
longer  period  of  licence,  a longer  period1  of 

total  statutory  care? In  these  cases,  yes. 

In  fact,  ideally  in  these  cases  who  are 
ascertained1,  certified,  registered1,  or  what- 
ever term  you  choose  to  use,  we  should 
like  to  recommend  that  it  should  be  for 
an  indefinite  period. 

2211.  Would  you  not  there  run  up  against 
the  prejudice  against  indeterminate  sen- 
tences?—— II  believe  myself  that  in  these 
cases  you  would  in  fact  find-  that  was  a 
theoretical  prejudice  which  would1  be  raised 
at  the  time  the  suggestion  was  put  forward, 
but  would  not  persist,  because  in  .plain  fact 
thpse  children  do  come  back  to  the  schools 
again  and  again  for  that  support;  they 
want  it.  It  is  not  something  which  we  are 
forcing  on  somebody  who  does  not  want 
it ; it  is  something  we  are  hoping  to  pro- 
vide for  somebody  who  needs  it  and  knows 
he  need.s  it. 

2212.  You  mean  they  now  comq  back 

voluntarily  to  .the  school? 1 spent  three 

hours  yesterday  afternoon  with  a'  boy  ■yyho 
is  now  26  who  left  me  eight  years  ago  and 
has  visited  me  regularly  from  time  to  time. 
He  had  got'  2£d.,"  and  the  only  person  he 
knew,  the  only  person  he  could  find  to 
whom  he  could  refer  was  myself,  and  he 
hitch-hiked  from1  'London  to  come  and‘  see 
me.  That  i.s  a case  which ’one  could 
parallel  dozens  and  dpzqns  pf  times  pver. 

2213.  ft  is  rather  alarming  that  the  old 
approved  school  boy  has  not  got  any  ad- 
vice available  to  him  in  the  place  where 
he  is  working.  'May  that  ‘be  .the  effect  of 
relying  too  exclusively  on  the  iHome  Office 
and1  the  Home  Office  services  and  being 
perhaps  too  suspicious  of  the  efficiency  of 

local  authorities?- If  I may  pprsue  tjiis 

particular  case,  this  is  q boy  with  an  intel- 
ligence quotient  qf  ’ something  iq  the  neigh- 
•hpqrhood  of  100,  a boy  we  labelled  as  an 
ipadequatc  psychopath.  (He  is  illegitimate, 
he  has  an  early  history  of  neglect  and  of 
residence  in  institutions.  When  he  came  to 
us  ithe  outstanding  characteristic  of  the  boy 
>yas  that  vye  described  as  being  emo- 
tionally angesthetised;  he  seemed  to  pos- 
sess no  kind  of  feeling  for  anything  or 
anybody.  When  we  put  him  put  on  licence 
from  the  school  he  wpnt  from  one  job  to 
aqpther  in  very  rapid  ’ succession  ; he  made 


demands  on  landladies  which  were  exorbi- 
tant and  he  was  in  general  unsatisfactory. 
We  brought  him  into  the  school,  quite 
against  the  rules,  and  he  lived  in  the  school 
for  years,  working  outside,  and  gradually 
we  eased  him  off  and  now,  although  he  is 
anything  but  a satisfactory  character,  he 
has  kept  out  of  trouble  the  whole  time,  he 
has  never  stolen  a penny.  He  comes  back 
to  us  every  time  he  gets  stuck.  I cannot 
think  of  any  other  organisation  that  would 
at  the  present  time  (be  prepared  to  take  that 
boy  on  as  a responsibility.  I have  no  right 
to  ask  any  other  organisation  to  do  it. 

2214.  I am  not  questioning  the  boy’s  wis- 

dom in  coming  back  to  you,  but  the  fact 
that  he  has  to  hitch-hike  right  across  Eng- 
land does  indicate  there  is  a gap  some- 
where?  Yes,  it  is  that  gap  we  are  hoping 

to  fill. 

2215.  Your  recommendations  would 

hardly  fill  it,  would  they?  You  mean  that 
that  boy  would  be  one  of  the  boys  who 
would  have  been  committed  for  an  indeter- 
minate period  to  a colony? Not  to  a 

colony,  he  would  come  under  prolonged 
after-care  for  as  long  as  was  necessary,  and 
all  the  after-care  facilities  that  were  avail- 
able in  the  country  would  then  be  at  our 
disposal  as  a matter  of  right.  That  is  the 
important  consideration. 

2216.  (Mrs.  Adrian ):  Could  ! ask  there 
whether  you  would  regard  this  colony  or 
comqmnity,  whatever  it  is,  as  only  for 
people  who  have  been  at  approved  schools? 
Would  it  not  also  be  suitable  for  certain 
children  leaving  schools  for  the  education- 
ally sub-normaL.  or  even  ordinary  schools.? 

Yes.  I hope  it  would  be  part  of  a 

normal  community.  It  seems,  to  me  that  a 
wonderful  opportunity  exists  at  the  present 
time  in  the  new  towns  which  are  being  buijt 
with  industry  of  the  right  sort  right  at  their 
doorstep. 

2217.  Do  you  regard  their  being  part  of 

a community  as  essential? -Absolutely 

essential. 

2218.  You  would  need  powers  of  guard- 
ianship?  Yes. 

2219.  Just  living  separate  from  the  general 

community  would  not  be  sufficient? 1 

would  nbt  say  $o. — (Mr.  Tucker)'.  Might  1 
addi  something  here  o.n  the  problem  as 
the  managers  see  it?  At  the  end  of  their 
licence  our  boys  and  girls  come  under 
supervision  but  we'  have  no  powers  of 
compulsion  during  that  supervisory  period  ; 
yet  it  is  the  most  vital  part  of  the  child’s 
settlement  into  the  normal  community, 
partly  very  often  because  of  his  age,  partly 
because  the  child  when  he  is  licensed  dqes 
know  he  has  sqrqe  legal  bond  with  us. 
When  he  is  under  supervision  he  sometimes 
becomes  less  responsible  because  he  feels 
that  that  bond  has  been  brqken.  If  we  feel 
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during  that  period  of  supervision  that  this 
child  would  .benefit  by  residing  in  a colony 
or  residing  in  a hostel,  or  even  being  put 
with  foster-parents,  at  the  moment  we 
cannot  compel  him,  even  though  we  know 
it  is  perhaps  the  one  thing  that  will  ulti- 
mately enable  that  child  to  grow  into  a 
stable  member  of  society.  That  is  why  we 
feel  very  strongly,  with  the  IHeadma.sters’ 
and  Headmistresses’  Association,  that  if  the 
schools  had  that  extension  of  authority 
during  the  supervision  period,  indeed,  as 
Mr.  Gittins  has  said,  beyond  that,  we  could 
serve  those  children  very  much  more 
adequately  than  we  can  possibly  do  under 
the  present  system. 

2220.  (Chairman):  We  have  had  many 
recommendations  about  a proper  system  or 
licence  and  after-care  for  mental  defectives 
to  be  shared  between  the  hospital  authority 
and  the  local  health  authority.  'Here,  under 
your  recommendations,  another  sort  of  after- 
care is  introduced,  the  after-care  of  the 
ex-delinquent  and  potential  delinquent 
which,  under  the  Children  and  Young 
Persons  Act,  would  depend  ultimately  on 
the  Home  Office  and  not  on  'the  local  health 
authority.  The  child  would  remain  more  or 
less  within  the  purview  of  the  courts,  the 
Probation  Officer  and  so  on.  I wonder  what 
kind  of  local  after-care  authority  we  shall 
really  require?  'Even  the  ex-approved 
school  child  who  is  disturbed  enough  to  need 
supervision  for  an  indeterminate  .period— 
you  do  not  want  him  to  go  through  life 
conscious  that  he  has  once  been  a delinquent 
and  segregated  under  a particular  kind  of 

after-care  in  consequence? II  think,  Sir, 

we  should  view  community  life  within  the 
wider  community,  where  .the  child  goes  out 
to  a local  job  from  the  special  community 
in  which  he  is  living,  as  an  opportunity 
for  that  child  not  to  feel  that  he  was  still 
linked  with  his  past  history  of  delinquency. 
I think  we  should  be  unrealistic  if  we  did 
not  recognise  that  a very  large  number  of 
these  girls  and  boys-  have  made  extremely 
close  attachments  to  the  people  they  have 
lived  with  in  the  approved  schools,  and  it 
would  be  of  far  more  help  to  them  in  an 
extended  period  of  care  to  feel  they  were 
still  in  close  contact  with  those  people, 
whom  they  write  to  regularly.  Take  boys  in 
the  Services,  they  come  back  to  their  schools 
on  leave.  I think  it  would  be  very  sad  for 
them  if,  because  they  had  got  older,  all  the 
after-care  passed  from  the  hands  of  those 
people  who  knew  the  children  better  than 
anyone  else. 

2221.  One  wants  to  encourage  their 
relations  with  their  old  school,  but  when 
they  are  in  need)  of  after-care  they  will  not 
necessarily  be  in  the  same  area  as  their  old 
slchooil ; they  may  be  at  the  other  endi  of 
■the  country.  I wonder  what  after-care 
arrangements  .you  in  fact  have  in  mind, 


apart  from  the  colonies  you  mentioned? 

(Mr.  Gittins ):  I think  your  questions 

come  as  a bit  of  a shock  to  those  of  us 
who  are  working  in  approved  schools.  From 
tirne  to  time  this  comes  to  us  as  a shock, 
for  the  simple  reason  that  when  we  have 
been  wonking  in  approved  schools  for  a time 
we  forget  all  about  delinquency,  and  then 
every  so  often  we  meet  people  who  say, 
“That  is  part  of  the  system  for  dealing 
with  delinquents  ”,  they  are  very  kind,  they 
do  mot  ever  say  the  penal  system — “ and  that 
is  separate  from  the  system  which  is  deal- 
ing with  other  children  It  is  perfectly  true 
that  a lot  of  the  children  -wc  deal  with 
•have  been  proved  guilty  of  committing 
offences  before  a court,  but  it  is  not  true 
in  any  real  sense  to  differentiate  them  from 
the  rest  of  society.  Much  as  we  should 
appreciate  the  charitable  view  that  our 
children  ought  as  soon  as  possible  to  return 
to  other  machinery  to  be  dealt  with  along 
with  other  people  who  are  in  need  of  care 
for  other  reasons,  we  are  bound  to  resist 
that  on  this  simple  ground,  that  the  more 
you  differentiate  the  machinery  for  dealing 
with  ordinary  people  from  the  machinery 
for  dealing  with  delinquents,  the  more  you 
are  pushing  our  schools  into  the  penal  camp. 
You  say,  “Cannot  the  local  health 
authority  after-care  officers  deal  with  these 
people  rather  than  Probation  Officers?  ” 
The  answer  of  the  approved  school  manager 
will  be,  “ Let  the  best  individual  person  deal 
with  the  child.  We  do  not  mind  what  he 
is  called,  but  please  do  not  regard  the 
Probation  Officer  as  in  some  way  tied  up 
with  the  penal  idea.”  I thimik  wo  should 
also  say  that  there  is  a good  deal  of  experi- 
ence of  after-care  witihin  the  approved 
schools,  and  stemming  from  the  approved 
schools  a quality  which  wc  should  regard 
as  far  superior  to  any  sort  of  after-car^  wc 
hiave  ever  seen,  anywhere  else,  and  certainly 
vastly  superior  to  anything  wc  have  ever 
seen  from  a local  health  -authority,  if  I 
may  be  quite  blunt  about  that  point.  That 
is  why  we  are  wedded  to  our  existing 
organisation  which  we  know  works,  rather 
than  to  the  idea  that  it  is  necessary  to 
create  an.  organisation  which  seems  appro- 
priate >in  -principle. 

2222.  INo  doubt  everyone  desires  the 
same  thing,  not  to  drive  the  ex-dclinquent 
further  and  further  into  the  penal  system. 
I think  there  is  another  important  con- 
sideration. After-care  is  the  wrong  term. 
We  have  been  looking  for  a different  term 
for  a long  time.  The  word  “after”  is 
all  wrong.  The  aim  is  certainly  -to  settle 
the  individual  in  society,  but  it  isi  also  to 
orientate  society  towards  the  individual  and 
deal  wit-h  the  training  in  an  approved 
school  as  part  of  a total  .social  problem. 
If  the  idea  were  .that  there  ex-ist  over  the 
country  a certain  number  of  anonymous 
after-care  agomtls  and  any  one  of  them  can 
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be  burned  on  at  will  to  serve  the  purpose 
of  an  individual  child,  we  should  1 think 
from  our  own  experience  say  that  that 
would  not  work.  After-care  has  got  to 
stem  from  some  source  where  there  is 
genuine  contact  with  the  child,  so  that  when 
you  have  made  that  contact  in  an  approved 
school  we  should  hope  that  contact  would 
'be  maintained.  .1  personally  would  never 
put  a child  from  my  school  on  licence  under 
the  supervision  of  an  after-care  agent  whom 
I did  not  know  personally.  If  I had  got  to 
do  that  il  would  make  it  my  business  to 
know  that  person  personally  'before  we 
went  any  further  in  the  business.  Personal 
oontact,  not  administrative  organisation,  is 
the  key  to  the  problem. 

2223.  There  is  only  one  other  question 

X want  to  ask  on  your  very  clear  statement, 
namely,  about  your  suggestion  that  some 
change  in  the  'Mental  Deficiency  Act  is 
needed,  in  order  to  facilitate  the  ascertain- 
ment of  delinquents  as  mentally  defective. 
Have  you  considered  the  difficulty  of 
making  the  action  of  the  courts  in  the 
case  of  a delinquent,  dependent  upon  defini- 
tions which  are  primarily  intended  for  a 
child  who  has  never  done  anything  wrong 
except  be  diagnosed  by  a doctor  as  being 
mentally  deficient?  The  fact  of  delin- 
quency may  justify  a court  in  sending  the 
offender  to  all  sorts  of  different  institutions, 
but  if  the  court  has  to  rely  for  power 
.to  do  'that  on  a definition  which  is  not 
primarily  intended  for  delinquents  ait  all, 
is  that  not  a rather  difficult  piece  of  legis- 
lation?  X do  not  think.  Sir,  that  there 

is  any  intention  whatever  in  our  evidence 
that  a court  should  commit  on  proof  of 
delinquency,  or  indeed  on  proof  at  any 
given  point  in  time  of  mental  defect.  The 
basis  of  the  Children  and  Young  Persons 
Act  is,  as  the  Act  itself  says,  that  the  court 
shall  have  due  regard  to  the  welfare  of  the 
child.  The  fact  that  a delinquent  act  has 
been  committed'  gives  the  court  the  right  to 
consider  the  case  o'f  the  child,  but  the 
action  which  the  court  proposes  for  the 
child,  if  the  court  is  doing  its  duty,  is  re- 
lated to  the  previous  'history,  the  parental 
attitudes,  the  educational  standard,  the  pros- 
pects of  the  child,  and  not  to  the  delinquent 
act  which  he  has  committed,  ft  is  there- 
fore by  no  means  uncommon  to  find  that 
one  child  can  be  committed  to  an  approved 
school  on  his  first  .appearance  in  court  for 
stealing  a bottle  of  milk,  and  another  ohild 
can  be  put  on  probation  for  a whole  series 
of  •offences  which  are  very  much  more 
serious.  The  key  is  the  need  of  the  child, 
and  presumably  exactly  the  same  would  be 
true  of  any  ascertainment  of  mental  in- 
capacity in  whatever  form  it  took. 

2224.  Yes,  but  at  that  point  the  ascer- 
tainment of  mental  incapacity  is  limited  at 
present  by  statutory  definitions  of  mental 
deficiency  which  are  not  primarily  intended 


for  the  delinquent  child? 'Our  complaint 

is  that  they  are  so  limited  that  we  cannot 
use  them  when  we  get  a delinquent  who, 
in  our  view,  is  mentally  deficient. 

2225.  'Have  you  considered  that  you  may 
need  a somewhat  different  definition  of 
mental  deficiency  for  the  delinquent  from 

what  is  needed  for  the  non-delinquent? 

{Mr.  Tucker ):  May  I say  here,  Sir,  that 
while  we  are  talking  of  delinquency,  be- 
cause we  are  here  as  approved,  school 
managers,  I am  quite  sure  that  in  other 
■branches  of  our  work  amongst  children 
most  of  us  would  agree  that  the  definition 
iwe  want  would  apply  to  many  children  who 
are  not  delinquents,  many  children  who, 
for  some  reason  or  other,  are  living  in 
children’s  homes  and  need1  this  somewhat 
extended  care  when  they  are  past  school 
leaving  age.  I think  we  could  say  we 
should  be  very  unhappy  if  any  definition 
were  tied  to  delinquents,  'because  we  are 
not  thinking  of  these  children  as  delin- 
quents 'but  of  their  problems  as  children. 
They  are  not  all  that  different  from  similar 
children  who  might  quite  as  well  be  in 
approved  schools  hut  are  not. 

2226.  (Mr.  Jackson ):  You  are  in  any 
case  dealing  in  your  approved  schools  with 
a number  of  children  who  are  not  delin- 
quents, the  care  and  protection  cases,  are 
you  not?  You  are  not  suggesting  there  is 
really  a serious  distinction,  between  .these 
two,  though  there  is  technically  and  legally? 

Technically  and  legally,  but  from  the 

child’s  point  of  view  very  little. 

2227.  You  are  suggesting  we  cannot  dis- 

cuss this  entirely  in  terms  of  the  delinquent 
when  you  actually  also  take  non-delin- 
quents under  the  present  law? Yes. 

2228.  f Chairman ):  In  the  case  of  the 

delinquent  before  the  court  the  question  is 
not  whether  the  child  is  to  be  under  any 
form  of  restraint  or  detention,  because  it  is 
quite  clear  he  has  to  be  under  some  form 
of  restraint  or  detention ; the  only  question 
is  what  form  of  restraint  would  be  best 
for  him,  and  .that  is  where  you  want  the 
psychiatrist’s  advice.  IBut  with  the  non- 
delinquent, who'  is  not  before  the  courts, 
when  you  ascertain  him  as  a mental  defec- 
tive subject  to  'be  dealt  with,  you  are  con- 
sidering whether  he  is  so  incompetent  that 
he  should  be  detained.  Must  not  the  de- 
finition in  those  .two  circumstances  inevit- 
ably be  different? {Mr.  Gittins ):  I am 

bound  to  say  that  I cannot  see  it.  The 
fact  that  a child  has  committed  an  offence 
brings  .the  court  into  the  picture  ; it  does 
not  necessarily  mean  that  the  child  is  a 
delinquent  in  the  ordinary  sense  of  the 
term ; he  may  be  or  he  may  not  be,  but 
at  any  rate  he  has  committed  an  offence 
land  'therefore  ithe  court  has  to  decide 
whether  it  is  going  to  interfere  with  the 
liberty  of  the  subject.  The  19'33'  Children 
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and  Young  Persons  Act  lays  down,  im- 
plicitly at  any  rate,  that  the  Courts  shall 
interfere  with,  the  liberty  of  the  subject 
when  it  appears  on,  the  whole  in.  the  in- 
terests of  ithe  subject  himself  to  do  so. 
Then  the  question  before  the  court  is  not, 
“Shall)  -he  'be  detained  or  prevented?” — 
we  dlo  not  on,  the  whole  d'etaim  or  prevent 
children  much  in  approved  schools — but, 
“What  kind  of  treatment  is  the  best  for 
that  chiil'dl?  ” lit  seems  to  me  thlat  when  you 
have  a child  'before  a justice,  with  a peti- 
tion on  grounds  of  mental  defect,  the  con- 
siderations are  not  dissimilar.  iHere  is  a 
person  who  appears,  to  be  incapable  of 
independent  social  adaptation, ; that  gives 
the  justice  the  right  to  ascertain  whether 
he  should  interfere,  and  the  question  'before 
him  then  again  is  “'What  is  the  best  kind 
of  treatment  for  this  person?”  In  those 
terms  the  two  situations  seem  to  me  to  be 
identical. 

2229.  I know  we  are  not  dealing  entirely 
with  delinquents,  but  I cannot  get  away 
from  the  old-fashioned  point  of  view  that 
breaking  the  law  is  a fact  which  is  different 
from  any  other  fact — perhaps  not  different 
in  moral  terms,  but  this  is  not  a question  of 

degrees  of  immorality. That  surely  was 

recognised  by  the  fact  that  children  who 
are  found  to  be  in  need  of  care  or  pro- 
tection, exposed  to  moral  danger  and  so 
forth,  do.  come  to  approved  schools.  That 
has  been  recognised'  by  the  laiw,  you  accept 
a child  as  doli  incapax. 

2230.  I should  be  interested  to  know— 
though  perhaps  this  is  rather  wide  of.  the 
terms.  o,f  reference  of  this  Commission — 1 
under  what  circumstances  care  and  protec- 
tion. children  come  to  approved  schools? 

1 think  Miss  Wannop  can.  probably  tell 

you  a great  deal  more  about  this  than  I 
can,  iSir,  'but  the  answer  very  shortly  is 
that  there  are  many  more  girls  than.  boys. 
The  care  and  .protection  cases,  in  -boys 
schools  are  tending  to  disappear,  but  still 
they  make  a significant  number  of  the  girls’ 
entry. — ( Miss  Wannop) : As  far  as  the 
girls  are’ concerned,  out  of  about  ilOO  con- 
secutive committals,  52  were  committed  for 
being  in  need  of  care  and  protection,  14 
as  being  beyond  control  (which  is  usually 
much  the  same  kind  of  thing  but  means 
that  the  parents  or  the  local  authority 
brought  the  charge),  34  for  breaking  and 
entering,, • larcency  and  similar  offences,  2 
for  failure  to  attend  school.  I am  not 
sure  how  that  adds  up,  'but  it  was  out  of 
roughly  100  consecutive  committals.  So 
a high  proportion  were  committed  for  being 
either  in  need  of  care  or  protection  o,r  being 
•beyond  control.  In  actual  fact  we  find 
that  the  majority  of  girls,  have  been  be- 
yond the  control  of  somebody  and  the 
actual  charge  is  not  always  necessarily 
exact.  They  may  have  been  committed  as 


being  ini  meed  of  care  and'  protection:  when 
they  have  also  (been  stealing,  or  they  may 
have  been  committed  for  stealing  and1  really 
also  be  .in  need  of  care  and1  protection. 

220il.  ,Do  I .infer  from  that  that  local 
education  authorities  tend'  to  ask  the  Courts 
to  send  children  to  approved'  schools  as 

the  only  residential  school  available? 

I am  afraid  that  perhaps  there  is  something 
in  that,  but  there  have  been,  ll  think  it  is 
true  to  say,  children  who  have  failed1  to 
attend  school,  who  have  'been  beyond  the 
control  of  their  parents  because  their 
parents  have  not  been  able  to  make  them 
attend.  We  had  one  child  who  had 
attended  very  little  all  her  life  ; the  mother 
was  a neurotic  and  when  she  realised  iwhat 
was  happening  she  did  her  very  best  to 
make  the  child  go-  to  school,  but  the  child 
would  throw  her  shoes  on  the  (ire  rather 
than  go  to  school.  1 should  add  that  these 
figures,  refer  to  girls  between  14  and  17,  not 
all  of  them  oif  school  age. 

2232.  {Mrs.  Braddock ):  You  say  you  have 
had  a limited  number  of  cases'  referred  to 
you  from  the  Counts  for  no  other  reason  at 
all'  than  that  they  refused  to  attend  school? 

We  had  .tiwo  in  that  particular  hundred. 

Every  year  we  get  not  very  .many  hut 
perhaps  two  or  three. 

2233.  (Sir  Cecil  Oakes):  The  technically 
delinquent  are  very  much  in  a minority 
among  that  hundred?— —Among  'the  girls, 
yes. 

2234.  (Mr.  Jackson) : Can  you  say  from 
common  knowledge  that  very  often  there 
is  practically  nothing  in  that?  The  girl 
who  is  sent  to  you  because  she  is  said  to 
be  in  need  of  care  and  protection  could  very 
well  combine,  •shop-lifting?-—- Yes,  she 
could  have ; the  majority  have  been  of 
really  difficulty  behaviour.— *( Mr.  Groom): 
Generally  it  .is  found  that  the  girls  who 
have  not  had  any  charge  against  them  arc 
far  more  difficult  to  train  than  those  who 
have  a definite  charge.  In  other  .words 
those  committed  for  care  and  protection 
present  far  greater  problems  than  those 
round  guilty  of  an  offence. — (Mr.  Gittins): 
We  carried  out  an  investigation  in  one  boys’ 
school.  We  .took  162  care  and  protection 
cases  and  compared  them  with  162.  who  had 
committed  offences,  chosen  at  random. 
Those  were  assessed  .by  independent 
observers  who  did  not  know  the  [purpose 
of  the  assessment ; they  simply  took  all  the 
boys.  There  was  no  difference  whatever, 
either  in  previous  offences  committed,  in 
standard  of  behaviour  or  in  any  other  way 
between  the  two  groups.  The  two-  groups 
were  virtually  identical.  It  just  simply  is 
a matter  of  the  grounds  on  which  the  Count 
decides  to  commit.  It  .is  not  an  indication 
of  the  ndture  of  the  child. 
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2235.  (Chairman):  Apart  from  the 

obvious  •nuisance  of  having  seriously  sub- 
normal1 children  in  approved  schools,  do 
you  -think  that  most  of  .the  children  you 
ha-ve  in  mind  who  you  'think  ought-  to  be 
ascertainable  as  mental  defectives  would 
really  be  better  in  a menial  deficiency  insti- 
tution than  -in  an  approved  school? 

(Miss  Wannop ):  We  have  a small  number 
each  year,  -perhaps  two  -or  three  out  of 
anything  between  150  and  200  cases,  who 
we  are  quite  sure  should  be  certified  and 
wc  do  actually  have  them  certified  in-  the 
school.  We  usually  have  ito  wait  a long 
time  to  place  them  .in  an  institution,  some- 
times five  or  .six  months ; hut  any  case 
where  we  are  quite  certain  that  they  would 
be  unfit  to  manage  in  the  outside  wo-rld 
and  arc  proving  unfit  to  adjust  within  school 
conditions,  then  we  have  them  sent  .to  an 
institution. 

2236.  Under  what  .procedure  can  you 

transfer  a child  from  your  school  to  a 
mental  deficiency  institution? -The  trans- 

fer is  made  through  the  .Home  Office.-— 
(Mr.  Gittins ):  Under  Section  9 of  the 
Mental  Deficiency  Act.  .1  think  you  will 
find,  Sir,  .in  our  .report  that  we  made  two 
comments  on  the  point  you  have  just 
raised.  The  first  was  that  the  outstanding 
feature  of  the  -majority  of  sub-normal 
children  seems  to  'he  that  they  can  adjust 
themselves  to  controlled'  environment,  and 
they  do  not  .present  abnormal  difficulties 
while  they  are  in  an  approved  school.  The 
other  is  that  although  we  say,  -roughly 
speaking,  .about  half  of  all  the  border-line 
“ defectives  ” fail  on  licence,  even  under  the 
present  conditions  -about  half  of  them 
succeed.  iSo,  we  are . stressing  firstly 
the  need  for  -better  supervision  on-  licence  of 
those  that  we  get,  and'  secondly  easier  trans- 
fer under  the  Mental  Deficiency  Acts  than 
exists  at  present  for  those  for  whom,  it 
proves  necessary. 

2237.  (Sir  Cecil  Oakes):  Us.  it  not  a ques- 
tion of  accommodation  really? Virtually, 

yes.  (More  mental  deficiency  accommoda- 
tion would  affect  everything  all  the  way 
along  the  line.  You  would  get  more 
children  certified  if  there  were  more  accom- 
modation ; iit  would  affect  .the  interpreta- 
tion -of  'the  Act  by  the  psychiatrist  in  the 
field. 

2238.  You  would  get  fewer  in  and  m-ore 

out?-- Exactly.  I think  probably  the  one 

single  thing  which  we  all  want  to  say  with 
all  the  emphasis  at  our  command  is  that 
it  is  completely  disastrous  both  to  .the  child 
and  to  our  own  work  to  see  .children-  going 
into  prison  simply  'because  they  have  not 
got  the  capacity  to  do  -anything  else,  and 
that  occurs  in  far  too  many  cases,  and  the 
individual  misery  -that  is  caused  both  .to  the 
triple  handling  the  children  and  to  the 


children  themselves  just  does  not  bear 
thinking  about. — (Mr.  Tucker):  But  we 
do  feel  that  some  of  those  who  do  get  into 
prison  might  well  not  get  there  if  we  had 
these  wider  powers  of  supervision. 

2239.  (Mrs.  Adrian):  It  is  not  only  in- 

stitution beds  that  you  need,  it  is  these 
wider  powers  of  guardianship — making  the 
child  a State  ward  or  something  of  that 
nature — continuing  for  a considerable 
time? (Mr.  Groom):  Yes. 

2240.  Would  you  say  that  should  con- 
tinue qu'ite  indefinitely,  or  should  there  be 
a review  and  a possibility  of  discharge  from 

that  guardianship? Definitely,  there 

should  be  the  possibility  of  review  for  dis- 
charge ait  any  time.;  in  one  case  probably 
three  years  might  achieve  your  object,  but 
in  another  case  you  might  have  the  indivi- 
dual for  the  whole  of  her  lifetime. 

2241.  But  you  want  it  to  be  at  your  dis- 
cretion?  Yes. — (Mr.  Tucker ):  Where  a 

home  .somewhat  on  the  lines  of  the  com- 
munity Mr.  Gittins  outlined  has  been  avail- 
able, where  one  has  been  able  to  -have  one 
of  these  socially  inept  children  living  for 
some  years  with  that  support  that  they  can- 
not get  if  they  are  put  out  into  lodgings, 
they  very  slowly  grow  into  stability.  Andi  with 
those  few  children  who  are  fortunate 
enough  to  have  accommodation  like  that 
they  ultimately  become  useful  citizens  in  a 
lowly  way.  So  often  in  the  approved 
schools  the  boys  and  girls  go  out  into 
society  where  the  strain  is  so  great  that 
they  cannot  both  hold  a job  and  hold  their 
place  in  society  that  makes  demands  upon 
them,  and  we  feel  that  a good  many  more 
of  that  50  per  cent,  who  fail  would  join 
the  50  per  cent,  who  succeed-  if  vve  only 
had  those  powers  given  to  us  to  say  to  the 
child  “Now  you  a-re  to  go  and  live  there, 
and  you  are  to  go  out  to  your  job  from 
there”.  The  child  at  the  moment  cannot 
see  far  enough  ahead  to  know  it  is  in  his 
interests,  and  if  he  says  “ No  ” and  you 
fail  to  persuade  him  you  are  absolutely 
helpless. 

2242.  (Chairman):  Who  would  have  the 
power  of  compulsion — would  the  school  it- 
self select  the  lodgings  and  place  for  the 

child? (I  think  one  would  have  to  be 

very  elastic  about  that.  Probably  it  should 
be  the  school,  because  the  school  does  know 
so  much  more  about  the  child  and  his  diffi- 
culties and  the  type  of  persons  he 
responds  well  .to. 

2243.  (Mrs.  Adrian):  There  should  be 
co-operation,  perhaps,  between  the  school 
and  the  Probation  Officer  and  the  local 
authority?  Someone  perhaps-  who-  knows 
the  home  circumstances  if  the  school  is  far 
away  will  be  better  than  the  school  itself? 

(I  think  i<t  is  only  right  to  say  that  the 

degree  of  co-operation  between  the  schools 
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and  the  service  they  use — whether  it  is  Chil- 
dren’s Officers  or  the  Probation  Service— -is 
very  close,  and  I think  that  would  be 
merely  a matter  of  working  out  in  prac- 
tice. I see  no  difficulty  alt  all  in  achieving 
practical  co -operation.. 

2244.  {Chairman):  Under  what  powers 

would  you  wish  to  act? 'Where  a child 

fails  repeatedly  in  society  because  of  his 
inadequacy,  we  should  like  to  have  the 
power  to  be  able  to  help  him  after  his 
period  of  licence,  in  the  same  way  that  we 
can  help  him  while  he  is  on  licence.  Our 
power  ends  with  the  end  of  licence,  and 
if  a boy  has  remained  in  the  school  up 
to-  the  end  of  the  period  of  detention,  the 
day  he  leaves  that  school  he  can  if  he 
wishes  snap  his  fingers  at  usa  though  he  is 
nominally  under  supervision. 

2245.  {Mrs.  Adrian ):  Does  that  mean 
that  sometimes  you  send  a boy  out  on 
licence  before  you  really  feel  he  is  ready 
for  it  because  he  is  going  to  snap  his  fingers 

at  the  end  of  his  term? Yes,  we  do  that 

sometimes. 

2246.  (Dr.  Thomas):  What  kind  of 

authority  do  you  wish  to  have  over  the 
boy  who  is  consistently  doing  the  wrong 
thing  and  does  not  take  advice  from  his 
school  when  it  is  obvious  that  he  needs  it 
in  order  to  prevent,  say,  further  delin- 
quency? Is  he  to  come  back  to  the  school, 

or  what? (Mr.  Gittins ):  No,  Sir.  I 

think  we  are  asking  for  the  powers  which 
exist  already  to  be  extended  in  time  for 
these  special  cases.  It  is  true  that  the  only 
sanction  which  we  possess  at  the  moment 
is.  that  of  recall  to  the  school,  and  that 
obviously  in  the  case  of  a boy  who  had  got 
beyond  the  age  limit  of  the  school  would 
not  be  an  operative  power,  but  in  fact  it  is 
not  an  operative  power  at  the  present  time 
because  recall  for  various  reasons  scarcely 
ever  works  and  is  very  little  used.  As  we 
see  it,  the  main  point  is  that  we  now  have 
the  right  to  call  on  various  forms  of  d&t  • 

ance  for  children  on  licence  and  to  provide 
financial  assistance  from  time  to  time  in 
various  ways,  and  we  have  the  right  to  go 
in  and  advise  and  befriend  the  child ; in 
ordinary  everyday  practice  that  works  pretty 
reliably,  and  we  think  it  would  work  with 
the  rest.  If  a Child  was  getting  into  trouble, 
we  should  think  that  i.t  was  appropriate  to 
bring  him  up  for  some  other  form  of 
treatment  altogether,  and  if  he  had  passed 
the  age  appropriate  for  an  approved  school 
then  that  treatment  might  well  be  admission 
.to  a mental  deficiency  colony. 

2247.  in  ithe  case  of  (the  inadequate 
psychopath  with  average  intelligence,  how 
do  you  feel  (that  ought  to  work  in  his 
case?  Do  you  feel  it  would  substantially 

help  .that  .problem? Going  on  our  owin' 

experience  I think  it  depends  a good  deal 
on  how  much  patience  you  have.  You 


have  :to  be  prepared  for  inadequate 
behaviour  from  an  inadequate  psychopath. 
The  people  who  are  prepared  to  work  in. 
an  approved  school  are  prepared  to 
persevere  with  (that,  boy  up  to  the  end  of 
.the  school  supervision.  After  that  has 
finished  he  them  begins  ito  be  a nuisance  to 
somebody  else,  and  'then  you  get  trouble 
and  he  goes  to  Borstal  and  prison.  If  we 
could  continue  with  that  particular  class'  of 
child  we  would  not  expect  dividends,  buit 
I would  agree  with  Mr,.  Tucker  that  over 
a long  period  of  time  if  you  persist  you 
do  quite  often  see  .improvement.  I think 
one  vital  thing  aid  the  basis  of  what  _we 
are  saying  is  that  we  arc — from  practical 
experience,  not  in  principle — opposed  to 
transfer  of  authority  once  you  have  really 
made  contact  with  the  child.  We  feel  with 
this  class  of  child  in  particular  a personal 
contact  once  miade  should  be  maintained. 

2248.  (Chairman):  Is  there  not  a con- 
cealed difficulty  about  this  extended  period 
of  licensing  that,  at  the  present  moment, 
your  power  during  the  limited  period  is 
really  the  .power  to  call  upon,  a Probation 
Officer,  and  in  the  last  resort  for  the 
Probation  Officer  to  take  the  person  back 
to  the  court ; would!  you  wish  that  position 
to  extend,  indefinitely  for  a longer  period? 
Yes,  indeed  we  should. 

2249.  You  would  want  the  ex-delinquent 
(to  remain  under  the  shadow  of  the  court 

for  an  extended'  period? 1 do  not  think 

any  of  us  accept  that  being  under  the  care 
of  a Probation  Officer  is  being  under  the 
shadow  of  'the  court.  We  are  moving 
gradually  in  our  social  legislation.,  and  at 
some  date  we  shall  arrive  at  a point  where 
there  is  no  substantial  distinction  between 
a person  who  is  dealt  with  for  delinquency 
and  a person  dealt  with  for  some  other 
reason.  It  is  the  need  of  .the  person  in 
society  that  is  important  and  the  whole 
history  of  treatment  shows  a move  in  that 
direction.  At  the  moment  we  are  only  half 
way  there,  and  so  we  run  into  these  diffi- 
culties. -But  'Probation.  Officers,  although 
they  are  employed  by  the  count  for  court 
purposes,  often  diO'  a good;  deal  of  work 
that  would!  mot  he  regarded  as  court  work. 
— (Miss  Anderson):  One  point  which  illus- 
trates the  inadequacy  of  ithe  present  super- 
vision arrangements  is  that  where  you  have 
a really  bad  home  and  the  period  of  licence 
finishes,  the  parents  very  often  wish  (to 
have  the  child  home  and  you  cannot 
prevent  it.  You  can  do.  practically  nothing. 
A girl  may  go  back  to  a most  unsuitable 
environment  and  you  know  it,  and  you 
cannot  remove  her  from  the  home. 

2250.  You  mean  you  oamnot  prevent  it 

now  during  .the  period  of  licence? Yes, 

during  the  period  of  licence  you  can,  but 
not  during  the  period  of  supervision.  As 
soon  as  the  period  of  licence  ceases  that  girl 
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may  return  ito  her  own  home  and  the 
parents  may  insist  even  if  she  does  not 
wish  it,  oir  'they  may  .persuade  her  to  return ; 
those  whom  we  call  sub-normal  are 
especially  easily  persuaded  by  their  home 
ties  ; she  may  be  living  in  absolute  danger 
and  we  can  do  nothing.  That  has  actually 
occurred. — (M r.  Tucker ):  I wonder,  Sir,  if 
I could  give  an  illustration1  of  how  licensing 
works  and  why  it  is  we  are  making  this 
plea.  1A1  boy  is  coimmititedi  by  Ithe  courts 
•to  an  approved  school,  and  normally  it 
would  be  for  a period  of  three  years.  At 
the  end  of  a year  and  every  term  after 
that  the  Managers  must  consider  the 
licensing  of  that  boy.  It  sometimes  happens 
at  the  and  of  a year  that  the  boy  has  done 
so  -well  the  Managers  feel  that  that  boy 
on  his  progress  in  school  can  be  licensed, 
but  dhe  .home  conditions  are  so  bad  that 
they  fear  to  send  this  boy  back  to  his  old 
home  because  it  would  be  just  inviting 
disaster.  The  boy  may  therefore  be  placed 
in  a foster  home  and  he  is  licensed  to  this 
foster  home.  He  has  therefore  two.  years 
on  licence  and  during  .the  whole  of  that 
•two  years  he  is  under  complete  supervision 
from  the  school,  who  may  help  financially 
and  in  other  ways.  At  the  end  of  .the  .two 
years,  his  supervision  period  starts  and  the 
authority  of  the  school  ceases.  Now  in, 
that  particular  case  probably  he  has  got 
very  well  settled  and  there  is  no  problem, 
but  what  we  are  saying  is  that  when  the 
boy  cannot  be  licensed  two  years  before- 
hand and  probably  has  to  remain  in  the 
school  .until  the  end  of  his  term  of  deten- 
tion or  nearly  -till1  the  end,  in  these  cases 
where  we  know  the  child  needs  .that  help 
and  support,  in  the  period  of  supervision, 
wc  should  have  the  same  authority  as  we 
have  a.t  present  during  the  period  of  licence. 
We  feel  that  we  could  prevent  a lot  of 
suffering  by  the  children  and  a lot  of 
ultimate  cost  to  the  community,  if  we  could 
only  have  those  powers  for  a longer 
period. 

225*1.  (Mrs.  Adrian ):  That  is  perhaps 
most  vividly  shown  in  the  case  of  the  boy 
who  goes  home  from  an  approved  school 
at  fifteen?  He  has  then  to  re-adapt  himself 
to  the  home  which  Was  probably  the  one 
that  failed  in  the  first  instance,  He  has  to 
adapt  himself  to  life  outside  a sheltered 
community  and  to  the  whole  new  purpose  of 
doing  work.  All  that  has  to  be  done  just 
at  the  moment  when  all  control  ceases.  That 
is  perhaps  the  most  dramatic  instance,  but 

it  iwould  apply  to  the  older  ones? It  is 

not  an  infrequent  case. 

2252.  (Chairman):  Do  you  ever  find 

yourselves  tempted,  when  you  are  letting  a 
boy  out  for  two  years  on  licence  and  you 
do  not  want  him  to  go  to  his  own  home, 
to.  send,  him  to  another  part  of  the  country 


where  you  cannot  exercise  personal  super- 
vision, just  to  make  sure  that  he  does  nolt 

get  involved  in  hi®  home  again? 

Where  possible  you  put  him  in  a 
home  not  too  far  away  from  school  so  that 
you  can  personally  be  in  touch  with  him. 
It  does  not  mean  that  because  you  do  not 
return  a boy  to  his  own,  home  that  you  cut 
off  his  contacts  with  his  parents ; one  may 
very  well1  not  agree  to  his  going  home  but 
still  encourage  contact.— <Mr.  Gittins) : One 
of  the  commonest  things  when  you  cannot 
place  a boy  with,  parents  is  to  place  him 
with  relatives. 

2253.  (Mr.  Jackson ):  Under  your  scheme 
there  comes  a time  when  you  have  to  con- 
sider whether  in  fact  ithe  ordinary  period 

of  licence  should  be  extended? (Mr. 

Tucker):  Y>es. 

2254.  T am.  not  quite  dear  when  that 
decision  is  to  be  taken,  nor  who  k to  take 
it.  What  process  do  you  envisage?  Who  is 
to  say  tihlat  this  period  of  licence  is  to  be 
extended  for  another  three  years  or  for 

life? II  think  what  we  have  in  mind  is 

that  during  the  boys’  period  in  the  school, 
the  staff  and  Managers  in  their  regular 
meetings  discussing  the  progress  of  boys 
will,  at  seme  stage,  come  to  a point  when 
they  feel  this  boy  is  amongst  those  in- 
adequate children.  That  is  the  point  at 
which  that  name  should  be  registered  at  the 
Home  Office  as  a special  case  for  further 
consideration.  It  is  not  something  that  is 
going  to  be  suddenly  sprung  at  an  arbitrary 
period,  it  is  something  we  see  in  our  work 
amongst  the  boys  in  the  school,  that  this 
child  is  likely  to  need'  help  for  a longer 
time  than  the  average  child  in  the  school. 

2255.  I am  still  not  clear  who  is  to  make 

the  decision. (Mr.  Groom):  I would 

suggest,  'Sir,  That  this  should  apply  to 
every  child1  who  goes  through  an 
approved  school.  When  you  obtain 
a mortgage  you  .undertake  to  repay 
over  so  many  years,  but  somewhere 
in  that  document  there  is  a power  given,  to 
the  Society  or  whoever  it  may  be  to  demand 
repayment  within  three  months,  a hidden 
power  that  is  never  operated.  If  there  were 
power  to  prolong  the  period  of  licence  for 
all  children  going  into  approved  schools,  90 
per  cent,  would  go  through  without  its 
operating,  but  the  Manager  would  have  the 
power  to  operate  it  for  the  others.  I agree 
that  you  can, not  select  from  certain  schools 
and  say  that  one  child  shall  come  under  one 
set  of  rules  and  another  under  another ; 
for  administrative  purposes  you  must  have 
a general  rule.  The  power  would  not  be 
used  fo.r  a child  who  succeeds  on  licence. 
What  happens  now  is  that  with  a child!  who 
succeeds  on  licence,  we  have  applied  before 
now  when  we  thought  the  circumstances 
justified  it  to  cease  supervision.  In  certain 
circumstances  even  that  arises ; you  can 
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operate  it  the  other  way.  You  would  then 
only  use  the  new  power  for  those  particular 
cases  where  it  is  needed. 

2256.  On  that  basis  every  licence  would 
be  made  lifelong  and  it  would  be  left  to 

the  - Managers  to  terminate  it? (Mr. 

Gittins) : I 'do  not  think  that  is  the  recom- 
mendation the  delegation  is  putting  before 
you  in  this  memorandum.  The  recommen- 
dation as  it  is  stated  is  that  where  it  seems 
that  the  prospects  of  licence  are  poor — 
presumably  that  can  mean  at  any  time 
during  the  training  of  the  boy — ‘the  child 
should  fee  officially  registered  with  the  Home 
Office.  The  initiative  would  rest  with  the 
Managers  of  the  'school.  The  Home  Office 
then  in  our  view  would  be  a kind  of 
moderating  authority  whioh  would  assess 
standards  as  between  one  school  and  an- 
other, agree  to1  accept  some  cases  and  not 
to  accept  others,  and  at  the  end  would1  have 
a registered  list  of  all  such  children  who 
are  about  to  go  on  licence  or  who  are  on 
licence  from'  approved,  schools.  We  hope  that 
that  very  simple  step  could  lead  .ultimately 
to  the  process  that  we  are  suggesting  to 
you ; but  obviously  that  step  of  itself  would 
not  ensure  those  processes.  I think  it  was 
beyond  the  competence  of  the  committee 
that  studied  this  problem  to  make  further 
recommendations.  Although  we  have  in 
fact  suggested  what  might  be  appropriate 
treatment,  I think  we  should  rather  Like 
to  avoid  getting  involved  in  -who  should 
make  that  decision. 

22517.  I am  sorry,  but  if  there  is  going  to 
be  that  extension  there  has  got  to  be  some- 
body who  must  decide  that  that  licence 
must  be  extended.-; — If  one  can  squarely 
answer  the  question — I do  not  know 
whether  it  is  practicable  or  not — I think  we 
should  say  the  Managers  of  the  School 
should  suggest  the  extension  to  the  Home 
Office.  That  obviously  would  mean 
statutory  provision. 

2258.  (Sir  Cecil  Oakes) : In  paragraph  25 

(2)  of  your  memorandum  you  suggest  that 
the  Chief  Inspector  should  be  able  to  make 
a decision  in  the  matter? Yes. 

2259.  (Chairman) : When  we  talk  about 
extending  the  period  of  licence,  we  always 
seem  to  come  back  to  the  inadequate 
psychopath  whose  licence  may  need  to  be 
indefinitely  extended,  but  you  are  also 
really  recommending  the  extension  of 
licence  to  a number  of  other  cases  where 
you  think  that  a rather  longer  period  of 

after-care  is  necessary? Yes,  and  the 

criterion  there  is  that  the-  child  has  shown 
persistent  failure  to  adapt  under  his  own 
powers,  and  needs  support. 

2260.  iBut  what  about  the  case  tO'  which 
Mrs.  Adrian  was  referring,  the  boy  who 
comes  out  on  licence  towards,  the  end  of 
his  maximum  period  of  detention  and  has 


to  adjust  himself  suddenly?  Wouldi  you 
want  an  extended  period  of  licence  there? 

1 think,  Sir,  discussion  of  that  would 

be  irrelevant  to  the  case  that  we  are  sub- 
mitting to  this  Commission.  That  is  a 
matter  of  the  ordinary  day-to-day  operation 
of  approved  schools  and  we  have  certain 
views  about  that,  but  I should  hope  that 
it  would  not  cloud  the  issue  we  are  here 
discussing,  which  is  that  of  sub-normal 
children.  The  child  who  ends  his  licence 
at  fifteen  may  be  very  bright  or  very  dull, 
and  although  we  do  agree  that  it  is-  a 
mistake,  1 do  not  think  that  is  relevant 
here;  I think  it  is  a different  question-. 

2261.  Do  you  contemplate  that  most  sub- 

normal children  will  require  an,  extended 
period  of  licence,  and  that  some  will 
require  an  indeterminate  extension  of 
licence? Yes. 

2262.  Would  you  suggest  that  the  licence 
should  be  extended  by  a supplementary 
order  of  a court  or  how?  I am  afraid  you 
could  hardly  expect  the  Home  Secretary  to 
modify  the  sentence  of  a court  on  -his  own 

administrative  motion. He  has  power 

under  Section  9 of  the  Mental  .Deficiency 
Act  to  modify  the  original  committal  by  a 
court,  and  to  extend  it  to  what  may  be 
lifelong  supervision  in  a mental  deficiency 
institution,  and  we  are  only  recommending 
some  further  iprovislon  •similar  in  principle. 
That  is  to  say,  Section  9 of  the  Act  already 
allows  the  il-Iome  Secretary,  without  further 
recourse  to  process  of  law,,  to.  transfer  a 
child  to  a .mental  deficiency  institution  ; wc 
propose  that  it  should  be  possible  for  the 
child,  without  further  process  of  law.  to 
become  the  subject  of  prolonged  supervision 
on  licence.  But  I do  not  think  we  should 
object,  if  it  were  felt  necessary  in  principle, 
to  the  decision  being  approved  by  a court. 
We  are  concerned  that  it  should  happen, 
rather  than-  with  how  it  should  happen. 
— (Mr.  Tucker ):  I think  we  ought  to  add 
that  we  should  feel  that  there  would  have 
to  be  regular  periods  of  reviewing  the  case, 
just  as  Managers  every  term  have  to  review 
a boy’s  progress  to  see  whether  he  can  be 
licensed.  One  would  not  make  an 
indeterminate  licence. 

2263.  (Sir  Cecil  Oakes):  You  would  like 
the  same  safeguards  as  there  are  now  in 

the  school? (Mr.  Gittins ):  Yes.  We 

should  not  object  if  towards  the  end  of 
the  period  of  detention  in,  the.  school  the 
Managers  had  to  put  some  petition  to  the 
court  for  an  order  for  this  prolonged 
supervision  we  are  talking,  about,  although 
we  should  regard  it  as  a little  cumbersome. 
Under  Section  9 you  have  powers  of  a 
similar  order  which  seem  to  work  in 
practice. 

2264.  (Mr.  Jackson ):  Surely  Section  9 
is  applying  a perfectly  well  understood 
process  of  certification?  All  that,  the 
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Secretary  of  State  is  doing  is  applying  a test 
which  is  perfectly  well  known  outside  and 
would  be  applied  on_  petition.  A justice 
may  perform  a function  such  as  this  on 
medical  recommendation,  therefore  it  is  not 
surprising  that  the  Secretary  of  Slate  who 
administers  justice  should  do  the  same 
thing.  iMy  difficulty  is  whether  you  can  set 
out  a sufficiently  definable  standard  to  allow 
the  period  of  licence  to  be  greatly  extended. 
Somebody  has  got  to  make  the  decision 
upon  what  I might  call  a definable  standard. 
I do  not  think  it  is  fair  to  ask  you  for  the 
answer  to  that,  hut  1 am  sure  you  appre- 
ciate the  difficulty? We  are  very 

much  alive  to  that,  t think  it  could 
be  fairly  said  that  these  children  are 
very  much  easier  to  recognise  than  they 
are  to  describe,  and  I am  perfectly  certain 
that  anybody  with  any  experience  in  this 
field  would  find  themselves,  in  agreement 
about  individual  cases  with  very  few  dis- 
sentients indeed.  That  is  why  we  suggest 
some  kind  of  regulating  authority  rather 
than  a precise  definition  of  categories.  I 
agree  it  is  a dangerous  power  to  vest  in 
an  authority  of  that  kind,  but  for  practical 
purposes  it  would  seem  to  us.  to  be  prefer- 
able to  an  attempt  at  definition  which,  in 
our  experience  in  the  past,  defeats  its  own 
ends. 

(Chairman):  Are  there  any  other 

questions? 

2265.  (Dr.  Rees):  What  proportion  of 
all  the  boys  have  been  in  touch  with  a 
Probation  Officer  before  being  sent  to  an 

approved  school? Quite  a considerable 

proportion,  il  could  not  answer  the  ques- 
tion off-hand,  but  it  would  be  of  the  order 
of  70  to  80  per  cent. 

2266.  Is  it  the  practice  of  the  Probation 
Officers  to  keep  in  touch  with  them  when 
they  are  out  or  school? — — It  is  very  com- 
mon indeed. 

2267.  Is  it  not  natural  for  them  to  go 

back  to  the  Probation  Officers  when  they 
return  to  the  community? That  fre- 

quently happens. 

2268.  'Is  that  not  the  natural  after-care 

for  these  children? (Mr.  Groom): 

Dealing  with  it  on  the  girls’  side,  there  is 
always  the  danger  that  a child  who  has 
been  before  the  court  has  been  before  the 
Probation  Officer,  and  in  using  the  Proba- 
tion Officer  for  after-care,  which  seems  the 
naturally  right  thing,  what  actually  happens 
in,  practice  is  that  in  the  district  in  which 
that  girl  lives  the  neighbours  know  that 
she  has  had  contact  with  the  Probation 
Officer  and  the  neighbours  say  “Trouble 
again  ”.  It  may  seem  a trivial  point,  but  I 
can  assure  you  it  is  a very  important  point 
to  the  individual  boy  or  girl. 

2269.  You  mean  there  is  a stigma 

attached'  to1  the  Probation  Officer? Yes. 


2270.  Would  not  the  same  stigma 
become  attached  to  anyone  else  who  visited 

the  home? iNot  necessarily.  One  of  the 

greatest  advantages  as  I see  it  of  the  visit- 
ing system  is  that  the  Managers,  can  use 
any  agencies  they  like,  welfare  workers, 
Children’s  Officers,  an  attendance  officer — 
if  they  felt  that  was  the  right  person — or  a 
clergyman’s  wife  if  they  are  dealing  with 
girls,  all  manner  of  people,  which  would 
not  carry  the  same  stigma  as  being  attached 
to  the  court. 

2271.  (Chairman):  Mr.  Gdttins  objected 
earlier  on  when  I referred  to  the  shadow 

of  the  court. (Mr.  Gittins):  Mr.  Groom 

is  ventilating  a point  which  is  a matter  of 
controversy.  iMy  own  experience,  for  what 
jt  is  worth,  is  that  there  is  nothing  whatever 
in  the  stigma  question.  There  is  a stigma 
attaching  to  the  Probation  Officer  in  some 
areas,  hut  that  attaches  to.  other  people  in 
the  same  area,  even  to  the  rent  collector, 
and  we  find  that  it  is  a question  of  choos- 
ing the  best  person.  We  do  not  mind  what 
he  is  called. 

2272.  During  the  period  that  a boy  is  out 
on  licence  has  the  school  power  of  control 

and  also  a duty  of  control? Yes, 

indeed. 

2273.  If  you  extend  the  period  of  licence, 
is  the  school  to  remain  responsible  for 

keeping  that  boy  under  supervision? 

One  of  our  recommendations,  Sir,  is  that 
certain  schools  should  specialise  in  dealing 
with  sub-normal  children.  There  is  in  the 
approved  school  service  a classification 
system  under  which  children)  are  sent.'  to 
whajt  seems  to  be  the  most  appropriate 
school,  and  in  faat  certain  schools  at  the 
present  time  are  dealing  specially  with  sub- 
normal children.  IMy  own  school  is  one 
of  them.  I think  you  would  find  the  Man- 
agers of  those  schools  would  not  be  merely 
willing  to  acceplt  that  responsibility,  but 
anxious  to  accept  it.  We  are  not  suggesting 
that  this  responsibility  would:  necessarily 
attach  to  the  Managers  of  more  than  a 
few  schools. 

2274.  (Mrs.  Adrian):  Is  not  your  defini- 
tion of  mentally  sub-normal  a wide  one? 
— ■ — lit  is  a wide  definition  of  mentally  sub- 
normal, but  it  must  be  remembered1  that  it 
is  a definition  that  would'  apply  only  among 
a highly  selective  class  of  children,  those 
who  come  info  approved  sehoola;  and  it 
would  apply  to  only  a small  proportion  of 
those.  In  plain  fact  the  numbers  of  chil- 
dren about  whom  we  are  making  recom- 
mendations are  relatively  very  small  in- 
deed', but  they  are  very  important.  These 
are  the  people  who  do  in  fact  become 
recidivists ; these  are  the  people  who  com- 
mit the  violent  crime. 

21275.  (Sir  Cecil  Oakes):  But  it  is  a small 
percentage  of  your  children?— — Yes. 
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22716.  (Chairman):  Is  -there  anything 

further  you  would1  like  to  say?  Is  there 
any  point  that  you  would1  Like  to  draw  our 

attention  to  that  we  have  not  covered? 

Only  -to  emphasise  certain  points,  in  the 
memorandlum.  II  would  like  tio  point  out 
the  extraordinary  convergence  of  view 
between  the  classifying  schools  that  saw 
children  when  they  first  came  into  the 
approved  schools  and  the  training  schools 
which  licensed  the  children  and  saw  what 
happened  to  them  after  ithey  had  left.  It 
is  really  quite  remarkable  that  the  per- 
centages of  children  who-  were  ascertained 
in  the  classifying  schools  as  likely  ito  fail 
because  of  constitutional  defeat  of  one 
sort  and  another,  and  of  those  who  did1  in 
in  fact  fail*  are  allmiosit  identical.  That  point 
reinforces  our  view  ChaJt  these  children,  are 
comparatively  easy  to  recognise  though 
they  are  very  difficult  to  describe. 


il  think  the  second  point  we  should)  like 
-to'  emphasise  is  that  of  those  children  that 
we  regard  as  being  defective  or  inadequate, 
wiithin,  a period  of  three  itio  five  years  nearly 
half  have  already  failed  on  Mcentce.  and 
■that  is  what  we  are  seeking  to  avoid. 

My  last  point  is  to-  repeat  that’  tile  num- 
ber of  children  that  we  arc  concerned  about 
is  in  fact-  small,  and  that  gives  us  some 
hope  thlat  the  suggestions  that  we  arc  mak- 
ing would  not  be  regarded1  as  impracticable, 
even  on  an  experimental  basis.  We  hope 
that,  although  we  should  not  want  to  be 
out  of  step  with  what  was  happening  in 
other  fields,  this  particular  field  might  offer 
some  scope  for  particular  treatment  of  these 
children  who  are  known  to  fail — ex-porK- 
ence  has  proved!  if1 — and  are  known  to  be-  a 
danger  to  the,  ooimimuniliy — experience  has 
proved!  it — and  are  not  great  in  number. 

(< Chairtnari):  Thank  you  very  much. 


(The  witnesses  withdrew ) 
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MINUTES  OF  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWELFTH  DAY 

Tuesday,  9th  November,  1954 


Present 

The  Rr,  Hon,  the  Lord  Percy  of  Newcastle,  P.C.  (.Chairman) 

Mrs.  H.  A.  Adrian,  J.P.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Mrs.  E.  M.  B haddock,  J.P.,  M.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

Sir  Russell  Brain,  Bt„  D.M.,  P.R.C.P.  F.R.C.P.,  D.P.H.  (afternoon  only) 

Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Miss  H,  M . Medley  ( Secretary ) 

Mr.  R.  S.  Reeve,  Mr.  H.  D.  Thompson,  Mr.  A.  H.  Haynes  and  Mr.  T.  H.  Higham, 
B.E.M.  (Honorary  General  Secretary)  on  behalf  of  the  National  Association  of  Local 
Government  Health  and  Welfare  Officers 

called  and  examined. 


Memorandum  submitted  by  the  National  Association  of  Local  Government  Health 
and  Welfare  Officers 

1.  Being  the  successor  to  the  National  Association  of  Relieving  Officers  which 
was  founded  some  42  years  ago,  this  Association  derives  its  membership  from 
local  government  officers  who  are  professionally  engaged  in  the  field  duties  which 
arise  from  the  Lunacy  find  Mental  Treatment  Acts,  Mental  Deficiency  Acts,  National 
Health  Service  Act,  National  Assistance  Act,  and  allied  social  legislation. 

2.  Its  membership  comprises  duly  authorised  officers,  mental  health  officers, 
welfare  officers,  etc. 

3.  The  pool  of  welfare  experience  both  in  personal  case-work  and  in  community- 
care,  represented  by  the  Association’s  membership  is  considerable,  and  within  its 
membership  there  are  many  who  in  addition  to  undertaking  mental  health  duties 
under  modern  legislation  performed  similar  functions  under  the  former  Poor  Law 
code. 

4.  The  National  Association  of  Local  Government  Health  and  Welfare  Officers 
feels  therefore,  that  it  is  a competent  body  to  submit  written  evidence  to  the  Royal 
Commission  and  in  so  doing  it  expresses  its  willingness  to  make  available  such 
number  of  witnesses  to  give  verbal  evidence  as  the  Commission  may  desire. 

5.  In  view  of  the  comprehensive  nature  of  the  Royal  Commission’s  terms  of 
reference  the  evidence  contained  within  this  memorandum  has  been  classified  under 
the  two  main  headings  of  mental  illness  and  mental  deficiency. 
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MENTAL  ILLNESS 

Voluntary  treatment  ( Section  1 of  the  Mental  Treatment  Act,  1930) 

6.  As  an  introduction  to  our  views  on  voluntary  treatment  -we  respectfully  suggest 
that  greater  emphasis  should  be  placed  upon  the  preventative  side  of  mental  health 
work,  and  would  draw  attention  to  the  provisions  of  the  National  Health  Service 
Act,  1946  (Section  28).  This  permits  the  local  authority  to  “make  arrangements 
for  the  purpose  of  the  prevention  of  illness,  the  care  of  persons  suffering  from 
illness  or  mental  defectiveness,  or  the  after-care  of  such  persons.”  Within  the 
terms  of  this  section  many  local  authorities  are  providing  a community-care  service 
which  has  been  found  to  be  of  great  value  in  the  early  catchment  of  cases.  Through 
early  reference  of  cases  to  psychiatric  out-patient  clinics  many  have  been  treated 
without  the  necessity  for  admission  to  mental  hospitals. 

7.  Welfare  officers  of  local  authorities  by  their  intimate  knowledge  of  social 
legislation  and  rehabilitation  services  have  been  able  to  assist  many  cases  seen  at 
out-patient  clinics  by  arranging  financial  assistance,  settlement  of  matrimonial  and 
domestic  problems,  employment  difficulties,  housing  matters,  etc. 

8.  Local  authority  welfare  officers  are  being  frequently  consulted  by  medical 
practitioners,  solicitors,  clergymen,  social  workers,  voluntary  welfare  societies,  etc., 
to  advise  on  cases  whose  problems  are  creating  mental  strain  and  stress. 

9.  We  are  of  the  opinion  that  the  local  health  authority  community-care  service 
should  be  more  extensively  provided,  and  the  section  of  the  National  Health  Service 
Act  referred  to  should  be  made  mandatory  upon  every  authority,  and  not  left  in 
its  present  permissive  form. 

10.  We  are  also  of  the  opinion  that  psychiatric  out-patient  clinics  should  be  so 
geographically  situated  .that  they  are  within  easy  reach  of  all  who  need  their  services. 


Voluntary  admission  to  mental  hospital $ 

11.  We  are  very  conscious  of  the  value  of  the  system  of  voluntary  admission  to 
mental  hospitals,  and  the  success  of  this  legislation  is  indicated  by  the  increasing 
number  of  patients  who  take  advantage  of  the  provisions.  We  believe  that  the 
proportion  of  patients  admitted  to  mental  hospitals  through  the  voluntary  procedure 
could  be  still  further  increased  by  the  introduction  of  welfare  services  designed 
to  resolve  many  of  the  problems  which  normally  arise  and  often  cause  major 
difficulties  at  the  point  when  the  patient  has  to  make  a decision  to  receive  hospital 
treatment. 

12.  Cases  frequently  arise  where  the  local  authority  welfare  officer  is  requested 
from  the  out-patient  clinic  to  assist  in  the  admission  of  voluntary  patients,  especially 
where  some  doubt  exists  in  the  mind  of  the  person  concerned  because  of  various 
factors  referred  to  above.  We  consider  there  are  many  cases  who  'would  agree  to 
accept  early  treatment  if  they  could  be  assured  that  their  domiciliary  problems, 
both  during  and  immediately  after  treatment,  could  be  adequately  dealt  with. 

13.  In  connection  with  the  admission  of  voluntary  patients  we  feel  that  legislation 
should  provide  for  compulsory  social  history  reports  being  required  to  be  submitted 
in  every  case,  to  the  Medical  Superintendent  of  the  mental  hospital,  by  duly 
authorised  officers /welfare  officers.  These  reports  would  contain  information  of 
the  patient’s  previous  history,  normal  life  and  habits,  family  environment,  and  other 
factors.  Welfare  officers’  reports  would  be  of  greater  value  than  relying  entirely 
upon  the  information  supplied  at  the  hospital  by  the  patient’s  relatives,  such 
information  being  sometimes  coloured  by  ia  certain  amount  of  bias  and  fear  and 
misguided  intentions. 


« i4,'  ^ ,not£.d  tliat  foregoing  paragraph  we  have  combined  the  title 

,ulJ  authorised  officer”  with  that  of  “welfare  officer.”  The  Mackintosh  Report 
called  attention  to  the  use  of  the  former  title,  and  considered  that  a more  appropriate 
title  could  be  designed  to  describe  the  much  wider  conception  of  the  welfare  work 
undertaken  by  such  officers  in  the  field  of  mental  health.-  
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Temporary  treatment  ( Section  5 of  the  Mental  Treatment  Act,  1930) 

15.  This  method  of  admission  has  hitherto  been  used  only  to  a limited  extent,  but 
has  proved  of  value  in  particular  cases,  i.e.  puerperal  psychosis. 

16.  Consideration  of  the  extended  use  of  this  method  of  admission  to  hospital 
might  be  given,  provided  adequate  safeguards  for  the  liberty  of  the  subject  were 
made.  An  additional  measure  of  safeguard  for  the  patient  could  be  provided  by 
the  condition  that  applications  should  be  signed  by  the  duly  authorised  officer/ 
welfare  officer  in  addition  to  the  two  medical  practitioners,  thereby  ensuring  con- 
sideration of  the  application  by  three  independent  persons.  In  such  cases  the  duly 
authorised  officer/welfare  officer,  would  have  the  responsibility  of  arranging  the 
admission  of  the  patient  to  the  hospital. 

Compulsory  procedure  (Lunacy  Act,  1890) 

17.  Duly  authorised  officers  exercise  their  authority  as  such  under  Sections  11, 
14,  16,  20  and  21  of  the  Lunacy  Act,  1890.  These  officers  are  required  to  be 
conversant  with  the  procedure  governing  the  admission  of  private  patients  and  must 
be  in  a position  to  advise  friends  and  relatives  in  such  cases. 

(a)  Urftcncy  cam  (Section  11,  Section  20,  Lunacy  Act,  1890) 

18.  There  would  appear  to  be  no  particular  merit  in  the  retention  of  Section  11 
and  Section  20  of  the  Act  as  separate  sections  of  any  contemplated  legislation 
and  we  suggest  these  two  sections  of  the  Act  should  be  combined  to  provide  the 
fulure  procedure  for  obtaining  the  admission  of  urgent  cases  without  a judicial 
order  of  certification. 

19.  We  suggest  that  the  new  combined  section  should  be  used  both  for  eases  of 
emergency  and  for  observation  purposes.  There  now  appears  to  be,  throughout 
the  country,  varying  interpretations  adopted  as  to  the  type  of  case  for  which  this 
section  was  designed.  With  a view  to  clarifying  the  matter  wc  suggest  the  section 
be  amended  to  read  “If  the  duly  authorised  officer  of  the  local  health  authority  or 
any  constable  is  satisfied  that  it  is  necessary  for  the  public  safety  or  the  safety  or 
welfare  of  a person  alleged  etc.  etc.” 

20.  We  recommend  that  the  present  Section  20  (as  amended)  becomes  the  first 
part  of  a new  Section  20,  e.g.  Section  20  {«). 

21.  We  then  recommend  that  the  existing  Section  11  becomes  the  second  part  of 
that  section,  e.g.  Section  20  (/>). 

22.  We  further  recommend  that  Section  21  (a)  becomes  the  third  part  of  that 
section,  e.g.  Section  20  (c). 

23.  In  further  consideration  of  the  existing  Section  11,  we  suggest  that  it  should 
be  clearly  staled  that  the  duly  authorised  officer  of  the  local  authority  is  empowered 
to  initiate  proceedings  under  that  section. 

24.  Wc  also  suggest  that  in  order  to  defer  consideration  of  the  use  of  the  judicial 
certification  order  for  such  cases,  the  period  of  the  suggested  Section  20  order 
should  be  extended  from,  three  days  to  fourteen  days.  (We  are  aware  that  the 
present  three  days  can  'be  extended  by  the  hospital  authorities,  but  we  feel  that  the 
initial  period  of  the  patient’s  detention  should  be  increased  to  provide  more  adequate 
assessment  of  the  ease  prior  to  any  further /adjudication.) 

25.  In  connection  with  the  admission  of  patients  under  these  emergency  provisions 
we  would  draw  attention  to  the  difficulties  which  arise  in  various  parts  of  the 
country  through  the  fact  that  there  are  insufficient  “designated”  hospitals  and 
consider  that  this  deficiency  should  be  rectified  iat  an  early  date. 

26  In  our  view  the  new  emergency  provision  as  suggested  (combined  Sections  20 
and  'll)  would  be  sufficient  for  every  type  of  emergency  need  and  we  therefore 
see  ino  merit  in  the  retention  of  Section  21  of  the  Lunacy  Act,  1890.  We,  therefore, 
suggest  that  this  particular  section  should  be  eliminated,  but  that  Section  21  (a)  should 
bo  retained  in  the  Act  for  extension  purposes  as  indicated. 
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27.  With  regard  to  the  general  question  of  compulsory  removal  we  would  ask 
for  consideration  to  be  given  to  the  question  of  “ power  of  entry  ” of  the  duly 
authorised  officer  in  order  to  bring  the  patient  before  the  magistrate  or  to  remove 
a.  patient  to  hospital^  Similar  provisions  are  contained  in  Section  15  (2)  of  the 
Mental  Deficiency  Act,  1913,  and  we  are  of  the  opinion  that  it  can  be  included 
with  advantage  in  respect  of  the  compulsory  removal  of  mental  patients. 

( b ).  Judicial  certification  order  ( Sections  14  and  16,  Lunacy  Act,  1890) 
r;  28.  In  our  view  the  use  of  the  judicial  certification  order  should  be  the  last  method 
of  procedure  to  be  adopted,  and  only  called  upon  .after  all  other  methods  have  been 
fully  considered. 

29.  We  do  not  recommend  .any  variation  in  the  present  procedure,  and  consider 
that  the  services  of  the  Justice  of  the  Peace  should  be  continued  in  their  present 
form. 

30.  Under  Section  2 of  the  Lunacy  Act,  1891,  we  suggest  the  provisions  for  the 
conveyance  of  the  patient  should  be  amended  to  read  “ shall  forthwith  arrange  for 
the  conveyance  of  the  patient  under  the  National  Health  Service  transport  or  other- 
wise” in  the  place  of  the  present  words  “may  make  proper  arrangements  etc”’ 
This  recommendation  is  made  with  a view  to  clarification. 


Senile  dementia  cases 


31.  For  some  long  time  the  question  of  the  admission  of  senile  dementia  cases  to 
appropriate  establishments  has  been  considered  a most  serious  national  problem. 
Representations  have  been  made  to  the  appropriate  Ministry  by  various  bodies,  and 
the  members  of  our  association  have  been  very  concerned  at  the  number  of  cases 
m which  it  has  been  necessary  to  resort  to  certification  procedure  under  the  Lunacy 
Acts  in  order  to  secure  adequate  care  and  accommodation  for  this  type  of  patient. 


32.  We  strongly  recommend  that  adequate  separate  establishments  for  this  class 
?f  patient  should  be  provided  and  that  such  patients  should  be  admitted  without  a 
judicial  certification  order  and  solely  by  the  written  consent  of  relatives,  two  medical 
certificates  and  an  order  of  the  duly  authorised/welfare  officer. 


33.  There  is  situated  in  East  Anglia  at  least  one  excellent  example  of  the 
ot  hospital  we  recommend  for  this  class  of  patient. 


type 


. This  has  been  established  since  1930 — 'patients  have  been  admitted  without 
judicial  certification  orders  and  it  has  proved  very  successful  and  helpful  for  both 
patients  and  relatives  alike. 


35.  In  respect  of  such  an  establishment  it  would  be  necessary  to  impose  a 
minimum  age  limit  and  the  relatives  authorised  to  make  application  would  have  to 
be  defined. 


General 

(a)  Terminology 

36.  In  any  new  legislation  we  urge  that  the  expression  “ person  of  unsound  mind  ” 
should  not  be  used  but  that  patients  should  be  referred  to  as  “ persons  suffering 
abohshed111^  1 n6SS'  0n  a forms  and  documents  the  term  “ Lunacy  ’’  should  .be 

(b)  Discharge 

: - 37.  Despite  difficulties  arising  from  the  use  of  Section  72  we  feel  that  no  further 
restriction  should  fee  placed  on  the  right  of  discharge.  Cases  will  continue  to  arise 
where  patients  are  taken  out  of  hospital  by  relatives  prematurely,  'but  despite  the 
: complications  which  often  follow,  frequently  requiring  the  further  services  of  the 
duly  authorised  officer,  we  feel  that  the  discharge  provisions  should  remain  to  help 
to  inspire  the  confidence  of  the  public  m the  mental  health  service.  u 
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(c)  Training  of  officers 

. 38.  Certain  local  authorities  have  arranged  for  their  (field  staffs,  courses  of  training 
in  mental  health  work  at  mental  hospitals  within  their  areas,  or  for  the  attendance 
ol  their  officers  at  short  training  courses  held  at  universities. 

39.  We  suggest  these  training  facilities  should  be  encouraged  and  extended  in  order 
to  ensure  a competent  field-staff  service. 

(cl)  Indemnification  of  officers 

40.  I his  question  may  not  be  regarded  as  strictly  within  the  terms  of  reference 
of  the  Royal  Commission  but  it  is  very  closely  connected  with  the  problem  of 
certification  and  removal  of  mental  patients.  We  feel  we  should  say,  therefore,  that 
in  view  of  the  special  risks  involved,  and  the  fact  that  officers  are  required  to  deal 
with  persons  who  cannot  be  held  to  be  responsible  for  their  actions,  some  special 
indemnification  provisions  should  be  considered. 

MENTAL  DEFICIENCY 

Definition 

41.  The  members  of  this  Association  have  had  long  experience  of  dealing  with  all 
classes  of  the  public  and  are  fully  satisfied  that  the  definitions  of  mental  defect, 
particularly  those  of  “ idiot  ” and  “ imbecile  ” are  generally  regarded  as  distasteful 
and  objectionable  and  if  definitions  are  to  be  retained  we  suggest  some  other  term 
should  be  applied  such  as  “ mentally  insufficient  ” or  mentally  retarded  ” or 
u mentally  handicapped.”  We  can  however,  see  no  real  merit  in  retaining  in  the 
legislation  separate  grades  of  mental  defect  with  a “ terminology  label  ” attached 
to  each  and  suggest  that  consideration  might  be  given  'to  classifying  defectives 
according  to  their  intelligence  quotient  and  for  the  intelligence  quotient  to  be  suffi- 
cient in  itself  without  additional  terminology.  This  would  necessitate  consequential 
amendments  in  various  parts  of  the  Act. 

Ascertainment 

42.  This  Association  recommends  that  the  provisions  in  the  Mental  Health  Act 
(Northern  Ireland),  1948  (Section  23)  that  notification  by  medical  practitioners  and 
others  of  suspected  cases  of  mental  defect  in  need  of  special  care  coming  to  their 
notice  should  be  compulsory,  should  be  seriously  considered  iby  the  Royal  Com- 
mission. We  consider  that  all  local  authorities  should  have  knowledge  of  every 
case  of  mental  defect  within  their  area  as  this  would  prove  of  considerable  benefit 
in  the  investigation  of  cases  of  mental  defect  and  it  would  also  enable  a complete 
and  valuable  register  to  be  maintained.  It  would  be  the  responsibility  of  the  local 
authority  to  determine  whether  any  action,  was  called  for  in  any  particular  case 
having  regard  to  home  conditions,  etc. 

'43.  It  might  be  that  some  objection  would  be  raised  by  persons  in  the  upper  income 
group,  but  in  such  cases  in  particular,  it  would  be  of  great  value  to  the  psychiatric 
specialists  in  their  research  work.  In  itlhe  oases  arising  from  (this  group,  lack  of  care 
during  pregnancy,  poor  dietary  iand  other  social  conditions  of  possible  causes,  would, 
not  be  generally  applicable  and  a close  study  of  cases  from  this  group  would  be  of 
special  value. 

Notification 

44.  The  majority  of  notifications  to  the  local  health  authority  are  now  received 
from  the  local  education  authority  and  in  respect  of  such  notifications  we  consider 
there  is  a definite  need  for  a revision  of  the  terms  used  in  the  formal  communica- 
tion advising  the  relatives  of  such  notification  concerning  their  child.  In  connection 
with  cases  notified  under  Subjection  5 of  Section  57  of  the  Education  Act,  1944, 
the  terms  which  the  education  authorities  are  required  to  use  at  present  in  the  notice 
are  as  follows  “ that  your  child  is  suffering  from  a disability  of  mind  of  such  a 
nature  etc.  that  he  will  require  supervision  after  leaving  school.”  This  wording  is 
disturbing  to  the  parents  and  we  suggest  an  amendment  on  the  following  lines — 
“ that  your  child  is  suffering  from  some  handicap,  that  he  will  require  guidance  and 
supervision  after  leaving  school.” 
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Domiciliary  care 

45.  We  consider  it  necessary  to  emphasise  that  all  domiciliary  care  should  ibe  the 
sole  responsibility  of  the  local  health  authority.  Such  domiciliary  care  would  include 
supervision,  both  statutory  and  voluntary,  by  officers  of  the  local  authority  and 
would  embrace  cases  on  licence  or  under  guardianship  in  the  community.  The 
officers  of  the  local  health  authority  are  in  close  contact  with  ail  the  domiciliary 
services  within  their  area  and  iare  well  able  to  provide  a satisfactory  supervisory 
and  guidance  service. 

46.  We  consider  that  home  training  by  the  local  health  authority  staffs  should 
be  extended  to  meet  all  appropriate  cases  where  other  satisfactory  means  of  train- 
ing are  not  available,  and  are  inclined  to  the  view  that  a definite  directive  should  be 
given  by  the  Ministry  in  this  matter. 

47.  There  should  be  some  extension  of  existing  services  by  the  introduction  of 
adult  centres  involving  the  establishment  of  workshops  and  handicrafts  centres  for 
young  persons  over  the  normal  school  age  as  in  a number  of  authorities  it  is  found 
necessary  to  exclude  persons  from  attendance  at  ordinary  occupation  centres  -at  the 
age  of  16  or  18  years  and  the  value  of  the  training  derived  at  -the  centre  is  lost 
because  of  exclusion  at  this  age.  It  should  be  made  mandatory  upon  local  health 
authorities  to  study,  through  their  officers,  the  employment  problems  of  mental 
defective  persons  under  community-care.  Contacts  by  such  officers  should  regularly 
be  made  with  sympathetic  employers  and  with  voluntary  organisations,  church 
authorities  and  other  bodies  in  order  to  provide  consideration  and  assistance  to  the 
problems  of  these  cases.  Full  contact  should  be  made  with  the  Youth  Employ- 
ment Service,  and  every  effort  should  be  made  to  ensure  that  all  cases  of  employable 
defectives  are  registered  under  the  Disabled  Persons  Act. 

48.  It  should  be  the  duty  of  -the  local  health  authority  through  its  officers  to 
establish  every  form  of  protection  for  the  defective,  in  competitive  employment  with 
normal  persons.  Special  wage  terms  should  be  secured  where  this  is  desirable  and 
where  the  industry  is  organised  with  schemes  of  wage  agreements.  In  those  in- 
dustries or  situations  where  no  such  agreements  have  been  arranged,  individual 
protection  should  be  provided  against  exploitation. 

Residential  hostels  for  defectives 

49.  Our  experience  indicates  that  many  defectives  could  take  p-art  in  normal 
employment  if  they  were  provided  with  accommodation  at  hostels.  Many  of  them 
either  before  or  after  training  at  an  institutional  colony  or  hospital,  only  suffer 
from  some  mild  behaviour  defect.  The  hostels  we  have  in  mind  could  be  used  to 
train  them  out  of  these  'behaviour  disorders  and  they  can  be  resocialised  and  pro- 
vided with  advice  and  guidance  concerning  their  social  and  financial  problems. 
We  are  of  the  opinion  that  these  hostels  should  not  ibe  directly  linked  with,  certified 
institutions  or  mental  deficiency  hospitals  but  should  be  the  responsibility  of  the 
local  health  authority  in  precisely  the  same  way  as  if  those  resident  were  in 
community-care.  Authority  for  the  establishment  of  such  residential  hostels  should 
be  included  m any  new  legislation. 


Guardianship 

50.  At  the  present  time  guardianship  can  only  he  resorted  to  after  certification 
under  the  iMental  Deficiency  Acts  and  we  feel  that  it  should  be  possible  for  case" 
certacafion^  gl,ardlans'hlP  without  having  to  undergo5  the  process  of 

?ur  vi™’  5rmal  ascertainment  only  should  be  a necessary  preliminary  to 
guardianship.  On  the  general  question  of  guardianship  we  feel  that  the  present 
regulations  and  rules  are  so  complicated  that  they  cannot  be  clearly  understood  bv 
accepting  the  responsibility  as  guardian.  These  rules  should  be  simplified 

respon^fiit^o^the'guardiTn^t^ad^nistrative  pr<x:edureSshoi^ 

WUh  thE 
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Temporary  treatment 

52.  The  .present  system  of  admission  to  a mental  deficiency  hospital  for  temporary 
periods  is  authorised  only  by  the  Ministry  of  'Health  Circular  and  not  by  legislation. 
This  form  of  temporary  admission  has  proved  to  be  of  the  greatest  possible  value 
and  we  arc  of  the  opinion  that  it  is  of  such  importance  that  it  should  be  included 
in  any  new  or  amending  legislation. 

Place  of  safety  cases 

53.  We  recommend  the  retention  of  the  .provisions  of  admission  to  an  estab- 
lishment under  a “ place  of  safety  ” order  pending  the  presentation  of  a petition, 
but  as  delays  not  infrequently  occur  in  the  presentation,  due  for  example  to  parents 
being  abroad  and  the  difficulties  of  obtaining  consents,  it  would  clarify  the  position 
if  such  orders  could  be  for  a definite  period  in  the  first  instance  with  periodical 
extensions  where  delay  is  unavoidable. 

Certification 

54.  Certification  under  the  Mental  Deficiency  Acts  is  a detailed,  complicated  and 
somewhat  cumbersome  procedure  and  whilst  we  would  not  suggest  that  this  matter 
should  be  -treated  lightly,  particularly  when  a defective’s  liberty  is  at  stake,  we  can 
see  no  merit  in  the  retention  of  the  Statutory  Declaration  and  recommend  that  this 
document  be  abolished. 

55.  We  are  of  the  opinion  that  legal  advice  should  -be  made  available  to  parents 
who  require  it  at  the  bearing  of  petitions,  especially  in  cases  committed  by  the  courts. 
Applications  for  such  legal  advice  could  be  made  to  the  officer  of  the  local  health 
authority  who  could  make  the  necessary  arrangements  if  authorised  by  legislation 
to  do  so. 

Cases  committed  by  the  courts 

56.  Every  endeavour  should  be  made  to  dispel  the  impression  that  compulsory 
removal  to  a mental  deficiency  establishment  is  an  alternative  to  a prison  sentence 
or  Borstal  treatment.  All  cases  committed  to  mental  deficiency  establishments  by 
the  courts  should  be  reviewed  at  the  end  of  the  period  which  would,  under  normal 
circumstances,  have  been  the  sentence  for  the  particular  offence  committed.  This  re- 
view should  take  place  outside  the  confines  of  the  mental  deficiency  establishment 
and  should  be  considered  by  tun  independent  tribunal. 

Discharge 

57.  In  any  review  of  cases  due  for  consideration  as  to  discharge,  leave,  licence 
or  guardianship,  we  recommend  that  parents  sho-nld  be  invited  to  attend  the  con- 
sideration of  the  case  and  that  authority  should  be  given  to  the  local  health 
authority  to  assist  with  the  actual  transporting  of  such,  cases  when  the  need  for 
such  assistance  is  proved. 

58.  In  these  eases  as  well  as  in  those  where  an  application  is  made  for  such 
discharge,  leave,  etc.,  and  a “-barring”  certificate  is  issued  by  -the  Medical 
Superintendent,  legislation  should  -be  introduced  giving  such  parents  or  relatives  the 
right  to  appeal  to  an  independent  tribunal. 

Supervision  cases 

59.  In  all  cases  under  the  supervision  of  the  local  health  authority  in  the  community, 
the  authority  should  be  empowered  -to  grant  financial  assistance  for  defectives  below 
the  a-ge  of  16  years  at  which  age  they  become  entitled  -to  apply  for  National  Assist- 
ance in  their  own  right.  This  -recommendation  is  made,  bearing  in  mind  the  tremen- 
dous expense  of  maintaining  a defective  child  at  home,  when  suc-h  child  is  destruc- 
tive, wet,  dirty  and  is  constantly  soiling  or  destroying  bed  linen,  personal  clothing 
etc.  and  other  possessions.  Such  a provision  would  be  of  considerable  benefit 
to  parents  who,  although  receiving  a low  wage  are  debarred  from  applying  for 
National  Assistance  owing  to  the  fact  that  they  are  in  full-time  employment. 
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Voluntary  admissions 

60.  We  would  like  to  see  some  means  by  which  voluntary  admission  can  be 
obtained  to  a mental  deficiency  colony  or  hospital  but  hesitate  to  make  any  firm 
recommendation  on  this  matter  owing  to  the  gross  inadequacy  of  such  accommo- 
dation at  the  present  time  and  the  difficulties  which  would  arise  through  the  fact  that 
some  defectives,  voluntarily  admitted,  would  regard  themselves  as  suitably  accommo- 
dated for  life  and  in  due  course  of  time  the  establishments  would  be  overcrowded 
with  aged  patients  to  the  exclusion  of  younger  ones  in  urgent  need  of  training  and 
guidance. 

Existence  of  mental  deficiency 

61.  We  support  the  view  which  has  been  expressed  that  there  should  be  no  neces- 
sity for  determining  that  mental  deficiency  existed  before  the  age  of  18  years. 
This  need  has  created  many  difficulties  in  the  past  and  it  would  perhaps  be  some- 
what eased  if  the  suggestion  regarding  compulsory  notification  was  adopted.  There 
is,  no  doubt,  some  merit  in  retaining  some  age  in  the  legislation,  as  mental  deficiency 
is  not  acquired  in  later  years  and  such  a requirement  does  make  for  careful  assess- 
ment, but  on  the  whole  we  cannot  see  sufficient  merit  to  justify  its  retention  and 
■recommend  that  this  requirement  should  no  longer  apply. 


Examination 

{Chairman):  Good1  morning.  Would  you 
be  good  enough  to  introduce  your- 
selves?  {Mr.  Reeve):  Yes,  my  Lord.  On 

my  extreme  left  is  Mr.  Alfred  Haynes ; on 
my  immediate  left  is  Mr.  H.  D.  Thompson  ; 
on  my  right  is  Mr.  T.  H.  iHigham  ; and  my 
name  is  Reeve. 

2277.  Thank  you  very  much.  Would 
you  like  to  make  any  general  statement 
before  we  start  on  your  memorandum  of 

evidence? IMy  ILord,  you  will  probably 

have  noticed  from  our  memorandum  that 
the  members  of  the  organisation  which 
we  represent  are  concerned  with  the  ad- 
ministration of  several1  Acts.  You  have 
heard  evidence  from  the  Society  of  Mental 
Welfare  Officers  and  the  Society  of  Chief 
Administrative  Mental  'Health  Officers : the 
difference  between  those  organisations  and 
ours  is  that  the  members  of  our  organisa- 
tion cover  a much  wider  field  of  welfare 
than  mental  health  alone.  Our  members 
also,  deal  with  the  National  Health  and 
National  Assistance  Acts. 

2278.  Have  your  members  in  practice 
had  much  contact  with  the  mentally  ill  or 

mentally  deficient? Yes,  Sir.  All  the 

members  of  this  delegation  are  designated 
as  duly  authorised  officers  and  that  is  the 
main  duty  of  our  office.  We  are  respons- 
ible for  the  presentation  of  petitions  and 
so  on. 

2279.  In  paragraph  9 of  your  memo- 
randum you  say  that  the  provision  of  com- 
munity care  services  should  'be  made  man- 
datory on  the  local  health  authority.  It 
raises  the  old  question  of  what 
“mandatory”  means— how  would  the  duty 

be  enforceable? -If  I may,  Sir,  I will 

refer  you  to  the  evidence  submitted  by  the 


of  Witnesses 

Ministry  of  Health,  on  page  II,  paragraph 
40.  They  arc  referring  to  Section  2H  of 
the  National  Health  Service  Act  and  the 
community  services  of  the  local  authority,, 
and  the  last  sentence  of  paragraph  *U>  says, 
“The  extent  to  which  such  work  is  under- 
taken varies  considerably  in  ditferent  parts 
of  the  country”.  The  wording  of  Sec- 
tion 28  is  permissive ; an  authority  can 
present  a scheme,  but  the  exact  details  of 
that  scheme  are  left  very  largely  to  the 
local  authority,  and  the  interpretation  of 
those  duties  is  left  very  much  to  the  en- 
thusiasm or  lack  of  enthusiasm  of  that 
particular  authority.  We  feci  that  com- 
munity, care- tl  might  say,  Sir,  we  feel  we 
have  given  this  part  of  our  memorandum 
the  wrong  heading  and  it  ought  to  have 
been  headed  “community  care  " — bus-  such 
an  important  part  to  play,  a part  which 
we  feel  has  been  neglected  in  the  past,  that 
these  powers  should  be  made  compulsory 
on  alll  local  authorities  and  there  should 
be  a certain  standard  in  the  schemes 
presented  by  them. 

2280.  (Have  you  considered  at  all  how 
this  care  should  be  financed  solely  out 
of  rates,  or  with  specific  aid  from  the  cen- 
tral government?-' - We  think.  Sir,  there 

should  be  a government  grant  on  the  same 
basis  that  a government  grant  i»  now  given 
for  services  rendered  by  the  local  authority 
within  the  terms  of  the  National  Health 
Service  Act.  Of  course  we  arc  in  a par- 
ticularly fortunate  position  in  that  the 
officers  we  represent  arc  all-purpose 
officers.  We  not  only  deal  with  the  ques- 
tion of  certification  and  alll  the  legal  re- 
quirements, both  for  mental  defectives  and 
the  mentally  ill,  but  also  with  a consider- 
able number  of  cases  where  matrimonial 
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guidance  in  needed,  with  the  early  catch- 
ment of  cases  and  the  referring  of  children 
to  psychiatric  clinics.  We  also  deal  with 
a considerable  amount  of  after-care.  I 
should  say  that  all  of  us  come  from  county 
areas.  Mr.  Highuin  and  il  come  from 
Norfolk  County  Counciil  and  any  other  two 
colleagues  from  Kent  County  Council. 

2281.  .1  wav  addressing  myself  to  the  use 
of  the  word  *•  mandatory  ",  Mandatory 
may  mean  one  thing  when  there  is  a per- 
centage grant  from  the  central  government 
and  quite  a dillercnt  thing  when  the  only 
central  government  assistance  is  in  the  form 
of  a block  grant.  From  our  previous  ex- 
perience we  see  no  practical  financial 
difficulty  in  a local  authority  making 
arrangements  with  the  central  authority  for 
tv  reasonable  allocation  of  expenses  for  the 
duties  placed  on  their  officers.  (Mr. 
Haynes):  The  duties  placed  on  the  local 
health  authorities  under  the  National  Health 
.Service  Act  arc,  of  course,  subject  to  50 
per  cent,  grant  from  the  central  exchequer. 
This  particular  duty  would  fall  under  Sec- 
tion 28  of  the  National  Health  Service 
Act.  which  is  now  a permissive  service,  and 
would  be  subject  in  our  view  to  50  per  cent, 
grant  from  the  national  exchequer. 

2282.  In  paragraph  12  you  say  that 
voluntary  admission  for  in-patient  or  out- 
patient treatment  would  be  facilitated  if 
the  patient  could  'Ik*  assured  that  his 
domiciliary  problems  could  be  adequately 
ilealt  with.  How  are  they  to  be  assured? 

(Mr.  Iieevc):  il  think  it  would  be  better 
if  I speak  from  my  own  experience  and 
say  that,  at  the  psychiatric  clinic  at  which 
my  eases  attend.  I urn  asked  to  advise 
people  who  arc  considering  voluntary 
admission,  especially  on  matters  connected 
with  their  home,  matrimonial  difficulties, 
financial  difficulties  and  all  sorts  of  ques- 
tions that  go  through  the  mind  of  a person 
who  is  contemplating  the  step  of  entering 
a mental  hospital  voluntarily.  It.  is  u very 
difficult  matter  for  the  patient  and  one  in 
which  the  social  aspect  is  extremely  impor- 
tant in  giving  him  guidance  in  making  his 
decision. 

2283.  You  have  described  how  the  social 
problems  -domiciliary  problem s-are  to  be 
assessed,  'but  how  is  the  patient  to  be 
assured  that  those  problems  am  be 
solved?  That  is  u problem  for  the  wel- 
fare officer,  Wc  operate  a home  help  ser- 
vice and  therefore  we  can  provide  home 
help  without  reference  to  another  depart- 
ment. We  are  also  in  weekly  consultation 
with  officers  of  the  National  Assistance 
Board  who  call  to  discuss  special  problems 
in  the  district.  I have  a particular  case  here 
of  n young  woman  of  26  with  five 
dependent  children,  referred  to  me  by  the 
superintending  nursing  officer.  Her  husband, 
who  is  working  away  from  home,  has  sent 


no  money  for  three  weeks,  and  a report 
from  the  superintending  nursing  officer 
states  that  the  patient  is  threatening  to  kill! 
herself  and1  to  murder  the  children.  Now 
that  case  has  been  taken  up  with  her  own 
medical  practitioner  and  I have  approached 
the  'National  Assistance  Board  and  asked 
them  to  have  special  consideration  because 
of  the  psychiatric  problem,  ilf  il  may  say 
this,  '.Sir,  on  the  question-  of  a deserted  wife 
the  National  Assistance  Board  are  often 
suspicious  of  collusion ; they  might  say 
to  the  wife,  “ You  must  make  your  applica- 
tion week  <by  week  ”.  'In  this  case  11  thought 
that  would  be  fatal ; the  woman  is-  preg- 
nant and  wants  to  fie  assured  that,  during 
the  time  of  her  pregnancy,  all  the  services 
of  the  local  authority — the  district  nurse, 
home  visitor,  home  -help,  etc. — will  be  avail- 
able. It  is  on  those  lines',  Sir,  that  such 
measures  can  be  brought  to  hear  to  relieve 
stress  and  s-traip  and  to  allow  the  woman 
to  make  a favourable  decision  for  the 
future. 

2284.  (Financially  you  think  the  National 
Assistance  Board-  should  lx?  respons- 
ible?-■-■-'Many  of  us  were  relieving  officers 
in  the  old  days-,  we  are  gamekeepers  turned 
poachers,  and  iwe  know  how  to  sec  that 
the  National  Assistance  Board  gives  the 
muxim-uin  amount  of  help.  We  think  the 
National  Assistance  Board  shouild  be  a 
sort  of  patient’s  friend,  such  as  you  have 
a prisoner’s  friend  at  a military  court. 

2285.  iHow  would'  you  deal  with  a case 

which  I happen  to  have  come  across  un- 
officially, of  an  old  man  who  goes  into 
an  institution  for  treatment  and  is  dis- 
charged in  about  three  or  six  month’s  time, 
and  finds  the  cottage  that  he  has  lived  in 
all  his  life  has  passed  from  him  because 
there  was  nobody  to  pay  the  rent  and  so 
on?  IHow  would  you  deal  with  that  ques- 
tion of  rent?--- 4n  the  first  place  a duty 

is  laid  on  local  authority  welfare  officers 
such  as  ourselves-  for  the  protection  of  the 
patient’s  property  whilst  in  hospital.  But 
wc  would  also  take  it  as  part  of  our 
responsibility  'to  see  that  this  tenancy  of  the 
cottage  was  safeguarded.  My  own  reaction 
to  that  would  be  to  approach  the  National 
Assistance  Board  to  sec  that  the  rent  was 
guaranteed  and  to  notify  the  owner  of  the 
peculiar  psychiatric  problem.  1 would  sec 
that  the  owner  was  made  aware  that  the 
patient’s  interests  were  being  fully  pro- 
tected. I have  even  gone  to  the  County 
Court  to  resist  applications  made  to  the 
judge  i-n  cou-rt  for  possession.  In  the  case 
of  your  old  man,  l would  see  that  the 
owner  was  fully  aware  of  the  1-cgail  action 
Which  we  are  empowered  to  take.  -I  would 
also  see  that  'financial  assistance  was  pro- 
vided for  the  payment  of  rent  and-  your 
landlord  would  have  no  case  for  terminat- 
ing the  tenancy  because  of  non-payment  of 
rent. 
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2286.  But  financially  the  National 
Assistance  Board  is  responsible?— {Mrs. 

Braddock):  Is  there  not  a time  limit? 

I do  not  know  of  a time  limit.  I think 
one  could  safely  resist  that.  My  son 
is  a duly  authorised  officer  in  the  Isle 
of  Ely  and'  has  successfully  taken  up  a 
case  where  a patient  has  been  in  Ful- 
bourn  Mental  'Hospital  intermittently  oyer 
a period  of  seven  years ; it  was  a question 
of  preserving  not  only  his  house  but  also 
his  job  with  the  County  Council. 

2287.  The  National  Assistance  Board  has 

continued  to  pay  -ren-t? Yes,  and  the 

Medical  Superintendent  of  Ful'bourn  Hos- 
pital gave  every  assistance  in  presenting 
a case  for  the  man’s  tenancy  to  be  kept  on 
and  for  his  job  to  be  kept  open,  despite  a 
very  poor  medical  report. 

2288.  {Chairman):  May  I pass  from  that 
to  paragraph  13.  You  say  that  there  should 
be  a statutory  duty,  presumably  on  the 
receiving  hospital,  to  call  for,  and  pre- 
sumably a statutory  duty  on  the  local 
authority  to  .provide,  social  history  reports 

by  the  local  authority.  Is  that  right? 

That  is  correct.  Sir. 

2289.  If  it  were  a general  statutory  duty, 
is  the  local  authority  likely  to  know  ithe 
social  history  of  a substantial  number  of 

patients? 1 do  not  know  of  any.  officer 

who  would  be  in  a better  position,  Sir,  than 
the  local  welfare  officer  stationed  in  the 
district,  who  is  in  touch  with  almost  all  the 
employers  in  his  district.  He  is  in  touch 
with  all  the  people  who  could  possibly  assist 
him,  such  as  clergymen  and  people  who 
are  interested  in  the  case.  He  has  probably 
got  numerous  case  histories  of  the  family 
itself — in  my  own  office  I have  nearly  two 
thousand  case  histories  to  which  I can  refer 
to  give  me  certain  information.  We  think 
the  local  authority  officer,  -being  on  the  spot 
and  being  a local  officer  in  touch  with  all 
the  local  people  of  any  consequence  who 
could  be  helpful,  is  in  the  best  position 
to  obtain  that  information. 

2290.  He  is  in  a better  position  than  the 

family  doctor? No,  Sir,  not  in  a better 

position  but  in  a position,  with  the  family 
doctor,  to  provide  a fair  picture  of  the 
social  back-ground  and  previous  history  of 
the  patient.  We  place  a lot  of  importance 
on  this  because  we  think  there  are  so  many 
things  that  do  not  come  out  in  the  clinical 
examination  of  the  patient.  There  are  so 
many  social  factors  which  could  easily  be 
overlooked — could’  be  overlooked  pur- 
posely— by  the  relatives,  especially  questions 
of  heredity.  Many  of  us  have  been 
present  when  a psychiatrist  has  taken  the 
social  history,  and  we  have  noticed  the 
relative  has  purposely  .omitted  details  of 
hereditary  mental  illness.  When  they  have 
been  asked  “ Is  there  any  other  member 
of  your  family  who  has  sufFered  from 


mental  illness?  ”,  on  occasions  there  has 
been  a tendency  to  gloss  over  the  illnesses 
of  other  members  of  the  family.  On  the 
other  hand-  I have  personally  known  cases 
—if  a wife  has  been  wanting  to  get  her 
husband  into  hospital  for  certain-  odd 
reasons — where  those  factors  have  been 
exaggerated,  and  we  have  tried  to  get  a 
balanced  view  of  tihe  problem  by  suggesting 
a report  by  the  -local  authority  officer. 

2291.  ( Sir  Russell  Brain):  The  psychiatric 
social  worker  can  be  doing  in  many  cases 
a -good  deal  of  the  same  work  as,  I sup- 
pose, the  almoner,  who  would  be  advising 
people  about  the  difficulties  arising  out  of 
going  into  hospital.  You  would  in  general, 

I suppose,  favour  collaboration? We 

have  a very  close  working  arrangement  with 
both  the  psychiatric  workers  at  both  mental 
hospitals  in  Norfolk  and  with  all  the 
almoners  of,  not  only  mental  hospitals,  but 
chronic  sick  hospitals. 

2292.  You  often  have  information  which 
is  not  always  accessible  to  almoners  and 

psychiatric  social  workers? Exactly.— 

(Mr.  Haynes):  There  is  a point  there,  Sir, 
in  addition,  that  the  mental  hospitals  serve 
a very  wide  catchment  area.  < In  my  o-wn 
area,  for  instance,  the  hospital  serves  a 
very  large  area  covering  several  towns. 
The  relationship  with  the  psychiatric  staff 
i-s  extremely  good  but  because  of  the  wide 
area  the  psychiatric  social  worker  jus-t  docs 
not  know  the  'individual  social  services  in 
eaoh  particular  locality.  That  is  where,  we 
feed,  it  must  come  back  to  a local  offioer 
who  has  got  the  local  picture. 

2293.  (Chairman):  The  local  officer  of 

th-e  patient’s  domicile? Yes. 

2294.  Then  in  tihe  case  of  Kent,  the  com- 
pulsory report  would  be  furnished  very 

often  by  London  officers,  would  it  not?- 

No,  Sir.  All  our  Kent  cases  go  to  our  own 
Kent  mental  hospitals. 

2295.  On  whom  would  you  put  the 
statutory  duty  to  furnish  reports-,  in  the  case 

of  a Londom  patient  in  a Kent  hospital? 

(Mr.  Thompson):  The  only  London  hos- 
pitals, Sir,  in  Kent  are  those  in  north  Kent 
whi-ch  formerly  belonged  to  the  London 
County  Council.  They  are  the  hospitals  in 
Bexley  and  Stone,  to  which  very  few  Kent 
patients  are  admitted.  The  majority  of 
the  Kent  patients  are  admitted  to  the  mental 
hospital  at  IMaidstone  or  at  Chartha.m.  A 
few  patients,  I think,  from  the  Urban 
District  of  Tenge’  are  -admitted  to  a former 
London  County  Council  hospital  at  Cane 
Hill,  but  tihe  majority  of  th-e  hospitals'  which 
belonged-  to  the  Kent  County  Council 
before  1948  are  filled  only  with  patients 
coming  from  Kent. 

2296.  Yes,  but  I was  taking  up  what  was 
said  about  the  (hospital  serving  a very  large 
catchment  area  covering  a number  of  local 
authorities.  I was  giving  Kent  as  an. 
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instance  of  that.  In  a hospital  in  a large 
catchment  area  the  duty  of  supplying 
reports  is  to  fall  on  the  local  authority  of 
the  man’s  domicile,  not  the  local  authority 

of  the  hospital? Quite  clearly,  Sir.  The 

London  County  Council  has  a certain  num- 
ber of  mental  hospitals  in  the  County  of 
Surrey,  but  the  question  does  not  arise 
When  the  patient  arrives  at  hospital ; it 
arises  at  his  place  of  domicile,  which  might 
be  'Sydenham  or  Poplar  or  any  other 
London  borough.  The  local  officer  would 
be  at  Poplar,  the  local  information  would 
be  .at  Poplar,  and  the  local  information 
would  be  obtained  before  or  at  the  time 
of  admission  and  would  accompany  the 
patient  to  whichever  hospital  he  went  to.  I 
think,  Sir,  as  you  know,  in  the  London 
County  Council  primary  admission  is 
always  under  Section  20.  There  was  never 
any  .certainty,  after  a patient  had  been  ad- 
mitted under  Section  20,  to  which  mental 
hospital  he  might  go  if  he  were  subse- 
quently certified.  IHe  might  go'  to  a certain 
hospital,  but  that  would  not  alter  the  fact 
that  he  came  from  Poplar  or  Sydenham 
and  the  enquiries  would'  have  to  be  made 
by  the  local  officer  there. — (Mr.  Reeve): 
Everybody  would  accept  that  the  place  of 
domicile  would  be  the  place  responsible 
for  the  preparation  of  the  social  history. 

2297.  (Mr.  Bartlett):  On  this  paragraph 
13,  did  (I  understand  the  witness  to  say 
that  the  gleaning  of  this  information  would 
be  iprior  to  admission,  or  subsequent  to 

admission,  or  both? 'My  answer  to  that 

would  be  dependent  on  the,circu, instances. 
If  I had  to'  move  a case  6i  which  I had 
received  notice  at  3 o’clock  in  the  morn- 
ing, it  is  pretty  obvious  that  I could  not 
stop  to  prepare  a social1  history  report.  In 
a case  where  I had  to  advise  the  patient 
to  seek  admission  through  the  medical 
.practitioner,  I would  certainly  prepare  my 
report  ifor  the  clinic  and  not  wait  for 
admission  to  the  hospital. 

2298.  After  the  admission  has  taken 

place,  are  you  suggesting  that  any  additional 
information  required  iby  the  hospital 
authorities  should  he  obtained  by  the  wel- 
fare officer  and  not  by  the  psychiatric  social 
worker? It  all  depends  on  the  informa- 

tion -required.  It  depends  whether  it  is 
information  from  the  employer  or  from  the 
fellow  workers  that  could  probably  be  more 
easily  and  efficiently  secured  iby  the  social 
welfare  officer,  if  it  were  a point  relating 
to  tihe  treatment  inside  the  hospital,  or  re- 
lating to  a problem  connected  intimately 
with  the  hospital,  then  the  psychiatric  social 
worker  might  be  aible  to  handle  the  ques- 
tion far  more  efficiently  than  the  local 
welfare  officer. 

2299.  ( Chairman):  In  paragraph  16  you 
suggest  itihat  'temporary  treatment  under 
Section  5 of  the  Mental  Treatment 
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Act  should  be  extended.  How  do  you  pro- 
pose to  extend  it? 1 must  confess  we 

have  had  second  thoughts  on  this  and  we 
feel  it  would  be  extremely  dangerous  for 
a new  departure  to  be  made  in  what  is 
accepted  as  British  justice  and'  the  question 
of  the  liberty  of  the  subject.  We  have  seen 
the  suggestion  made  that  the  period  should 
be  for  six  months  and  probably  a further 
six  months.  _ We  think  that  would1  defeat 
■its  own  object  'because  you  would  get  a 
patient  admitted  for  six  months,  or  for  a 
twelve  month  period  and  given  treatment 
during  that  time  to  which  he  or  she  had 
probably  never  consented.  We  think  the 
position  so  dangerous  that  you  would  pro- 
duce a stigma  that  was  far  worse  than  any- 
thing we  have  got  rid  of  in  the  past.  We 
think  that  you  would  destroy  the  con- 
fidence of  the  patient  if  he  was  admitted  on 
a temporary  order  and  then  found  that  it 
was  extended  to  twelve  months  and  that 
he  was  forced  to  take  certain  treatment. 
We  think  it  would  destroy  the  confidence 
of  the  voluntary  patient  and  it  would  cer- 
tainly undermine  the  confidence  of  the  pub- 
lic in  voluntary  admissions  to  mental  hos- 
pitals. A very  important  factor  in  this  is 
the  very  highly  technical  methods  of  treat- 
ment applicable  at  the  present  time ; I am 
thinking  in  terms  of  leucotomy  and  a new 
drug  called  chlorpromazine  (Largactil).  A 
patient  may  be  admitted  for  treatment 
which  might  make  him  a different  indivi- 
dual at  the  end  of  six  months  or  twelve 
months.  We  think  that  would  be  dan- 
gerous without  some  judicial  enquiry  that 
would  safeguard  the  patient  and  relatives 
and  give  a sense  of  confidence  to  the 
general  public. 

2300.  Why  should  those  dangers  from  dras- 
tic treatment  be  feared  more  under  Section  5 
of  the  Mental  Treatment  Act  than  in  the 
case  of  the  judicially  certified  patient?  The 

conditions  are  precisely  the  same. The 

conditions  of  the  patient  are  the  same  from 
a clinical  point  of  view  but  from  a legal 
point  of  view — and  this  is  primarily  a legal 
question — you  are  depriving  the  patient  of 
liberty  for  twelve  months.  You  are  en- 
forcing treatment  on  a person  who  has 
neither  given  his  consent  nor  has  he  been 
judicially  certified  as  not  being  responsible 
for  his  actions — in  other  words  not  in  his 
right  mind — when  he  refused  that  treat- 
ment. 

2301.  Do  you  not  weaken  your  argument 
by  bringing  in  this  question  of  methods 
of  treatment?  Would  not  a magistrate  be 
very  much  surprised  if  you  told  him  that, 
in  certifying  a patient,  he  was  certifying 
him.  as  a suitable  subject  for  leucotomy? 

1 think.  Sir,  the  fact  that  the  detention 

period  would  be  a period  in  which  he  was 
given  compulsory  treatment  is  something 
for  which  you  have  to  have  some  regard,  in 
view  of  the  complete  change  you  are  able 
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to  make  in  a patient’s  personality.  You  are 
destroying  one  man  and  probably  bringing 
out  another  at  the  end1  of  that  time. 

2302.  Have:  you  considered  'how  very  dan- 

gerous is  the  way  you  put  it?  At  the  present 
moment  a judicial  order  is  a judicial  order 
for  detention.  It  is  not  a judicial  order  for 
treatment.  It  would  raise  all  sorts  of  addi- 
tional questions  if  that  were  so. The 

treatment  is  implied.  The  judicial  order, 
when  made,  implies  that  the  patient  will  be 
under  the  complete  control  of  the  medical 
staff  of  the  particular  hospital  in  which  he* 
is  detained.  I know  that  the  consent  of 
relatives  has  to  be  obtained  to  certain 
operations,  but  not  the  consent  of  the 
patient.  That,  I think,  is  extremely  import- 
ant when  a patient  is  detained. 

2303.  Is  it  true,  in  all  cases,  that  the  con- 
sent of  the  patient  is  n9t  required? The 

consent  of  the  patient  is  usually  asked  for 
in  voluntary  cases.  In  an  ordinary  hospital, 
if  you  have  been  advised  by  your  physician, 
he  would  imply  'that  you  gave  your  consent 
by  not  refusing,  but  in  a mental  hospital 
I have  yet  to  find  a case  where  a certified 
patient  has  been  asked  whether  he  is  will- 
ing to  receive  treatment.  I should  assume 
that  the  process  of  certification  would  give 
the  Medical  Superintendent  a certain 
authority  for  operations  to  be  performed, 
subject  of  course  to  the  consent  of  the 
relatives  but  not  of  the  patient 

2304.  I think  you  are  stating  the  conse- 
quences of  certification  in  an  extreme  and 

rather  alarming  form. 1 must  confess, 

Sir,  that  I have  put  the  extreme  position 
because  I think  it  has  to  -be  faced  when 
the  patient  has  to  be  detained  and  given  com- 
pulsory treatment.  One  can  visualise  how 
such  a dangerous  procedure  could  'be  used 
in  all  sorts  of  ways.  We  would  be  pre- 
pared, Sir,  for  initial  admissions  to  be  made 
without  judicial  order  and  for  extensions 
by  the  Medical  Superintendent  for  a period 
up  to,  say,  four  weeks’  treatment,  but  we 
would  'be  disturbed,  if  we  felt  that  by 
initial  admission  we  were  committing  a 
patient  ito  a period  of  twelve  months’ 
treatment  without  a judicial  enquiry. 

2305.  ( Sir  Russell  Brain)-.  Is  it  not  the 
position  at  present  that  the  temporary 
period  can  be  extended  up  to  another  six 
months?  I am  not  quite  clear  how  the 
mere  extension  of  a period  involves  any 

fresh  principle. We  would  be  prepared 

to  say  that  when  a patient  is  first  admitted 
as  an  emergency  we  would  concede  the 
extension  of  the  period  of  detention  up  to 
a period  of,  say,  a month,  by  the  Medical 
Superintendent  before  any  judicial  enquiry 
was  made.  With  regard  to  the  future  of 
that  patient  we  would  say  that  within  a 
month  a hospital  should  be  able  to  make 
some  reasonable  prognosis,  as  to  whether 
he  is  likely  to  become  a voluntary  patient, 


whether  he  is  likely  to  require  certification, 
and  the  type  of  case  that  it  is  likely  to  be. 
We  think  the  maximum  period  should  be 
one  month.  We  put  that  in  'because  we 
feel  that  as  many  days  of  grace  as  possible 
ought  to  be  afforded  to  avoid  the  use  of 
the  certification  machine  and  bringing  in  the 
judicial  enquiry. 

2306.  (Dr.  Rees):  I-f  at  the  end  of  the 
month  the  Medical  Superintendent  states 
that  it  will  take  another  two  months  to 
treat  this  case,  you  think  the  patient  should 

be  certified? That  is  my  personal 

opinion. 

2307.  You  think  that  would  be  in,  the 
best  interests  of  -the  patient? — —Yes,  I 
think  it  is  only  a question  of  terminology, 
and  the  use  of  certification  and  detention, 
when  you  take  a case  that  requires  three 
months  treatment. 

2308.  (-Chairman):  IDo  you  equally  want 
to  modify  the  recommendation  .in  para- 
graph 28  that  the  judicial  certification  order 
should  be  .the  last  method  of  procedure 

to  be  adopted? No,  Sir.  Wc  think  that 

should  be  the  last  method  of  procedure. 

2309'.  i see,  you  do  not  want  to  go  in 
for  judicial  certification'.  You  are  left  with 
emergency  procedures  and  those  you  think 
should  be  the  normal  methods  of  pro- 
cedure.  We  think  they  should  be  the 

.main  methods  of  getting  a pern  on  in  with- 
out certification',  and  our  .next  aim  is  to 
provide  the  .maximum  amount  of  time  con- 
sistent with  the  future  welfare  of  the 
patient.  If  he  requires  immediate  treatment 
we  feel  that  certain  steps  should  be  taken, 
but  within  limits  we  ought  to  give  the 
patient  as  much  ti.me  as  possible  to  get 
over  the  acute  period  of  his  illness  in 
order  that  some  prognosis  earn  be  made 
at  a reasonable  stage  in  the  patient's 
illness. 

2310.  At  what  stage  under  this  emergency 
admission  procedure  is  the  magistrate  to 

be  brought  in? IMy  .personal  answer  .to 

that  would  be,  not  until  .the  end  of  four 
weeks. 

234 1.  And  the  bearing  would  only  take 

place  -in  the  hospital? 1 think  that  would 

be  unavoidable. 

2312.  I think  somewhere  in  your 
evidence  you  express  an  opinion  that  cases 

should  never  be  heard  in  hospital? 

That  iis  rather  different  and  refers  to  the 
mental  defective,  who  is  not  in  the  same 
condition  as  a s.iok  or  ill  patient. 

2343'.  In  the  existing  emergency-  pro- 
cedure, is  it  your  experience  that  there  is 
a sufficient  opportunity  really  for  a 
magistrate  to  exercise  his  judgment  on  the 

case? My  experience  of  Justices  of  the 

Peace  has  been  that  they  have  served  an 
extremely  useful  purpose  in  the  admission 
of  mental  cases. 
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23' 14.  That  does  not  quite  answer  my 

question. {Mr.  Haynes):  I wonder  if  I 

oould  intervene  there.  The  magistrate  does 
not  come  into  the  present  emergency  pro- 
cedure ; he  is  concerned  under  Section  21, 
but  in  Sections  11  and  20  the  magistrate 
does  not  enter  into  the  picture  at  all.  He 
does  not  come  into  the  three-day  order  in 
the  initial  stage. 

2345.  (Sir  Russell  Brain):  Would  it  be 
your  view  now,  not  merely  that  temporary 
treatment  should  not  be  extended,  but  that 
it  should  really  be  abolished,  and  that  all 
patients  should  be  admitted  for  a shorter 
trial  period  during  which  decisions  should 

be  reached? '(Mr.  Reeve):  We  do  not 

recommend  that  it  should  be  abolished. 
We  think  that,  in  certain  cases  such  as 
puerperal  fever,  it  has  been  of  some  use, 
but  it  has  been  of  limited  use  as  is  shown 
by  the  number  of  cases.  In,  other  cases  we 
feel  that  the  date  when  the  certification 
procedure  by  the  magistrate  should  be 
decided  should  be  delayed  as  long  as 
possible.  We  would  go  to  a maximum  .of 
one  month  after  the  date  of  admission. 

23 16.  iHow  would  you  distinguish  between 
patients  suitable  for  temporary  treatment 
and  others? — —I  cannot  think  of  anything 
that  would  improve  upon  the  present 
method. 

23-17.  {Chairman):  Really  your  proposals 
for  changes  in  the  law  mean  the  extension 
of  the  present  14  days  to  a month?-; — 
Exactly,  Sir. — (Mr.  Thompson):  I think, 
Sir,  it  might  be  possible  to  extend  the 
provisions  of  temporary  treatment.  In 
general  we  as  duly  authorised  officers-  are 
perfectly  well  aware  that  there  are  literally 
hundreds  of  cases  which  need  never  have 
been  certified,  if  only  they  had  in  the  first 
instance  submitted  to  treatment.  That,  of 
course,  is  one  o'f  the  tragedies  of  this 
business.  We  are  also  well  aware,  Sir,  that 
in  a large  number  of  cases  with  which  we 
are  called  upon  to  deal,  the  patients  cause 
very  little  trouble.  Everything  goes 
smoothly,  the  patients  are  even  willing  to 
go  to  hospital,  yet  for  some  reason'  they 
are  not  deemed  acceptable  as  voluntary 
patients.  The  majority  of  them  have 

probably  been  through  the  psychiatric 
clinic  and  have  been  directed  back  to  their 
doctor,  with  the  advice  of  the  psychiatrist 
that  he  thinks  the  patient  should  be 
certified.  Yet  the  patient  still  says  -that  he 
is  willing  to  go  into  hospital.  Probably-  the 
reasons  underlying  the  psychiatrist’s  decision 
are  that  the  patient  has  been-  a voluntary 
patient  before,  has  been  in  hospital  and 
has  refused  to  submit  to  treatment,  and 
has  fakeni  his  discharge  all-advisedly. 
Perhaps  -the  psychiatrist  as  a result  of  his 
experience  iof  mental  illness  is  of  the 
opinion  it-hait  the  particular  patient  would, 
upon  admission  to  hospital,  be  found  un- 
willing to.  accept  certain  mild  forms  of 


treatment — not  the  dreadful  forms  Mr. 
Reeve  has  described.  For  that  reason  he 
thinks  it  would!  'be  in  -the  patient’s  interest 
to  be  certified  so  that  these  forms-  of  treat- 
ment may  be  given.  Yet,  as  I have  said-, 
when  we  see  these  patients  they  say,  “ Well, 
why  have  I been  certified?  I am  willing  to 
go.”  Perhaps,  Sir,  I am  treading  where  the 
angels  fear  to  tread,  but  would  it  not  be 
possible  to-  provide  an  additional  formula 
to-  Section  1 of  the  Mental  Treatment  Act, 
whereby  the  patients  would  enter  hospital 
after  giving  an  undertaking  to  submit  to 
reasonable  (treatment  for  a period-  of,  shall 
we  say,  three  months.  I -think,  Sir,  this 
has  got  three  advantages,  though  it  has 
certainly  got  -objections  also.  Its  advantages 
are  (i)  it  does  ex-tend  voluntary  treatment, 
which  we  all  want  to  see  extended ; (ii)  it 
overcomes  the  difficulty  in  the  minds  of  the 
psychiatrist  that,  when  the  patient  arrives 
in  hospital,  -he  wild  refuse  to  submit  to 
treatment ; a-nd  (dii)  it  guards  against  ill- 
advised  self -discharge.  The  -objection  is 

that  the  further  you  extend  a thing,  the 
further  you  tend  to  weaken  it,  and  that  is 
one  of  the  (things  which  would  have  to  be 
guarded  against  very  strongly.  I have 
some  -hesitation  whether  to  regard  this  as 
temporary  treatment  or  voluntary  treatment, 
but  in  my  own-  mind  I regard  it  as  voluntary 
treatment. 

231-8.  Your  -suggestion  about  a previous 
contract  to  submit  to  -treatment  has  a 

number  of  legal  difficulties. Yes,  but  it 

does  have  the  advantage  of  doing  away 
with  certification:  where  a patient  is  willing 
to  accept  treatment  but  is  unacceptable,  that 
is  'the  point. 

2319.  Can  you  give  more  evidence  on  the 
sort  of  cases  where  a refusal  to  accept  a 

patient  as  a voluntary  patient  arises? 

lit  arises  we  find  in  cases  where  a patient 
goes  into  a hospital  as  a voluntary  patient 
and!  after  three  or  four  days-  the  doctor 
says,  “ Now  look  here,  Mr.  So-and-So,  you 
need  such  and  such  a treatment” — perhaps 
shock  treatment.  The  patient  says,  “I  am 
not  going  to  accept  that,  I am  going  to  go 
home.”  'He  goes.  home.  Very  often  he  has 
second  thoughts  and  a month  or  two  later 
goes  back  to  the  -hospital,  refuses  treatment 
and  comes  out  again.  That  perhaps 
happens  three  or  four  times.  It  happens 
very  frequently. 

2320.  That  is  a typical  case? Yes,  that 

is  a -typical  case. 

2321.  'Do  you  think  -that  a man  in  that 
condition  of  mind  would  submit  to  treat- 
ment, -even  if  he  entered  into  a contract 
beforehand?  The  contract  would  not  be 

enforceable  by  law. (Mr.  Reeve):  We 

have  given  this  question  a tremendous 
amount  of  thought.  We  would  have  liked 
to  see  the  extension  of  temporary  treat- 
ment, but  we  h-ave  come  to  the  conclusion 
that  it  would  be  extremely  dangerous. 
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2322.  {Dr.  Rees) : Would  you  like  (to  deal 
with  all  eases  of  puerperal  psychosis  as 

temporary  patients? 1 should  say  that 

cases  of  puerperal  psychosis  are  some  of 
those  which  would  fit  in  with  the  descrip- 
tion necessary  and  with  the  psychiatrist’s 
prognosis  of  the  case  as  likely  to  respond 
to  treatment.  I think  that  is  die  particular 
type  of  illness  more  likely  .to  fit  in  with  the 
present  description. 

2323.  Do  you  think  that  aLl  those  likely 
to  recover  should  he  dealt  with  aisi  itern- 

porary  patients  ?_ >1  .think  the  case  you 

have  mentioned1  is  'the  one  where  the  doctor 
can  probably  be  'a  little  more  optimistic  in 
the  prognosis. 

2324.  If  the  doctor  gives  a good 
prognosis,  you  think  he  (should  'be  dealt  with 

as  a temporary  patient? 'Not  in  all 

cases.  1 think  there  is  a big  physiological 
element  in  puerperal  psychosis  which  allows 
us,  -in  accordance  with  our  experience  of 
the  treatment  of  that  particular  form  of 
illness,  to  accept  the  idea  of  temporary 
treatment  being  applied  when  the  patient 
is  non- volitional  but  not  when  she  is 
capable  of  refusing. 

2325.  -And  just  because  some  of  the 
patients  may  not  be  non- volitional  you 

think  they  should  be  certified? 1 think 

they  should  be  entitled  to  retain  their 
individual  feeling  of  self-confidence  ito  the 
utmost  and  ithiat  we  must  retain  the  con- 
fidence of  mental  patients.  Everybody  con- 
nected with  mental  'treatment  knows  the 
cardinal  importance  of  obtaining  the  con- 
fidence of  your  patient,  and  I think  we  have 
to  retain  'that  as  far  as  possible. 

2326.  You  do  not  think  such  patients 
should  have  the  benefit  of  treatment  without 

certification? INot  in  all  cases.  I should 

want  to  know  the  individual  case  prog- 
nosis and  several  other  factors. — (Mr. 
Haynes ):  I think  the  Association  we  repre- 
sent could  sum  it  up  in  this  way,  that  we 
think  that  the  principle  of  temporary  treat- 
ment is  exceedingly  good  but  because  of 
the  condition  regarding  non-volition  its 
use  is  limited.  We  should  like  to  see  tem- 
porary treatment  extended  as  widely  as 
possible,  to  the  unwilling  as  well  as  to  the 
non-volitional  patient,  but  we  do  not  see 
how  i.t  can  be  done  on  medical  certificates 
only.  We  feel  that  somehow  or  other  there 
has  to  be  something  more  than  just  medical 
certificates  to  override  the  validity  of  the 
wishes  of  the  volitional  patient. 

2327.  {Chairman):  Something  more  does 
not  necessarily  mean  judicial  certification  in 

its  present  form,  does  it? No,  Sir. — (Mr. 

Reeve):  Is  it  not  the  question  of  the  legal 
position  of  the  patient?  You  have  got 
your  medical  evidence,  but  it  is  the  legality 
of  the  detention  of  the  patient  and  the 
legality  of  the  compulsory  .treatment  which 
is  the  issue  and  I do  not  know  w.hat  you 


would  suggest  in  place  of  the-  present 
judicial  procedure  to  decide  the  legal  ques- 
tion. Those  particular  two  issues,  deten- 
tion and  compulsory  .treatment  are  some- 
thing outside  the  ambit  of  the  medical 
certificate  and  will  have  to  be  decided  by 
some  legal  procedure,  whether  it  is  judicial 
or  otherwise. 

2328.  You  want  some  judicial  procedure 

in  other  words? -Yes. 

2329.  1 have  only  one  question  to  ask  on 

the  section  on  senile  dementia.  In  para- 
graph 32  you  refer  to  “ adequate  separate 
establishments.”  'Is  senile  dementia  to  be 
a condition  of  entry  into  such  establish- 
ments?  Yes,  ,T  think  there  is  a strong 

case  for  separate  establishments  where 
senile  dementia  cases  could  be  exclusively 
admitted,  and  it  is  my  personal  opinion 
they  should  be  under  the  control  of  a 
psychiatrist  with  strong  geriatric  support. — 
(Mr.  Higham) : Our  experience  in  Nonfolk 
has  been  limited  to  separate  establishments 
for  senile  dementia  cases. 

2330.  But  any  other  existing  provision 
for  old  people  would  not  be  available  in 
your  view  to  those  people?  You  would 
have  to  have  a special  institution  for  senile 

dementia  cases? Yes,  I think  there  is  a 

case  to  be  made  out  for  special  accommo- 
dation ; whether  it  should  be  .part  of  the 
existing  hospital  buildings  is  of  course 
another  matter.  I think  that  the  nature  of 
the  illness  and  the  conditions  of  treatment 
are  such  .that  it  would  be  far  more  success- 
ful to  have  them  in  a separate  establish- 
ment. 

2331.  {Dr.  Rees):  Is  it  easy  or  difficult 
to  distinguish  between  senile  dementia  and 

other  mental  disturbances  in  old  age?- — 

(Mr.  Reeve):  I am  not  a medical  man  and 
I should  have  to  rely  on  medical  evidence, 
but  in  my  practical  experience  of  the  last 
thirty  years  I should  say  that  the  symp- 
toms of  senile  dementia  differ  in  most  cases 
to  a considerable  extent  from  the  condi- 
tion of  an  acute  psychotic.  You  might  get 
a psychotic  case  of  a person  over  65,  but 
we  are  discussing  now  a greater  number 
of  cases  where  the  psychiatric  problem  has 
arisen  purely  as  a result  of  senile  dementia, 
and  il  should  say  that  in  very  few  cases 
would  there  be  any  confusion  between  the 
diagnosis  in  each  type  of  case.  1 am  not 
saying  there  are  no  cases  of  psychosis  in 
old  people,  but  T think  they  can  be  dis- 
tinguished. 

2332.  (Chairman):  More  difficult  than 
the  distinction  between  the  senile  dement 
and  the  psychotic  may  be  the  distinction 
between  the  senile  dement  and  the  more 

harmless  old  person  . . . The  practice 

in  Norfolk  Is  for  senile  dements  to  be  seen 
by  a consultant  psychiatrist  and  invariably 
I am  asked  what  is  the  best  disposal  for 
the  patient.  The  patient  may  have  origin- 
ally come  to  me  on  a medical  certificate 
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of  senile  dementia  from  the  medical  prac- 
titioner, but  from  consultation  with  the 
psychiatrist  and  consideration  of  disposal 
of  the  case  we  may  come  to  the  conclusion 
that  the  original  medical  certificate  'by  the 
medical  practitioner  could  be  altered  to 
senility  with  mild  confusion  instead  of 
senile  dementia.  ;In  a number  of  cases  we 
in  Norfolk  who  act  as  agents  for  the 
Regional  Hospital  Board  have  ibeen  able 
to  secure  'beds  for  these  cases  of  senility 
and  mild  .confusion  and  they  have  been 
admitted  to  hospitals  for  the  chronic  sick 
and  have  responded  to  sedation  and  treat- 
ment, much  to  the  satisfaction  of  the  rela- 
tives concerned ; and  in  a good  number  of 
cases  they  have  ended  their  days  peacefully 
in  the  hospitals.  Because  we  are  all  pur- 
pose officers,  dealing  not  only  with  mental 
illness,  that  has  worked  to  great  advantage 
in  those  mild  cases  which  you  have 
mentioned.  Sir. 

2333.  Have  you  any  idea  what  percentage 
of  the  senile  cases  which  come  under  your 
jurisdiction  arc  classifiable  .as  senile 
dements,  what  percentage  are  classified  as 
psycho  tics  and  what  percentage  come  under 

the  heading  of  imild  senility? 1 should 

guess  that  of  the  cases  I have  dealt  with 
over  the  age  of  65,  only  five  per  cent,  have 
been  acute  psychotic  .cases.  Of  the  remain- 
ing 95  per  cent,  over  the  age  of  65,  my 
experience  'has  been  that  only  about  20  per 
cent,  of  those  need  to  go  to  a special  senile 
dementia  hospital.  There  is  this  proviso, 
that  there  is  not  ailways  a ibed  available 
in  the  chronic  sick  hospital,  and  that  is 
why  I raised'  the  question  at  the  Scar- 
borough Conference  in  1953’  concerning  old 
people,  saying  that  E thought  it  was  a blot 
on  the  'National  ‘Health  Service  that  there 
was  not  adequate  provision  for  those  mild 
cases. 

2334.  And  that  probably  deals  with  75 

per  cent,  of  the  problem? That  is*  my 

experience,  that  75  per  cent,  could  go  to 
chronic  sick  hospitals,  20  per  cent,  to  senile 
dementia  hospitals  with  no  certification, 
and  only  5 per  cent,  need  to  be  certified  as 
acute  psychotic  problems. 

2335.  (Dr.  Rees):  Would  you  deprive  this 

75  per  cent,  of  their  liberty? In  all  my 

experience  of  using  the  hospital  since 
1930,  I have  never  had  a case  where  the 
patient  has  refused  to  enter  the  hospital  of 
his  own  volition  or  sought  discharge  from 
the  hospital  after  admission.  The  admis- 
sion takes  place  merely  with  the  certificate 
of  the  medical  practitioner,  the  advice  of 
the  consultant  psychiatrist  who  certifies  in 
no  w.ay  whatsoever  but  gives  advice,  and 
the  consent  of  the  relatives.  They  are  the 
only  provision®  on,  which  we  have  admitted 
those  cases,  and  we  have  never  had  any 
difficulty  since  the  hospital  has  been  opened 
in  1930. 


2336.  Do  you  admit  any  old  patients  to 

mental  hospitals  in  Norfolk? ;If  we  have 

to.  I have  'been  'brought  up  in  the  old 
school,  never  to  take  a patient  over  sixty 
into  a mental  hospital  if  I can  avoid  it, 
because  it  is  oif  no  advantage  to  the  hospi- 
tal and  very  little  advantage  to  the  patient. 
We  (have  had  to  do  it  of  course  in  some 
cases  'but  they  axe  very  rare. 

2337.  iHow  many  patients  are  admitted 

every  year  to  the  County  and1  City  Hospi- 
tals of  Norfolk? 1 could  not  give  you 

that  figure. 

2338.  'How  many  over  65? I must 

admit  we  have  had  cases  where  we  have 
had  to  admit  them  over  65  for  varying 
reasons,  one  of  course  being  acute  psychotic 
conditions,  and  another  the  absence  of  beds 
at  the  chromic  sick  or  senile  dementia 
hospitals.  There  is  very  little  difficulty  in 
getting  a male  patient  in,  but  for  female 
patients  there  is  a waiting  period  during 
which  there  may  ibe  a psychotic  disturb- 
ance and  unless  we  can  get  a very  good 
matron  at  the  chronic  hospital  to  take  the 
case,  admission  to.  mental  hospital  is  the 
only  alternative. — (Mr.  Higham ):  We  of 
course  need  at  least  two  establishments. 
It  does  not  provide  all  the  answers,  and  in 
Norfolk  in  recent  years  we  have  had  to 
have  people  of  90  years  of  age  certified. 
There  isi  a very  lengthy  waiting  list,  par- 
ticularly for  female  patients,  probably  as 
long  as  nine  months. — (Mr.  Haynes ):  1 
would  not  like  the  Commission  to  gain  the 
impression  from  my  colleagues’  remarks 
that  what  applies  in  Norfolk  applies 
generally.  Ini  Kent  'I  have  dealt  with  450 
cases  in  the  last  five  years  and  30  per  cent, 
have  been  in  the  over-65  age  group.  There 
has  been  no  alternative  but  the  mental 
hospital  for  them  with  the  consequence  that 
the  hospital  which  serves  our  area  is  over- 
crowded with  senile  dementia  cases,  many 
of  whom  could  be  adequately  dealt  with 
in  other  accommodation  if  it  was  avail- 
able and  if  there  were  statutory  provision 
for  it.  We  think  it  is  dreadful1  having  to 
certify  people  of  65,  70,  80,  90,  and,  as  I 
did  in  one  case,  100  years  of  age. 

2339.  '(Chairman):  You  say  “if  there  is 
statutory  provision)  for  it  ”.  Are  you  going 
back  to  the  idea  of  mandatory  statutory 
provision,  other  than  exists  at  the  present 
moment? — — 1 What  'T  have  in  mind  is  that 
under  the  National  Assistance  Act  it  is  the 
duty  of  the  welfare  authorities  to  provide 
old  folks’  homes  for  those  requiring  care 
and  attention.  The  senile  dementia  case 
requires  supervision  rather  than  the 
ordinary  term  “care  and  attention”.  A 
number  of  these  cases,  if  there  was  accom- 
modation, could  be  dealt  with1  in  old  folks’ 
homes,  but  the  -National  Assistance  Act 
does  not  place  on  the  local  authority  a 
duty  to  provide  for  the  old  people  who 
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require  supervision'  as  distinct  from  care 
and  attention. 

2340.  But  do  not  some  Regional  Hospital 
Boards  provide  geriatric  hospitals,  including 
treatment  for  senile  dementia? Unfor- 

tunately, in  my  particular  area  there  is>  mo 
such  provision  at  all. 

•2341.  It  may  be  inadequate,  'but  at  the 
present  moment  the  duty  is  on  the  Regional 
Hospital  (Board;? Quite,  (Sir. 

2342.  And  when  you  speak  of  statutory 
provision,  do  you  want  that  duty  transferred 
by  statute  from;  the  Regional  Hospital 

Board  to.  the  local  authority? The  duty 

is  quite  clearly  on  the  Regional  .Hospital 
Board  to  provide  accommodation  for  those 
who.  are  mentally  ill ; but  as  a member  of 
the  Commission  mentioned  just  now,  are 
all  senile  dements  really  ill?  iDo  they  come 
in  the  category  of  being  mentally  ill? 

2343.  (Mrs.  Braddock ):  Is  not  the  dis- 
tinction drawn  according  to.  whether  the 

patient  requires  nursing  attention? That 

is  an,  important  point.  A number  of  these 
cases  do  not  require  nursing  attention.  All 
they  require  is-  supervision. 

2344.  (Mr.  Jackson ):  There  is  another 
class  of  case.  I met  a particular  instance 
in  Kent  of  an  old  lady  of  75  who  had  a 
stroke  and  'became  very  restless  and  noisy 
and  confused.  She  could  not  'be  nursed  at 
home  and  they  could  not  get  her  into  the 
small  local  hospital  and  the  only  alterna- 
tive was  to  have  her  certified  and  sent  to 
the  mental  hospital.  She  only  lived  a few 
weeks  and  died  at  home  in  the  end.  I am 
interested  to  know  how  large  is  that  group 
of  rather  acute  disturbed  elderly  patients, 
very  often  as  a result  of  a stroke,  and  for 
whom  there  is  very  little  accommodation1? 
1 would  hesitate  to  give  any  percen- 
tages at  all,  (Sir,  ibut  it  does  happen  on 
occasions.  Of  the  last  10  cases  of  old 
people  I have  had,  one  came  in  that  par- 
ticular category  and  possibly  two. 

2345.  (Dr.  Rees):  What  do  you  consider 
to  ibe  the  duties  of  a duly  authorised  officer 
when  he  is  called  in  by  a doctor  to  see  a 
patient  whom  the  doctor  regards  as  needing 

observation? (Mr.  Reeve):  In  the 

majority  of  cases  we  go  along  simply  ito 
assist  the  medical  practitioner  in  the  dis- 
posal of  his  case.  That  may  be  iby  the 
admission  to  a chronic  sick  hospital,  or  if 
necessary,  in  the  extreme  case,  by  the  ad- 
mission to  a mental  hospital,  but  we  go 
there  purely  in  an  advisory  capacity,  not 
only  on  the  question  of  the  local  authority 
services  and  hospital  accommodation  avail- 
able but  also,  on  the  legal  requirements 
which  have  ito  be  observed  before  the 
patient  can  be  moved  under  certain  con- 
ditions. 

• 2346.  You  would  not  tell  the  doctor,  for 
example,  .that  yon  do  not  think  there  is  any 


need  for  this  patient  to  go? We  do-  not 

attempt  to  instruct  doctors.  We  have  an 
excellent  working  arrangement  with  them 
and  we  are  only  too-  willing  to  work  with 
them. 

2347.  (Mrs.  Braddock ):  IDo  you  find  any 
difficulty  in  getting  a .magistrate  to  certify 
an  aged  person  in  order  to  get  admission 

to-  hospital? The  Justices  of  the  Peace 

are  as  much  concerned  about  this  problem 
as  we  are  and  they  will  go  to  all  lengths 
to  try  to'  avoid  certification  and  removal 
of  that  sort  of  patient.  If  removal  is 
necessary  they  are  very  anxious  to  know 
the  alternatives  to  the  mental  hospital. 
When  it  comes  to  the  last  resort  and  the 
patient  has  to  be  admitted  to  the  mental 
hospital,  the  Justices  -sign  the  admission 
order  with  the  greatest  reluctance. 

2348.  But  they  do  sign,  it? If  there  is 

no  other  course  available. 

2349.  Is  the  position  that  there  are  peopOo 
who  are  -sent  .to-  mental  hospitals,  certified 
by  a magistrate,  simply  because  there  is 
insufficient  accommodation  to  treat  them 

anywhere,  else? 1 regret  to  say  that  is 

the  position.  There-  are  other  methods-  of 
dealing  with  that  particular  type  of  patient 
but  they  are  not  available  because  the  hos- 
pitals themselves  are  unable  to  provide 
those  facilities  on  account  of  overcrowding. 
— (Mr.  Higham):  We  can,  go  so  far  as  to 
say  that  people  have  been  certified  where 
in  our  opinion  certification  could  have  -been 
very  easily  avoided. 

2350.  (Mr.  Jackson ):  I take  it  you  mean 

certification  was  justifiable? The  symp- 

toms otf  men, tail,  disturbance  were  there  but 
in  our  opinion  it  would  have  been  possible 
to  treat  those  people  without  certification 
under  -the  iLunacy  Act  if  sufficient  other 
accommodation  had  been  available. 

2351.  You  could  have  given  another 

course  of  treatment? Yes. 

2352.  In  your  experience  has  certifica- 
tion taken  place  where  you  thought  it  was 

not  justifiable? iNot  advisable.— {Mr. 

Reeve):  There  have  been  oases  of  acute 
disorder  where  the  excellent  matrons  in 
■our  chronic  hospitals  have  been  able  to 
get  over  the  acute  stage  of  the  patient’s 
illness  by  sedation  and  good  nursing ; but 
that  acute  behaviour  disorder  cannot  be 
allowed  while  they  are  living  alone,  or 
when  they  are  disturbing  the  rest  oif  the 
house. 

2353.  (Mrs.  Braddock):  And  the  only 

alternative  is  to  find  a magistrate  who  is 
prepared  to  sign  an  order — is  that  the 
situation? Yes,  unfortunately. 

2354.  I (Chairman):  Can  we  pass  to  your 

evidence  on  mental  deficiency? Before 

we  do  so,  Sir,  I would  like  very  briefly 
to  say  something  on  the  training  of  duly 
authorised  officers,  which  we  feel  is’ 
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extremely  important.  There  are  a tre- 
mendous < number  of  social-  workers  with 
•psychiatric  experience  and  we  want  to  see 
that  experience  widened  and1  the  incoming 
officer  provided  with  at  least  a service  such 
as  the  Home  Office  provides  for  its  Proba- 
tion Officers  and  its  Children’s1  Officers.  I 
think  the  (Ministry  of  (Health  would  find 
no  difficulty  in  providing  training  facilities 
and  our  members  would  be  eager  to  take 
advantage  of  them.  In  Norfolk  we  have  had 
three  courses  of  psychiatric  training  under 
one  of  the  Medical  Superintendents.  We 
have  had  short  courses  ait  tihe  universities — 
my  own  assistant  is  now  preparing  for  his 
London  University  degree.  There  is  a 
clamour  for  this  training  on.  the  part  of  the 
young  officer,  and  we  hope  you  can  make 
some  serious  representation  to  see  that  the 
Ministry  of  Health  give  serious  considera- 
tion to  it. 

'(Chairman) : We  are  familiar  with  that 
point. 

2355.  (Dr.  .Rees):  Are  there  any  former 

mental  nurses.  amongst  your  members? 

No,  Sir,  but  in  my  training  at  the  mental 
hospital  I have  taken  three  courses  with 
the  nursing  staff  and  one  or  two  individuals 
in  those  particular  courses  would  make 
admirable  duly  authorised  officers,  but  they 
would  need  to  acquire  a considerably  wider 
knowledge,  for  instance,  knowledge  of  the 
law  and  practice  of  mental  treatment — we 
have  to  ibe  able  to  advise  legally  on  pro- 
cedure and  administration.  We  have  to 
go  a li title  further  than  the  abnormal 
psychology  of  the  ordinary  course  of  train- 
ing -for  mental  nursing.  I have  taken 
Beccle’s  textbook  on  psychiatry,  and  the 
ordinary  abnormal  psychology,  the  elemen- 
tary physiology  and  anatomy  given  in  that 
book  would  not  meet  the  requirements  of 
a duly  authorised  officer.  (Some  of  the  best 
type  of  mental  nurses,  with  legal  training, 
the  study  of  social  dynamics,  of  behaviour 
outside  the  hospital: — the  family  and  the 
workshop  and  so  on — could  qualify 
eventually  with  training  to  become  experi- 
enced and  useful  duly  authorised  officers, 
but  the  scope  and  conception  is  much  wider 
than  .tihe  ordinary  mental  nursing  in  a 
hospital. 

2356.  (Chairman):  I do  not  know 

whether  I have  misunderstood  the  first 
paragraph  of  your  evidence.  on  mental 
deficiency,  but  it  rather  startlingly  contra- 
dicts all  the  other  evidence  we  have 
received.  iDo  you  really  mean  the  only 
test  of  mental  deficiency  should  be  the 

intelligence  quotient? Yes,  (Sir.  We 

have  assumed  that,  the  patient  having  been 
ascertained,  all  the  reasons  which  make 
him  subject  to  be  dealt  with  have  been 
given  consideration — and  they  are  very 
considerable — all  the  case  notes  of  the 
social  history  have  been  taken  into  account 


and  it  has  been  deemed  that  he  is  a 
mentally  defective  person.  Then  the  fact 
of  being  subject  to  be  dealt  with  leads  to 
the  particular  way  in  which  he  should  be 
dealt  with,  under  statutory  supervision  or 
by  hospital  treatment,  and  we  think  that 
the  classification  could  end  there,  for  the 
purpose  of  the  legal  requirements.  Iff  the 
patient  has  been  deemed  to  be  a mental 
defective  we  think  that  the  definition 
“mentally  deficient”  is  sufficient,  and  the 
question  into  which  category  he  shall  go 
inside  the  mental  deficiency  hospital  is  an 
internal  question  which  can  be  decided  by 
the  only  method  we  know  at  the  moment, 
by  . the  intelligence  quotient.  The  terms 
“ high  grade  ”,  “ low  grade  ”,  “ idiot  ”,  “ im- 
becile” convey  nothing  that  is  not  already 
conveyed  to  the  administrators  of  a mental 
deficiency  hospital  by  the  intelligence 
quotient. 

2357.  That  is  not  actually  what  you  say? 
— — We  suggest,  Sir,  that  the  terms 
“idiot”,  “imbecile”,  and  “feeble- 
minded” should  be  abolished  and  that 
nothing  need  be  put  in  their  place  except 
the  relevant  intelligence  quotient.  You 
will  need  certain  divisions,  but  that  of 
oourse  is1  not  within  our  province. 

2358.  Under  the  present  law,  an  idiot  may 
be  dealt  with  in  a different  way  in  some 
respects  from  a feeble-minded  person ; 
would  you  wipe  that  out  altogether?—; — 
The  very  fact  that  you  call  him  an  idiot 
does  not  make  it  any  more  easy  or  more 
difficult  for  him  to  be  dealt  with.  The 
name  in  itself  is  reasonably  unimportant. 

2359'.  If  you  look  at  Sub-section  (1)  of 
Section  3,  of  the  Mental  Deficiency  Act, 
the  idiot  and  imbecile,  from  the  age  of  21, 
ane  subject  to  different  statutory  provisions 

from  the  feeble-minded. These  are  legal 

requirements  which  I suggest  would  give 
no  great  difficulty  in  readjustment. 

2360.  You  mean  you  would  treat  them 

in  the  same  way? 1 think  the  legal  re- 

quirements for  a mental  defective  with  ex- 
tremely low  intelligence  quotient  could  be 
met  without  the  present  description  of  the 
idiot  or  imbecile ; I do  not  see  any 
difficulty  about  that. 

2361.  (Dr.  Thomas):  I think  what  we  are 
not  quite  clear  about  is  whether  you  in- 
tended to  use  the  intelligence  quotients  in 
any  way  in  statutory  form. — — No',  Sir, 
simply  as  a guide  for  the  hospital  autho- 
rities for  their  internal  classification. — (Mr. 
Highani):  We  are  suggesting  more  than 
anything  that  the  terms  “idiots”  and 
“ imbeciles  ” should  no  longer  'be  used:  and 
that  “ mental  defectives  ” is  the  only  classi- 
fication which  should'  'be  attached  to  them. 

2362.  In  that  case  why  do  you  bring  in 
this  phrase  about  intelligence  quotient  at 
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all? (Mr.  Reeve):  It  is  only  clinical 

observation  of  degree,  not  of  terminology. 

2363.  As  a clinical  observation  it  is  a very 

fallacious  one,  is  it  not? It  is  the  best 

one  I know.  Sir. 

2364.  How  high  an  intelligence  quotient 
need  a person  have  tO'  escape  being  dealt 

with  under  the  Mental  Deficiency  Act? 

I leave  that  to  the  experts.  I think  it  varies 
in  different  parts  of  the  country. 

2365.  (Chairman) : If  the  intelligence 
quotient  is  the  most  rje liable  basis  for 
diagnosis,  paragraph  42  raises  a rather 
peculiar  idea  of  the  family  doctor  submit- 
ting children  under  school  age  to  an  intel- 
ligence test  and  notifying  the  local  health 
authority  of  their  low  intelligence  quotient. 

The  medical  practitioner  would  send  a 

notice  to  the  local  authority  that  he  was  of 
the  opinion  that  so-and-so  was  a mental 
defective,  he  would  not  need  to  express  the 
intelligence  quotient.  He  would  give  his 
notification,  in  the  same  way  as  for  a 
notifiable  disease,  that  the  child  was  suffer- 
ing from  mental  deficiency. 

2366i.  You  say  this  might  be  disagreeable 
to  the  people  in  the  upper  income  groups. 
Is  it  your  experience  that  the  people  in  the 
lower  income  groups  do  not  mind  having 
their  child  put  down  as  mentally  defective? 

No,  Sir.  Through  the  education 

machinery  in  this  country,  the  children  of 
people  in  the  lower  income  groups  come 
to  notice,  but  the  upper  class  group  can 
have  a mental  defective  in  the  family  and 
the  fact  can  'be  concealed  -because  they  do 
not  come  within  the  machinery  of  the 
Education  Act ; they  can  make  their  own 
provision  for  private  education.  A good 
number  of  parents  still  conceal  these 
patients  from  the  public  eye  and  the  possi- 
bility of  concealment  in  what  we  would 
call  the  upper  income  group  is  very  much 
greater  because  they  do  not  have  to  go 
through  the  sieve  of  the  infant  welfare 
clinic,  the  education  machinery,  and  all  the 
machinery  which  brings  these  children  to 
the  notice  of  the  local  authorities.  We  feel 
that  this  notification  would  be  extremely 
useful  in  research.  I have  an  article  here 
published  in  a medical  journal  on  a case  of 
mongolism  in  twins,  where  the  father  could 
have  made  his  own  provision  for  education 
and  so  on,  and  we  might  have  lost  the 
opportunity  for  some  extremely  valuable  re- 
search on  mental  deficiency  and  mongolism 
in  twins.  Another  is  on  a case  of  dwarfs 
in  which  the  welfare  officer  has  played  an 
extremely  useful  part  in  collating  informa- 
tion. A good  number  of  the  problems  of 
mental  defectives  are  poverty  problems 
arising  when  the  parent  is  unable  to  pro- 
vide education,  or  when  the  resources  for 
maintaining  the  child  are  not  sufficient  to 
prevent  a condition  of  neglect:  but  when 
mental  deficiency  appears  in  the  child1  of 


a person  in  the  higher  income  groups,  where 
the  child  has  every  attention  at  birth  and 
at  the  various  stages  of  the  infant’s  life, 
we  think  that  we  could  get  information 
which  is  extremely  valuable  and  which  is 
not  available  in  the  lower  income  group. 

2367.  ( Dr.  Rees)\  Would  this  be  for  the 
benefit  of  the  patient,  or  whose  benefit? 

The  ultimate  benefit  of  mankind  we 

hope,  Sir. 

2368.  But  not  primarily  for  the  benefit  of 

the  patient? Yes,  it  could  be  primarily 

for  the  benefit  of  the  patient  because  there 
might  be  services  available  for  the  child 
which  that  parent  has  not  made  use  of ; 
the  child  may  not  have  been  sent  to  school 
or  mixed  with  the  general  public.  If  wc 
had  information  we  could,  as  indeed  we 
did  in  one  particular  case,  give  services 
through  the  medical  _ practitioner  to  that 
particular  family  which  would  not  have 
been  available  if  we  had  to  wait  for  the 
case  to  be  sent  to  us  by  the  education 
authority.  It  was  picked  up  through  an- 
other source  and  we  have  been  able  to  help 
considerably  with  the  progress  of  that 
patient. 

2369.  In  general  these  patients  are  quite 
well  looked  after  by  their  parents,  are  they 

not? Yes,  within  the  degree  of  their 

capacity.  They  are  able  to  give  them  a 
good  home,  but  there  are  certain  training 
facilities,  and  we  hope  in  the  future  there 
will  be  other  ways  in  which  we  can,  offer 
big  advantages  to  the  parents  of  these  chil- 
dren for  the  improvement  in  social 
behaviour  and  in  the  capacity  of  their 
children. 

2370.  (Chairman):  In  paragraph  45  you 

say,  “all  domiciliary  care  should  be  the 
sole  responsibility  of  the  local  health 
authority.”  Is  the  hospital  authority  to 
have  no  responsibility  for  after-care  and  the 
education  authority  to  have  no  respon- 
sibility for  home  training? Well,  Sir,  it 

is  a debatable  point  whether  the  education 
authority  is  better  able  to  provide  training, 
but  the  local  health  authority  should 
primarily  be  responsible  for  seeing  that  the 
patient  living  at  home  is  getting  all  the 
services  which  are  available  whilst  in  the 
community.  I cannot  think  of  any  authority 
which  would  be  better  able  to  give  an 
overall  picture  of  assistance  than,  the  local 
authority  with  all  its  services,  the  district 
nurse,  the  health  visitor,  the  welfare  officer, 
■the  home  help  and  the  backing  of  the  social 
departments  such  as  the  National  Assistance 
Board.  We  take  the  view  that  the  local 
health  authority  is  in  a better  position  to 
co-ordinate.  We  do  not  want  to  be  respon- 
sible for  all  the  work  in  the  primary  sense 
but  we  could  co-ordinate  all  the  work  of 
the  different  authorities  and  see  that  the 
maximum  amount  of  care  and  attention  was 
given  to  the  patient  and  the-  family. 
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2371.  (Dr.  Rees):  What  would  be  the 
duties  of  social  workers  attached  to  the 

hospital? We  think  they  should  be  the 

channel  of  information  from  the  patients 
to  the  social  worker  in  the  district — a two- 
way  flow  of  information  from  the  social 
worker  in  the  district  to  the  social  worker 
in  the  hospital  and  vice  versa.  We  have 
on  occasions  found  it  necessary  for  the 
social  worker  in  the  hospital  to  go  out  with 
the  social  worker  in  the  district  for  case 
consultation  at  the  home  of  the  patient,  and 
in  a converse  way  of  course  case  confer- 
ences are  held  at  the  hospital  where  I con- 
sult the  social  worker  on  the  various 
problems  of  the  patient.  We  think  there 
should  be  a close  relation  between  them 
and  this  conference  at  the  home  and  at  the 
hospital  of  the  two  types  of  worker. 

2372.  There  is  a point  in  paragraph  47 
about  the  exclusion  of  persons  from  occu- 
pational training  from  the  age  of  16  or  18. 

Can  you  give  instances:  of  that? (Mr. 

Hicham):  That  is  the  practice  in  the  county 
from  which  I come,  Sir.  There  are  two 
full-time  occupation  centres,  one  in  the  east 
and  one  in  the  west  of  the  county,  and  be- 
cause of  the  numbers  of  children  awaiting 
.training  it  is  necessary  to  exclude  them  from 
attendance  at  the  occupation  centres,  at  the 
age  of  18. 

2373.  I see.  I thought  you  meant  that 
mental  defectives  were,  as  such,  excluded. 
No,  Sir. 

2374.  (Chairman):  Paragraph  50  suggests 
that  it  should  be  possible  to  place  a child 
in  guardianship  without  having  to  go 
through  the  process  of  certification.  That 
can  be  done  already  under  Section  3 with 
the  parents’  consent.  Is  your  meaning  that 
it  should  be  able  to  be  done  without  certifi- 
cation and  without  the  parents’  consent? 

(Mr.  Reeve):  No,  Sir.  In  all  cases  we 

take  the  parents’  consent  unless  there  is 
some  strong  evidence  of  neglect  by  the 
parents  or  they  are  unsuitable  parents,  in 
which  case  they  would  not  be  applying 
under  Section  3.  In  every  case  we  should 
require  the  parents’  consent,  but  the  case 
we  visualise  here  is  the  case  where  there 
are  no  parents  available,  or  where  guardian- 
ship is  required  because  the  parents  are 
aged  and  have  reached  the  stage  when  they 
cannot  be  effective  guardians  and  cannot 
exercise  the  duties  of  guardianship  in  a 
proper  way. 

2375.  Except  in  a fairly  peculiar  case- 

children  wandering  at  large — 'there  is  always 
.somebody  who  is  mominally  .responsible 
for  them? iNot  always,  Sir. 

2376.  I wonder  whether  this  is  slightly 
at  variance  with  your  attitude  in:  regard  to 

mental  illness? We  do  not  see  the  need 

for  certification,  Sir.  We  think  that  we  are 
acting  for  the  benefit  of  the  patient  by 
retaining  him  in  the  community.  You  are 


not  depriving  him  of  his  liberty,  ibut  making 
it  possible  for  him  to  keep  in  the  com- 
munity without  falling  foul  of  the  various 
authorities,  the  police  and  so  on,  so  really 
it  is  a constructive  and  helpful  procedure, 
not  taking  something  .away.  We  ask  for  the 
judicial  procedure  when  we  are  taking  the 
patient  away  from  the  community. 

2377.  Except  in  the  case  of  a child 
wandering  at  large,  are  you  not  taking  away 

the  child  from  somebody? iNo,  Sir.  If 

that  paragraph  has  given  that  impression 
then  I am  sorry  it  has  been  so'  badly 
worded.  We  should  only  use  the  process 
of  guardianship  where  there  was.  no  other 
suitable  person  available. 

2378.  But  you  do  not  want  to  have  to 
submit  the  question  of  suitability  to  a 
judicial  authority?— We  do  not  think  it  is 
necessary  for  judicial  authority  to  come 
into'  the  question  of  guardianship  at  all. 
The  machinery  for  guardianship  is  a heavy 
machinery  and  we  think  that  some  kind  of 
order  could  be  used,  some  simple  machin- 
ery, to  ensure  that  the  individual  patient 
is  put  in  a home  of  the  type  which  is 
best  for  him. — (Mr.  Higham) : :It  is  not  just 
judicial  authority,  'but  the  whole  process 
of  certification  and  all  it  involves. 

2379.  Whether  one  need  have  elaborate 

machinery  is  another  question? There  is 

a .big  point  there,  Sir. 

2380.  I am  not  quite  clear  about  the 
distinction  between  temporary  treatment 
and  “ place  of  safety  ” cases. — -iMr. 
Reeve) : The  temporary  treatment  which  is 
now  permissible  under  Ministry  of  Health 
Circular  5/52  is  being  used  for  the  short 
stay  case  where  the  patients  require  rest  or 
where  the  patient  requires  temporary  treat- 
ment of  a dental  or  ophthalmic  nature  and 
the  treatment  has  to  be  given  in  hospital 
over  a period  of  several  days.  The  Circular 
was  a recommendation  and  we  would  like 
to  see  some  statutory  backing  to  that. 
A “place  of  safety”  order  is  one  made 
by  a duly  authorised  officer  for  the  patient 
to  be  admitted  as  “ a place  of  safety  ” case 
pending  certification. 

2381.  On  paragraph  56,  I wonder  if  you 

could  amplify  your  recommendation? 

Sir,  I think  that  is  a point  which  has  been 
put  before  you  before.  Persons  are  brought 
'before  the  Court,  charged  with  minor 
offences,  and  because  there  is  evidence  of 
mental  deficiency  they  are  certified  and  sent 
to  a mental  deficiency  establishment  for  a 
Jong  period,  perhaps  in  some  cases  for  life. 
We  feel  that  there  is  a confusion  there 
between  the  petty  larceny  and  the  condition 
of  mental  deficiency,  which  acts  to  the 
detriment  of  the  person  charged.  I have 
in  mind  a boy  brought  before  the  Court 
charged  with  stealing  four  eggs.  Because 
there  was  a previous  history  of  mental 
deficiency,  a very  serious  view  was  taken 
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of  the  case,  but  had  there  been  no  previous 
mental  deficiency  history  this  boy  would 
probably  have  been  bound  over  condition- 
ally or  unconditionally  to  the  Probation 
Officer,  and  nothing  further  done.  We  feel 
there  are  two  separate  aspects  of  this 
problem  and  that  if  the  boy  is  brought 
into-  Court  and  convicted,  the  case  should 
ibe  reviewed  at  the  end  of  a period  which 
would  be  equivalent  to  the  ‘Sentence  which 
could  ibe  given  for  that  particular  type  of 
offence. 

2382.  In  this  particular  case  you  said  that 
if  the  boy  had  not  had  a previous-  mental 
deficiency  history  he  wiould  -have  been 
simply  bound-  over  in  charge  of  a Proba- 
tion 'Officer.  When  are  you  to  review  him 
— .after  the  end  of  a period,  as  though  he 

had  been  bound  over  for  12  months? 

I think  so,  Sir,  or  in  the  case  of  a minor 
sentence,  a fortnight  or  a month. 

23i83.  What  is  the  purpose  of  sending  a 
boy  to  a mental  institution-  and  letting  him 

out  in  a fortnight? 'Sir,  what  is  the 

purpose  of  sending  a boy  to  a mental 
institution  for  an  indefinite  period  for  an 
offence  which  normally  would  have  brought 
him  only  a fortnight’s  or  a month’s 
sentence?  The  Court  is  using  the  condition 
of  mental  deficiency  to  make  an  -order  under 
the  Mental  Deficiency  Act,  and  we  think 
that  the  tiwo  conditions,  the  two-  atmo- 
spheres, ought  to  be  separated,  that 
the  trial  of  the  person  at  the 

Court  should1  be  distinct  from  the 
atmosphere  of  certification  as  a mental 
defective.  It  is  a difficult  question,  Sir,  and 
I agree  there  are  two  -sides  to-  (the  question 
but  I do  feel  that  there  are  a number  of 
these  children  who,  chiefly  because  of  their 
mental  defect  and  incapacity  to  express 
themselves  properly — and-  possibly  because 
the  parents  are  of  similar  mentality  and 
unable  to  express  themselves  or  to  secure 
the  legal  aid  available  to  them — have  -some 
kind-  of  bias  against  them  in  the  Court 
which  ought  to  be  removed  as  far  as  it 
can  be.  We  are  not  hard  and'  fast  about 
how  that  is  to  be  done  but  we  think  there 
should  be  some  safeguard. 

2384.  (Dr.  Rees):  Do  you  believe-  the 
matter  of  mental  deficiency  should  not  be 

mentioned  in  Court  at  all? iNo,  Sir. 

I have  known  occasions  when  I have  had 
to  appear  in  Court  and  ask  the  Clerk  for 
permission  to  make  a statement  so  that 
the  'Magistrates  are  informed  as  to-  the  true 
condition  of  the  prisoner  before  them — I 
am  using  the  word  “ prisoner  ” where  there 
has  been  a serious  offence  such  as  carnal 
knowledge  or  indecent  -exposure — rather 
than  send  a man  down  for  twelve  months 
without  knowing  the  full  facts  of  the  case. 
In  those  cases  I think  it  is  necessary  that 
the  Court  should  have  the  full  evidence 
of  the  menfall  incapacity  of  the  prisoner 
before  them. 


2385.  But  in  minor  oases? In-  minor 

cases  I think  there  should  ibe  some  provi- 
sion for  information  to  be  given  to  the 
Court,  but  at  what  stage,  whether  before  the 
person  is  found  guilty  or  after,  il  would'  not 
like  to  -say.  A mental  defective  can-  be 
dealt  with  and  an  order  can  be  made  even 
if  the  case  is  never  finally  decided  in.  the 
Court.  That,  we  think,  is  another  aspect 
which  should  receive  consideration. — (Mr. 
Thompson ):  It  is  of  course  about  those 
minor  cases  that  we  are  mostly  worried. 
The  poor  boy  has  stolen  four  eggs;  s-urcly 
it  is  quite  wrong  for  his  liberty  to  be 
taken  away  for  ever.  If  that  had  not 
occurred  this  boy  would  probably  have 
remained  in  Uhe  community  under  volun- 
tary supervision  or  under  statutory  provi- 
sion and  perhaps  everything  would  have 
gone  quite  well  with  him  for  the  rest  of 
his  life.  We  fee!  that  some  consideration 
might  be  given  to  these  minor  cases,  6ome 
more  sympathetic  treatment  perhaps. 

2386.  (Chairman):  You  are  really  anxious 
that  the  provisions  of  mental  deficiency 
legislation  should  not  enable  an  indeter- 
minate sentence  to  be  imposed  on  a young 
person  in  the  light  of  his  mental  deficiency? 
Quite,  Sir. 

2387.  In  paragraph  61  you  say  the  need 
for  determining  that  mental  deficiency 
existed  before<  tihe  age  of  18  has  created 
many  difficulties.  Can  you  give  me  an 

instance? (Mr.  Ilighatn ):  The  difficulty 

is-  of  a mental  defeotive  coming  to  notice 
rather  late  in  life  when  -there  are  no  trace- 
able relatives  and  it  is  extremely  difficult 
to-  go  back  over  the  years  and  try  to  find 
some  existence  of  defect  prior  to  the  age 
of  18.  It  does  not  happen  every  week,  it 
-may  happen  in.  each  authority  only  once 
or  twice  im  the  course  of  a year,  but  it  is 
very  difficult  if  the  condition  first  conics  to 
notice  at  the  age  of  fifty  or  so.  With  ade- 
quate -school  service  records  under  the 
educational  system  there  is  no  difficulty  with 
the  younger  defectives  but  there  has  been 
a difficulty  ini  cases  which  have  come  to 
notice  rather  late  in  life. 

2388.  i (Mr.  Jack\son):  May  I come  back 
to  this  question  of  the  Court  for  a moment? 
What  should  a Court  do,  in  your  view,  if 
the  evidence  put  before  i.t  shows  mental 

deficiency? (Mr.  Thompson):  I think. 

Sir,  it  is  rather  a difficult  question-  for  us 
to  answer,  lit  depends  -upon:  the  extent  of 
criminal  propensity.  If  the  propensities 
are  serious,  tl  do  not  think  that  the  Court 
has  any  other  course  -but  to  take  a very 
serious  view  of  tihe  matter,  but  if  the  mat- 
ters are  petty,  in  the  same  way  as  a number 
'of  our  minor  juvenile  delinquents  steal 
apples  and  so  forth,  then  those  eases  might 
well  be  dealt  with  by  binding  the  cases 
over  with  a recommendation  that  the  mental 
health . officer  should  exercise  a little  more 
supervision  than  is  usual  over  the  case. 
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2389.  Would  you  regard  what  the  Court 
does  at  .present  as  imposing  a kind  of 

penalty? It  would  be  essential  I think, 

Sir,  in  cases  of  serious  offences.  For  minor 
offences,  even  a normal  boy  who,  as  I say, 
has  stolen  some  apples  has  to  learn  that 
he  must  not  do  that  sort  of  thing  and 
even  mental  defectives'  often  have  enough 
intelligence  to  ‘be  capable  of  understanding 
that  they  'have  done  something  wrong,  and 
that  is  brought  to  their  attention  by  .the 
Court. 

2390.  ( Sir  Russell  Brain):  Would  not 
your  view  really  'be  that  in  the  case  of 
minor  offences  the  Court  should  obtain  the 
opinion,  of  an  independent  psychiatrist  who 
could  say  whether  the  mental  defect  is  such 
that  in  his  own  interests  the  child  needed 
to  'be  sent  ito  an  institution  or  not,  and  in 
some  oases  lihe  psychiatrist  would  report 

that  it  was  unnecessary? Yes,  Sir. — (Mr. 

High  am) : I agree  with  that. — (Mr.  Reeve): 
The  Court  has  the  right  to  call  foir  medical 
evidence  and  can  adjourn  for  medical  and 
social  evidence,  and  we  .suggest  it  would 
be  far  better  for  that  itio  be  done  rather 
than  that  the  Court  should  make  the  initial 
committal  to'  a mental  deficiency  hospital. 
There  arc  two  very  serious  objections  to 
that ; one  is  'that  the  hospital  tend®  to 
‘become  am  alternative  to  a connective 
sentence  in  Borstal  or  prison. ; and  .the  other 
is  that  . the  Counts  on  occasion®'  do  'tend  to 
use  this  as  a method  of  easy  admission  for 
caseis  which  have  probably  been  on  a wait- 
ing list  for  a long  time,  in  other  words*  the 
offence  before  the  Court  is  used  a®  an 
excuse  for  making  an  order  under 
Section  8 for  committal  to  a mental 
deficiency  hospital.  We  think  that  is 
unhealthy  for  the  community  and  bad  for 
the  patient  and  we  therefore  feel  that  the 
Court  should  he  restricted  in  the  disposal 
of  a case.  If  if  feels  that  the  patient 
should  he  sent  to  a mental  deficiency 
■hospital  because  of  .the  nature  of  .the 
offence,  then  we  think  that  the  period  should 
have  some  relation  to  what  would  be  the 

(The  Witnei 


■sentence  for  the  particular  offence  con- 
cerned, and  at  the  end  of  that  period  the 
whole  case  should  be  reviewed  away  from 
the  atmosphere  of  the  penal  procedure  of 
‘the  Court®. 

2391.  '(Mr.  Jackson ):  The  Court  ha®  to 
adt  om  medical  certificates ; it  cannot  take 
this  step  without.  _ You  have  just  pointed 
out  this . method  is  used  for  persons  on 
waiting  lists' — it  is  in  fact  a way  of  getting 
them  there  earlier.  Is  it  correct  to  suggest 
that  this  is  a penal  step?  In  fact  does  not 
the  Court  take  this  step  because  on  the 
evidence  'before  them  it  appear®  to'  be  the 
most  satisfactory  'thing  for  the  welfare  of 

that  person? We  see  it  from  the  other 

point  of  view.  A child  for  whom  we  are 
seeking  a vacancy  is  .No.  7 on  the  waiting 
list  and  the  prisoner  before  the  Court  is 
No.  8,  we  are  going  to'  think  it  unfair  if 
No.  8 goes  first  because  he  committed’  some 
offence  before  the  Court.  We  think  this 
operates  unfairly  in  connection  with 
admission  _ to  mental  deficiency  hospitals 
and  we  think  the  question  of  priority  ought 
to  'be  decided  otherwise  than  'by  a criminal 
offence  'before  the  Court. 

2392.  (Sir  Russell  Brain):  I gather  you 
feel  that  perhaps  only  a few  children  go 

ito  mental  institutions  in  'this  way? Yes, 

I am  sorry  I used  the  words  “ waiting  list  ” 
because  it  gives  the  impression  that  we  have 
a whole  lot  of  juvenile  delinquents  waiting 
to  commit  an  offence  to  get  in. 

2393.  (Chairman):  Do  you  want  to  say 

anything  further? Sir,  we  feel  we  have 

hurried  you  and  I feel  I have  hurried  my- 
self. There  are  a good  number  of  points 
we  would  have  liked  to  discuss  and  have 
had  to  gloss  over,  and  a number  of  para- 
graphs we  have  not  even  dealt  with. 

2394.  I think  your  recommendations  in 
the  paragraphs  we  have  not  questioned  you 

about  are  quite  clear. We  are  extremely 

grateful  for  your  patience  and  toleration. 

(Chairman):  Thank  you  very  much. 
is  withdrew ) 


Miss  D.  C.  Keeltng,  O.B.E.,  Dr.  Letitia  Allen,  Dr.  L.  T.  Hilliard,  D.P.M., 
Miss  A.  L.  Hargrove  and  Miss  M.  Applebey,  O.B.E.  (General  Secretary)  on  behalf 
of  the  National  Association  for  Mental  Health, 

called  and  examined. 


Memorandum  submitted  by  the  National  Association  for  Mental  Health 
MENTAL  DEFICIENCY  LEGISLATION 
General  Principles  on  which  Recommendations  are  based 

1.  In  making  its  recommendations  for  amended  mental  deficiency  legislation, 
the  Association  has  in  mind  certain  general  principles,  which  have  emerged  as 
the  result  of  experience  gained  since  the  passing  of  the  first  Mental  Deficiency 
Act  in  1913  and  of  the  increased  knowledge  which  has  .become  available  through 
scientific  research  and  pioneer  social  activities. 
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2.  One  of  the  new  factors  which  must  be  borne  in  mind  is  the  change  in  the 
community’s  attitude  to  other  types  of  handicapped  persons,  in  the  degree  of 
responsibility  it  has  accepted  for  their  welfare,  and  in  the  proved  success  of  modem 
methods  of  rehabilitation.  New  mental  deficiency  legislation  must,  therefore,  lead 
to  an  equally  changed  outlook  in  regard  to  the  handicap  of  mental  defect. 

3.  In  planning  new  legislation,  regard  must  further  be  paid  to  the  state  of  public 
opinion  on  the  extent  to  which  interference  with  .the  “ liberty  of  the  subject  ” is 
necessary.  The  right  of  the  defective  (and  of  his  parents)  to  freedom  from,  undue 
interference  must  be  balanced  against  the  right  of  the  community  to  be  protected 
from  possible  harm  resulting  from  his  unrestricted  liberty. 

4.  The  principles  on  which  the  Association’s  specific  recommendations  are  based, 
will  be  apparent  to  those  who  read  them,  but  at  the  outset  certain  fundamental 
concepts  may  be  enunciated. 

Menially  defective  children  of  school  age 

(a)  That  the  mentally  defective  child  should,  so  far  as  his  mental  condition 

permits,  be  entitled  to  the  same  community  provision  for  his  welfare  and 
education  as  the  normal  child,  viz. : 

(i)  Education  .and  training  suited  to  his  special  needs. 

(ii)  The  same  medical  and  social  welfare  facilities  as  those  provided 
for  children  attending  school. 

(b)  That  a mentally  defective  child  should  be  removed  from  his  family  against 
the  wishes  of  his  parents,  only  under  the  same  circumstances  as  would 
justify  similar  action  in  the  case  of  any  other  type  of  handicapped  child. 

Children’s  Officers  should  act  in  close  liaison  with  local  health  authorities 
when  dealing  with  the  removal  of  children  from  families  which  include 
a mental  defective. 

In  determining  whether  or  not  a mentally  defective  child  should  be 
removed,  his  need  for  education  and  training  as  well  as  for  better  physical 
conditions,  should  be  one  of  the  factors  taken  into  account. 

Defectives  over  school  age 

(c)  That  the  trainable  defective  over  school  age  should  be  given  every  oppor- 

tunity of  learning  to  take  his  place  in  the  community  and  contributing 
towards  his  own  support.  To  this  end  a period  of  institution  training 
may  be  necessary  but  its  primary  aim  should  be  the  achievement  of  social 
adaptation. 

For  suitable  high-grade  defectives  two  considerations  should  be  borne 
in  mind : — 

(i)  The  value  of  provision  for  “ Further  Education  ” by  means  of 
evening  classes  in  reading,  writing  and  simple  arithmetic. 

In  this  connection  we  would  draw  attention  to  a serious  obstacle  which 
hinders  the  making  of  such  provision  so  far  as  defectives  in  institutions 
are  concerned — i.e.  that  owing  to  the  operation  of  Section  116  of  the 
1944  Education  Act,  local  education  authorities  have  no  power  or  duly 
relating  to  any  person  who  is  the  subject  of  an  order  under  Section  6, 
8 or  9 of  the  Mental  Deficiency  Act,  1913. 

Therefore,  although  an  education  authority  may  advise  a Hospital 
Management  Committee  as  to  a suitable  teacher  for  evening  classes  for 
defectives  over  16,  payment  for  such  provision  must  be  made  by  the 
Committee. 

(ii)  The  possibility  of  supplementing  facilities  for  training  provided 
under  the  Mental  Deficiency  Acts  by  those  which  can  be  provided  under 
Section  29  of  the  National  Assistance  Act  and  by  the  Ministry  of  Labour 
(e.g.  in  Industrial  Rehabilitation  Units)  should  not  be  overlooked. 
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5.  We  feel  strongly  that  one  of  the  essential  factors  in  any  adequate  scheme 
for  the  welfare  of  defectives  is  that  the  Service  should  he  a unified  one  with  all 
its  component  parts  closely  inter-related. 

Categories  of  defectives 

6.  Defectives  brought  to  the  notice  of  local  health  authorities  fall  into  the 
following  categories : — 

(a)  Young  children  under  school  age  reported  mainly  by  child  welfare  centres, 
nurseries,  hospitals  and  family  doctors. 

{ b ) Children  of  school  age  reported  by  education  authorities. 

(c)  Educationally  subnormal  adolescents  reported  toy  local  education  authorities 
as  needing  supervision  on  leaving  school. 

id)  Other  young  persons  and  adults : — 

(i)  Who,  although  not  reported  (as  above)  on  leaving  school,  have 
been  found  to  toe  socially  inefficient  by  reason  of  mental  defect,  and  to 
need  care  and  control. 

(ii)  Who,  on  being  brought  before  a court  and  convicted  of  a criminal 
offence  or  whilst  undergoing  imprisonment,  or  detention  in  a Borstal 
institution  or  approved  school,  are  found  to  be  mentally  defective. 

(iii)  Who,  at  present  are  receiving  adequate  care  at  home  tout  who  may 
toe  in  need  of  institution  care  or  guardianship  if  their  parents  or  guard- 
ians cease  to  toe  able  to  provide  for  them. 

Note. — Recent  clinical  experience  in  several  countries  has  suggested  that  there  is 
in  existence  a group  of  handicapped  children  whose  condition  may  resemble  that 
of  the  mentally  defective  child  as  defined  under  the  .1927  Mental  Deficiency  Act 
but  who  have  reached  this  condition  because  of  reasons  other  than  the  “ arrested 
or  incomplete  development  of  mind  ” there  defined.  These  children  are  sometimes 
thought  -of  as  psychotic  and  sometimes  as  permanently  damaged  in  emotional 
balance  due  to  adverse  conditions  operating  in  very  early  infancy. 

For  these  children  there  is  needed  special  provision  (other  than  that  made  for 
mental  defectives)  for  diagnosis  and  for  psychological  treatment  and  education  in 
both  residential  and  non-residential  units. 

On  this  subject  we  propose  to  offer  supplementary  evidence  to  the  Royal  Com- 
mission at  a later  date. 

Types  of  provision 

7.  To  meet  the  needs  of  the  groups  enumerated  above,  all  the  following  types  of 
provision  should  be  available:  — 

Residential 

(a)  Hostels  for  high-grade  defectives  able  to  go  out  to  work  (who  may  or 

may  not  need  a preliminary  period  of  training  in  an  institution),  who  are 
without  suitable  homes  but  for  whom  prolonged  specialised  institutional 
care  is  unnecessary. 

(b)  Educational  and  training  units  for  defectives  in  need  of  education,  training 

or  rehabilitation. 

(c)  Hospital  units  for  diagnosis  and  treatment  and  for  research  into  the 

medical  conditions  associated  with  mental  defect. 

id)  Hospital  units  for  low-grade  defectives  needing  nursing  or  special  care. 

Non-residential 

(а)  Facilities  for  the  giving  of  skilled  advice  to  parents  and  guardians  of 
defectives  on  methods  of  training  and  care. 

(б)  Occupation  and  training  centres  for  children  of  school  age. 
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(c)  Home  teaching  for  children  unable,  by  reason  of  distance  or  physical 

disability,  to  attend  a centre. 

(d)  Workshops  and  handicraft  centres  for  trainable  defectives  over  school  age. 

(e)  Facilities  for  guardianship. 

(/)  Supervision  by  trained  mental  health  workers. 

(s)  Social  clubs. 


RECOMMENDATIONS 

Definitions 

8 It  has  become  increasingly  clear  that  the  criterion  of  mental  defect  in  adults 
should  be  primarily  measured  not  .only  by  academic  intelligence  tests  but  by 
capacity  for  making  an  adequate  social  adjustment. 

9.  It  is  recommended  : — 

(a)  That  the  definition  of  mental  defect  given  in  the  1927  Act,  viz.:  — 

“ a condition  of  arrested  or  incomplete  development  of  mind  existing 
before  the  age  of  18  years,  whether  arising  from  inherent  causes  or 
induced  by  disease  or  injury  ” 
shall  be  retained.  But 

( b ) That  the  terms,  “ idiot  ”,  “ imbecile  ” and  “ feeble-minded  ” are  not  neces- 
sary for  the  purpose  of  the  Mental  Deficiency  Acts  and  should  be  abolished. 

(c)  That  the  term  “moral  defectives”  should  no  longer  be  used. 

Note —Although  it  is  recognised  that  special  provision  should  be  made  for  the 
psychopath  with  an  intelligence  level  on  the  borderline  of  mental  defect  who  is  a 
persistent  criminal,  it  is  considered  that  for  this  purpose  the  use  of  the  Mental 
Deficiency  Acts  is  inappropriate.  A separate  Memorandum  of  Evidence  on  the 
subject  is  in  preparation  and  will  be  submitted  later. 

Circumstances  under  which  a defective  may  be  dealt  with 

10.  It  is  recommended:  — 

That  the  phrase  “defectives  subject  to  be  dealt  with”  shall  be  replaced  by 
the  phrase  “ defectives  in  need  of  special  care,  control  or  training,"  and  that 
social  inefficiency  due  to  mental  defect  should  be  the  criterion  adopted  in  the 
case  of  defectives  over  school  age  and  ineducability  at  school  due  to  mental 
defect,  the  criterion  in  the  case  of  children. 

Education  Act,  1948,  Section  57  (4) 

11.  It  is  further  recommended  'that  although  special  provision  is  needed  for 
children  suffering  from: — 

“ a disability  of  mind  which  makes  it  inexpedient  that  they  should  be  educated 
in  association  with  other  children  ”, 

such  provision  should  not  be  made  tinder  the  Mental  Deficiency  Acts  but  in  residen- 
tial special  schools  for  maladjusted  children,  or  in  the  case  of  children  who  are 
psychotic,  in  special  units  under  the  Mental  Treatment  Act. 

Institutional  care  : methods  of  admission  and  discharge 

Voluntary  admission 

12.  The  Mental  Treatment  Act  of  1930,  marked  a new  approach  to  the  treatment 
of  mental  illness,  moving  away  from  legislative  concepts  such  as  those  on  which 
the  'Lunacy  Act  of  1890  was  based,  and  devising  new  methods  of  providing  facilities 
for  expeditious  and  easily  procured  hospital  care. 
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The  embodiment  in  mental  deficiency  legislation  of  a similar  change  of  outlook 
is  long  overdue  and  we  therefore  recommend : — 

(a)  That  certification  with  its  legal  concomitants  should  not  be  necessary  as  a 
routine  procedure  for  admission  to  an  institution  or  to  any  other  form  of 
residential  care  or  for  placement  under  guardianship. 

{b)  That  the  admission  of  a defective  to  an  institution  as  a voluntary  patient 
should  be  governed  by  procedure  and  safeguards  similar  to  those  provided 
by  the  Mental  Treatment  Act. 

13.  The  question  of  age  limit,  in  the  case  of  high-grade  defectives,  for  giving 
consent  to  institution  care,  would  have  to  be  carefully  considered.  The  Mental 
Treatment  Act  'limit  of  16  would  toe  too  low,  and  it  is  suggested  that  21  would 
be  more  appropriate. 

14.  As  an  alternative  to  the  devising  of  new  procedure  it  has  been  suggested  to 
us  that  an  extended  use  of  Section  3 of  the  1913  Act  would  achieve  the  same  end. 
We  would  point  out,  however,  that  for  this  purpose  the  following  amendments 
would  be  needed:  — 

Section  3 (1).  Deletion  of  proviso'  requiring  approval  of  a judicial  authority 
before  placing  a defective  who  though  not  an  idiot  or  imbecile  is  under 
the  age  of  21. 

Section  12  (2).  Abolition  of  need  for  reconsideration  of  “placed”  cases  under 
the  same  procedure  as  that  required  for  those  received  under  order. 

Procedure  in  connection  with  presentation  of  petitions  and  renewal  of  orders 

15.  It  is,  of  course,  obvious  that  for  the  following  types  of  cases,  voluntary 
admission  will  not  be  applicable:  — 

(a)  Defectives  who  need  training,  care  and  control  in  their  own  interest  or 
in  the  interests  of  others,  and  whose  consent  or  'that  of  their  parents, 
cannot  be  obtained. 

( h ) Defectives  dealt  with  at  present  under  Sections  8 and  9 of  the  Mental 
Deficiency  Act,  1913. 

We  have  therefore  considered  what  amendments  it  would  seem  desirable  to  recom- 
mend in  connection  with  procedure  under  Section  6 and  other  relevant  sections 
of  the  present  Mental  Deficiency  Acts. 

Presentation  of  petitions 

16.  As  a result  of  a greatly  extended  number  of  defectives  submitted  to  institutions 
as  voluntary  patients,  it  will  follow  that: — 

(a)  The  number  admitted  under  order  will  be  only  a small  proportion  of  those 

dealt  with  in  this  way  at  the  present  time. 

(b)  The  cases  concerned  will  chiefly  be  those  in  which  there  is  likely  to  be 
opposition  to  institutional  care,  either  on  the  part  of  the  defectives  them- 
selves or  of  their  parents. 

Bearing  these  factors  in  mind  we  have  considered  the  need  for  further  legal 
safeguards  in  connection  with  the  hearing  of  petitions  and  we  recommend : 

(i)  That  proceedings  should  be  conducted  before  TWO  justices  sitting  together. 

(ii)  That  the  testimony  and  evidence  presented  should  be  sworn. 

(iii)  That  a right  of  appeal  against  the  justices’  decision  should  be  given. 

Consideration  of  cases  of  patients  under  orders 

17.  We  recommend:  — 

(a)  That  only  ONE  Visitor  should  be  required  to  attend  for  the  purpose  of 

of  considering  cases  of  patients  under  orders. 

(b)  That  parents  and  'guardians  should  be  given  (the  right  to  be  present  on 

these  occasions  as  well  as  at  the  reconsideration  of  cases  of  patients  on 
reaching  the  age  of  21. 
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(c)  That  the  right  of  parents  and  guardians  to  obtain  an  independent  medical 

opinion  should  include  the  right  to  obtain  it  free  of  cost. 

(d)  That  there  should  be  a right  of  appeal  to  the  justices  as  well  as  to  the 
Board  of  Control.  And 

( e ) That  parents  or  guardians  should  be  clearly  informed  of  these  and  any 

other  rights  to  which  they  are  entitled. 

18.  In  the  case  of  an  absconded  patient,  we  recommend  that  if  he  has  remained 
at  large  for  6 months,  he  .should  be  discharged  by  operation  of  law. 

19.  Finally  we  recommend : — 

That  in  the  event  of  a medical  superintendent  recommending  that  the  local 
authority  should  supervise  a patient  discharged  from  order  so  long  as  it  appears 
to  be  necessary,  power  should  be  vested  in  the  local  authority  to  place  the 
patient  under  supervision  forthwith  under  Section  30  (b). 

Licence 

20  We  feel  that  the  clause  in  Form  L.,  prohibiting  the  “ formation  of  attach- 
ments with  the  opposite  sex”  and  requiring  signs  of  this  to  be  reported  at  once, 
is  not  only  impracticable  but  that  it  also  deters  people  who  might  provide  adequate 
care  and  supervision  for  a defective  on  licence,  from  undertaking  the  responsibility. 

We  therefore  recommend:  — 

That  clause  L.  be  re-worded  in  more  general  terms  with  less  emphasis 
on  relations  with  the  opposite  sex  but  indicating  the  need  for  supervision  in 
this  as  in  other  directions. 

Detention  in  " place  of  safety  " 

21.  It  would  appear  that  defectives  admitted  to  homes  or  institutions  in  an 
emergency  under  a “ place  of  safety  ” order  frequently  remain  there  for  long  periods 
without  any  step  being  taken  .to  present  a petition. 

We  recommend:  — 

(a)  That  the  order  for  reception  in  a “ place  of  safety  ” should  not  be  valid  for 

more  than  3 months  in  the  first  instance  and  thereafter  should  be  subject 
to  monthly  renewal  until  a petition  can  be  presented  or  the  case  disposed  of 
in  some  other  way. 

(b)  That  authority  to  detain  should  be  limited  to  trained  personnel  authorised 
by  the  'local  health  authority  and  that  a constable  should  no  longer  hold  this 
power. 

Transfer  of  defective  from  an  instituion  to  a mental  hospital 

22.  We  recommend: — 

That  it  should  be  made  possible  to  transfer  a defective  to  a mental  hospital 
on  licence  for  treatment  with  a view  to  admission  as  a voluntary  patient  under 
the  Mental  Treatment  Act. 

Delinquent  defectives 

23.  As  a general  principle  we  submit  that  every  effort  should  be  made  to  impress 
on  a defective  brought  before  a court,  as  well  as  upon  his  relatives  and  the  public, 
that  an  order  made  under  Section  8 of  the  Mental  Deficiency  Act,  1913,  is  not 
intended  to  be  a penal  measure  of  detention  but  is  designed  to  provide  an  opportunity 
for  training,  rehabilitation  and  control  suited  to  his  mental  disability. 

We  recommend:  — 

(a)  (i)  That  no  defective  should  be  dealt  with  under  Section  8 (1)  (fi)  of  the 
Act  on  the  evidence  of  one  medical  practitioner  only  but  that  in  addition 
to  such  evidence  two  medical  certificates  should  toe  required,  one  of  them 
corroborating  the  medical  evidence  given  in  court. 
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Such  a requirement  would  bring  into  line  the  procedure  under  this  section  with 
that  required  under  Section  6,  for  the  admission  of  a defective  to  an  institution 
under  order. 

(ii)  That  one  of  the  certificates  should  be  given  by  a practitioner  who  has 
had  clinical  experience  of  mental  deficiency. 

(6)  That  more  use  should  be  made  of  the  power  possessed  by  the  court  under 
Section  26  of  the  Magistrates’  Courts  Act,  1952,  for  remanding  an  offender 
for  examination  into  his  (or  her)  mental  condition. 

(c)  That  the  use  of  a mental  deficiency  institution  for  this  purpose  should  be 

considered  in  appropriate  cases. 

(d)  That  the  responsibility  of  finding  a vacancy  for  a defective  dealt  with  under 

Section  8 should,  in  a case  of  difficulty,  devolve  upon  the  appropriate 
Regional  Hospital  Board. 

(<>)  That  it  should  be  explicitly  stated  in  this  section  that  instead  of  directing 
that  a defective  should  be  sent  to  an  institution,  the  court  may  direct  that 
he  should  be  put  on  probation  and  that  the  case  should  be  referred  to  the 
local  authority  for  any  necessary  action  under  the  Mental  Deficiency  Acts. 

(/)  That  after  the  word  “ child”  in  subsection  (1)  of  this  section  there  should  be 
added  the  words  “ or  young  person  ” to  dear  up  any  ambiguity  there  may  be 
in  interpretation. 


Duration  of  orders  under  Section  8 (1)  (b) 

24.  Jt  is  realised  that  any  suggestion  to  equate  the  period  of  detention  in  an 
institution  with  the  sentence  that  might  have  been  imposed  by  the  court  had  the 
defective  been  a normal  offender,  would  be  unrealistic  in  view  of  .the  fact  that  in 
such  cases  no  sentence  is  ever  actually  given. 

It  is  further  realised  that  it  would  be  administratively  impracticable  to  substitute 
•the  court  order  after  a period  of  time  by  one  made  under  Section  6 if  further 
detention  was  deemed  necessary. 


Nevertheless  we  strongly  recommend:  — 

(i)  That  some  procedure  should  be  devised  to  ensure  that  no  special  and 
exceptional  disabilities  should  attach  to  defectives  dealt  with  by  an  order 
made  by  the  court. 


Note. — In  this  connection  we  would  refer  to  a recent  case  of  with- 
holding of  sickness  benefit  under  the  National  Insurance  Act  from  a 
defective  recalled  from  licence  to  an  institution,  on  the  ground  that  the 
original  order  made  30  years  ago  under  Section  8 (1)  ( b ) was  still  in  force 
thereby  precluding  him  from  benefit  by  reason  of  the  fact  that  he  was 
“ undergoing  detention  ...  in  legal  custody  ”. 


(ii)  That  special  care  should  be  taken  in  such  cases  at  the  time  when  tbe_  order 
is  being  considered,  in  regard  to  the  need  for  further  detention  m the 
interests  of  the  community  and  in  those  of  the  defective,  to  ensure  tha 
justice  shall  be  done  to  both. 


Forms  of  care  provided  by  local  health  authorities 

Statutory  supervision 

25.  “Statutory  supervision”  does  not  appear  to  confer  upon  local  authorities 
any  legal  rights  over  the  defective  concerned,  or  to  differ  in  epentials  from  the 
" voluntary  ” supervision  which  they  may  provide  for  defectives  not  subject 
to  'be  dealt  with”,  and  which  can  also  be  provided  under  Section  -8  ot  the 
National  Health  Service  Act. 
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It  is  therefore  recommended : — 

That  the  distinction  ibetiween  these  two  forms  of  supervision  should  not  be 

preserved. 

26.  It  is  further  recommended : — 

(a)  That  it  should  be  the  duty  of  'the  local  health  authority  to  arrange  for  the 

visitation  of  ALL  ascertained  defectives  living  in  its  area  at  least  once  a 
year  and  in  many  cases  at  more  frequent  intervals,  unless  it  is  considered 
that  such  visits  are  no  longer  needed. 

(b)  That  all  cases  under  supervision  should  be  periodically  reviewed  by  local 
health  authorities  to  determine  whether  or  not  visitation  should  continue. 

(c)  That  a local  health  authority  should  be  empowered  to  give  financial  help 

where  necessary,  in  respect  of  .a  defective  under  the  age  of  16,  placed  under 
supervision,  without  having  to  place  him  under  guardianship  for  the 
purpose. 

Guardianship 

27.  It  is  recommended:  — 

That  the  Regulations  governing  guardianship  should  be  considerably 

simplified. 

In  particular:1 — 

{a)  It  is  found  by  experienced  mental  health  officers  that  guardians  are  some- 
times confused  by  the  multiplicity  of  visits  received — viz.,  from  the  local 
authority’s  Mental  Health  Officer,  from  a Medical  Officer  and  from  a 
Board  of  Control  Inspector,  in  addition  to  the  further  visits  involved 
when  an  order  is  due  for  renewal. 

(6)  It  would  seem  that  the  number  of  documents  required  to  be  held  by  the 
guardian  could  be  reduced. 

For  example,  a “ Journal  .of  Mechanical  Restraint  and  Seclusion  ” should 
be  unnecessary  in  connection  with,  a , patient  deemed  suitable  for 
guardianship. 

Occupation  centres 

28.  In  accordance  with,  the  principle  that  the  mentally  defective  child  should 
have  the  same  right  as  any  other  type  of  handicapped  child  to  education  suited 
to  his  abilities  and  aptitudes,  we  recommend : — 

(a)  That  attendance  at  an  occupation  centre  should  be  compulsory  in  the  case 

of  defectives  of  school  age  living  at  home  or  under  guardianship  in  an 
area  where  there  is  a centre  within  reach,  if  the  local  health  authority 
consider  that  they  are  capable  of  benefiting  by  such  training' and  provided 
that  there  are  no  special  circumstances  which  in  the  interests  of  the 
defective  would  justify  exemption  from  attendance. 

( b ) That  parents  or  guardians  should  be  given  a right  of  appeal  to  the  Ministry 
of  Health  against  a decision  by  the  local  health  authority  requiring  attend- 
ance at  an  occupation  centre. 

( c ) That  mentally  defective  children  attending  an  occupation  centre  should  be 

entitled  to  the  same  amenities  as  those  provided  for  children  attending 
school,  including  milk,  meals  and  transport,  medical  inspection  and  treat- 
ment (including  dental  treatment),  and  clothing  if  considered  necessary 
for  the  purpose  of  ensuring  that  they  are  sufficiently  clad  whilst  in 
attendance. 

(d)  That  the  Minister  should  be  empowered  to  make  Regulations  on  the 
amenities  (such  as  enumerated  above),  which  should  be  provided  by 
occupation  centres. 
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Use  of  occupation  centres  for  observation 

29.  It  is  recommended : — 

{a)  That  where  an  occupation  centre  is  able  to  provide  the  necessary  facilities, 
attendance  should  be  open  to  suitable  children  under  school  age  who 
appear  to  be  mentally  retarded.  But 

(b)  That  in  the  case  of  such  children,  no  legal  formalities  should  be  required 
as  a preliminary  to  admission,  and  that  they  should  be  regarded  as  being 
admitted  primarily  for  observation  and  training  with  a view  to  the  possi- 
bility of  their  being  subsequently  given  a trial  in  a special  school  or  class. 

This  recommendation  is  made  on  the  assumption  that  on  attaining  the 
age  of  5 years,  every  such  child  is  referred  for  examination  by  the  School 
Medical  Officer. 

30.  We  further  recommend : — 

That  it  should  be  made  legally  permissible  for  a local  education  authority 
by  arrangement  with  the  local  health  authority  to.  send  to  an  occupation 
centre  for  the  purposes  of  observation,  a mentally  retarded  child  of  school 
age  in  whose  case  there  is  doubt  as  to  whether  or  noit  he  or  she  should  be 
reported  under  Section  57  (3)  of  the  1944  Education  Act  as  being  ineducable. 

Such  provision  would  be  specially  useful  in  connection  with  the  diagnosis  of 
•such  a child  in  an  area  where  there  is  no  special  school  in  which  the  necessary 
•observation  could  be  provided. 


•Hostels 

31.  It  is  suggested  that  local  health  authorities  should  be  empowered  to  provide 
hostels  for  the  following  types  of  defectives : — 

(a)  Boys  and  girls  leaving  schools  for  educationally  subnormal  children  who, 
though  capable  of  earning  wages  in  ordinary  employment,  have  no  homes 
or  whose  homes  are  unsuitable. 

(b)  Other  mentally  subnormal  young  persons  and  adults  who  have  proved 

their  need  for  more  care  and  control  than  can  be  provided  in  their  own 
homes  but  for  whom  institutional  care  is  unnecessary. 

(c)  'Mental  defectives  ready  for  discharge  from  institutional  care  but  who  will 

continue  to  need  some  further  supervision  which  cannot  be  provided  in 
their  own  homes. 

(d)  Mentally  subnormal  young  'persons  and  adults  who  although  they  may 
have  good  homes,  cannot  find  work  in  their  own  neighbourhoods  and  are 
prevented  from  working  away  from  home  because  of  the  difficulty  of 
finding  lodgings  or  because  of  the  risks  involved  in  travelling  long  distances 


every  day. 

(e)  Mentally  subnormal  persons  suitable  for  attendance  at  Industrial  Rehabili- 
tation Units  but  for  whom  no  unit  is  available  near  their  homes  or  near 
the  institution  from  which  they  are  being  licensed. 

This  provision  would  appreciably  lessen  the  demand  for  institution  beds  in  the 
case  of  high-grade  stable  defectives,  and  should  be  in  addition  to  hostels  attached 
to  institutions  for  patients  on  licence. 

32  The  possibilities  of  a joint  usership  arrangement  between  Regional  Hospital 
Boards  and  local  health  authorities  should  .be  explored,  and  the  importance  of 


co-operation  should  be  given  due  weight. 


IVore — The  principles  and  recommendations  set  out  in  this  Memorandum  reflect 
those  of  the  Mental  Deficiency  Sub-Committee  of  the  National  Association 
for  Mental  Health  and  have  been  approved  by  its  Council. 

In  formulating  them,  the  Association  has  been  greatly  helped 
Sunerintendents  of  mental  deficiency  hospitals,  Medical  Officers  of  Health 
and  School  Medical  Officers  who  have  kindly  supplied  information  to 
questionnaires  submitted  to  them. 
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Examination  o£  Witnesses 


2395.  [Chairman):  ILadies  and  gentlemen, 
we  are  very  grateful  to  you  for  the  very 
clear  memorandum  which  you  have  sub- 
mitted. Would  you  like  to  introduce  your- 
selves to  us  -before  we  begin? {Miss 

Keeling ):  IMy  (Lord  Chairman  and  mem- 
bers of  the  Commission,  on  my  left  is 
Dr.  'Hilliard  who  is  one  of  the  medical 
directors  of  the  INational  Association  for 
Mental  Health  and  is  also  Physician  Super- 
intendent of  the  iFountain  Hospital.  INext 
to  him  is  Miss  Applebey,  the  general  secre- 
tary of  the  iNational  Association  for  Mental 
Health.  On,  my  right  is  iDr.  Allen,  who  is 
a member  of  the  Mental  Deficiency  Com- 
mittee which  has  prepared  our  memoran- 
dum ; she  is  also  Senior  Assistant  County 
Medical  Officer  for  Mental  Health  for  Kent. 
On  her  right  is  Miss  Hargrove,  who  is  one 
of  the  senior  members  of  the  'National  Asso- 
ciation’s staff,  with  particular  responsibility 
for  work  in  the  Mental  Deficiency  Depart- 
ment. I am  chairman  of  the  Mental  De- 
ficiency Committee  of  the  iNational  Asso- 
ciation for  Mental  Health,  and  also  a mem- 
ber of  a Hospital  Management  Committee 
in  Sheffield,  which  has  six  mental  deficiency 
institutions  under  its  care,  and  T .have  also 
in  the  past  had  ia  good  deal  of  experience 
as  a magistrate  in  Liverpool. 

If  il  may,  before  saying  anything  about 
our  memorandum,  d should  like  to  ask  Miss 
Applebey  to  say  a few  words  about  the 
general  work  of  the  National  Association 
for  Mental  .Health. 

[Miss  Applebey ):  The  National  Associa- 
tion for  Memtal  Health  is  a voluntary  body 
which  was  formed  after  the  war  and  which 
carried  on  the  work  of  three  existing 
organisations,  one  of  which,  the  Central 
Association  for  Mental  Welfare,  was 
primarily  concerned  with  the  welfare  of 
defectives.  Our  evidence  this  afternoon 
is  concerned  entirely  with  defectives.  The 
Commission  will  understand  that  we  shall 
be  presenting  evidence  later  on  the  other 
sections  of  your  work  and  of  our  work, 
but  we  wanted  to  keep  the  two  sides 
separate. 

In  the  mental  deficiency  field,  besides  the 
Mental  Deficiency  Committee  which  has 
prepared  this  report  and  which  acts  in  some 
way  as  a forum  for  discussion  on  these 
matters  outside  the  iNational  Health  Service, 
the  Association  runs  courses  for  training 
supervisors  in  occupation  centres,  and 
has  been  much  concerned  with  the  status 
of  these  supervisors  and  the  conditions  of 
their  training,  as  also  with  the  status  of 
other  mental  health  workers.  We  are  re- 
sponsible for  providing  courses  for  school 
medical  officers  in  ascertainment,  which  I 
know  has  come  in  for  some  criticism  before 
your  Commission.  Tn  addition,  we  publish 


pamphlets  about  mental  deficiency  and  give 
help  through  the  Press  and  in  .other  ways 
on  mental  deficiency  questions.  We  also- 
maintain  the  only  register  in  the  country 
for  the  private  placing  of  defectives  in 
homes  up  and  down  the  country.  We  have 
a department  where  people  bring  mental 
deficiency  problems,  and  we  have  had,  in 
particular,  a lot  of  contact  with  the 
National  Association  of  Parents  of  Back- 
ward Children,  and  have  helped  them 
with  their  problems.  In  that  connection 
we  co-operate  with  them  in  the  running 
of  Orchard  Dene  in  Liverpool ; they  bought 
the  home,  but  they  asked  us  to  run  it. 
We  have  therefore  some  first-hand  acquaint- 
ance with  the  problems  of  running  homes. 
We  have  other  homes  which  we  are 
running  now,  and  during  and  just  after 
the  war  we  ran  14  agricultural  hostels  for 
defectives  up  and  down  the  country.  So 
we  have  actual  experience  of  these  problems 
to  support  what  is  in  the  memorandum. 

(Miss  Keeling):  May  J say  a few  general 
words,  my  Lord,  in  introducing  the  memo- 
randum, before  you  consider  it  in  detail? 
In  preparing  the  memorandum  we  have  had 
four  main  aims.  The  first  was  to  amend 
the  definitions  and  legal  procedure  of  the 
present  Acts,  particular  instances  being  the 
regulations  regarding  guardianship,  the  pres- 
entation  of  petitions,  relations  with  the 
opposite  sex,  and  the  abolition  of  two  forms 
of  supervision.  The  second  aini  has  been 
to  try  to  suggest  provisions  which  would 
make  more  beds  available  for  urgent  cases  ; 
for  example,  the  provision  of  hostels  both 
for  mental  defectives  who  are  now  in  insti- 
tutions and  who,  we  feel,  could  be  out  in. 
hostels  and  thus  relieve  pressure,  and  also 
for  defectives  going  straight  into  hos- 
tels from  the  community,  which  T think 
is  hardly,  if  at  all,  tried  at  present.  Our 
third  aim  has  'been  to  .make  suggestions  for 
the  reduction  of  tension  and  mental  strain 
on  parents  of  backward  children,  by  the 
provision  of  advice  clinics,  which  II  do  not 
think  exist  anywhere  outside  London,  and 
by  the  abolition  of  the  terms  “idiot”  and 
“ imbecile  ” which  cause  terrible  heartburn- 
ings for  parents  and  about  which  we 
feel  strongly ; we  also  think  that,  in 
addition  to  the  provision  of  many  more 
occupation  centres,  the  power  of  the  local 
authorities  to  give  financial  help  should 
be  increased,  so  that  they  can  give 
financial  help  where  necessary  for  mental 
defectives  under  16.  The  fourth  aim,  in 
the  memorandum  has  been  to  suggest  means 
of  further  safeguarding  'the  position  of  the 
mental  defective,  particularly  under  Section. 
8'  of  the  Mental  Deficiency  .Act,  on  which 
there  is  quite  a large  section  in  our  memor- 
andum, and  to  isuiggest  that  .occupation 
centres  should  be  -extended  to  children 
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under  five  about  whom  there  is  a doubt 
whether  they  are  mentally  defective  or  not, 
so  'that  they  can  come  under  observation 
before  they  are  ascertained  or  certified. 
We  recommend  that  detention  in  a place 
of  safety  should  be  limited  instead  of  con- 
tinuing indefinitely  as  now  seems  to  be  the 
•case ; and  also  that  it  should  be  possible 
for  a defective  on  licence  to  receive  treat- 
ment in  a mental  hospital  as  a voluntary 
patient,  eliminating  the  need  for  so  much 
certification ; and  at  several  places  in  our 
memorandum  we  urge  that  more  facilities 
should  be  provided  for  an  appeal. 


2396.  I will  not  attempt  to^  examine  you 
•on  points  which  I think  are  quite  clear  in 
your  memorandum'.  If  I seem  to  be  skip- 
ping something  to  which  you  attach  special 
importance,  I hope  you  wall  feel  at  liberty 
to  expand  on  it. 

The  first  point  which  I am  not  clear 
about  is  the  statement  in  paragraph  4 (b), 
“ That  a mentally  defective  child  should  be 
removed  from  his  family  against  the  wishes 
of  his  parents  only  under  the  same  cir- 
cumstances. as  would  justify  similar  action 
in  the  case  of  .any  other  type  of  handi- 
capped child  ”.  'Do  you  mean  that  with 
auy  -person  under  16  the  whole  mental 
deficiency  procedure  can  'be  replaced  by 
care  and  protection  under  the  Children 

Acts  ? Yes.  from  our  experience  of  local 

authority  iwork. — (Dr.  \Allen ):  I do  next 
think  we  would  visualise  the  same  circum- 
stances exactly  as  under  the  Children  Acts. 
We  were  really  thinking  here  of  an  exten- 
sion of  Section  3‘  of  the  Mental  Deficiency 
Act. 


2397.  In  what  sense  an  extension? — — 
(Miss  Hargrove ):  We  really  put  that  in 
because  we  were  trying  to  show  that  we 
thought  mentally  defective  children  should 
be  treated  in  exactly  the  same  way,  allow- 
ing for  their  disability,  as  normal  children. 
It  should  apply  to  them  as.  to  normal  child- 
ren, that  they  should  only  be  moved  against 
the  wishes  of  their  parents  if  conditions 
were  such  that  they  should  not  be  allowed 
to  remain,  at  home. 


2398.  I am  anxious  to:  he  clear  about 
this  because  at  first  sight  it  has  the  appear- 
ance of  a principle  which  might  cut  through 
a great  many  complications,  but  I am  not 
quite  clear  what  it  would  mean  m practice . 
- — (Miss  Keeling):  I think  really  that  it 
is  a statement  .of  principle  rather  than  any- 
thing which  would  mean  a more  detailed 
alteration  in,  the  present  Jaw.^Dr 
Hilliard) : I think  one  aspect  of  at  is  that 
we  have  found  with  children  who  are 
neglected  or  needing  care,  that  the  proce- 
dure adopted  varies  according  to  whether 
the  child,  .is  defective  or  not  We  think 
that  sometimes  the  child  simply  needs  care, 
and  it  would  'be  an  advantage  ,to  take  him 


away  from  the  unsuitable  home  conditions 
without  the  prejudicial  effect  of  labelling 
him  defective  'because  of  that.  Had  he 
had  a good  home  his  mental  _ condition 
would  not  have  been  so  obvious ; but 
directly  he  is  neglected  or  needs  special 
care,  then  ihisi  sub-normal  mentality  seems 
to  get  him  into  rather  complicated 
machinery  straight  away,  which  perhaps  ait 
that  (tender  age  might  tend  to  prejudice  his 
future  more  than  if  he  had  been  dealt 
with  more  from  a welfare  aspect.  We  hope 
that  the  mental  deficiency  procedure  will 
not  be  the  first  step  if  a child  happens  to 
be  sub-normal,  but  that  all  the  other  welfare 
services  that  may  be  available  should  be 
tried  first  It  may  be  that  he  just  needs 
to  be  taken  into  a nursery,  if  he  is  very 
young,  or  something  like  that,  and  he  may 
not  necessarily  show  his  defect;  but  the 
tendency  today  is  to  use  the  mental  de- 
ficiency machinery  right  from  the  word  go 
if  there  is  the  slightest  evidence  of  defect — 
and  that  is,  I think,  prejudicial.  Welfare 
legislation  exists  now  which  did  not  exist 
many  years  ago  ; in  1913  the  only  way  of 
dealing  with  certain  children  was  'by  the 
mental  deficiency  procedure,  but  now  they 
can  be  dealt  with  in  other  ways,  instead 
of  using  the  mental  deficiency  legislation. 


2399.  I would  like  to  know  what  existing 
welfare  legislation  you  are  referring  to  and 
how  it  should  be  used  in  the  case  of 
mentally  defective  children  in  place  of  the 
mental  deficiency  machinery? — —I  think  we 
could,  if  we  had  the  opportunity,  amplify 
that  point. 

2400.  Is  this  one  of  those  principles  which 
is,  just  an  aspiration,  or  is  it  the  -basis  on 
Which  one  can  really  build  a policy?—— 
(Miss  Keeling ):  We  could  take  that  back 
to  our  committee  if  you  wish,  my  Lord, 
and  see  if  we  could  work  out  something 
along  those  lines. 

(Chairman):  I should  be  very  grateful 
if  you  would. 


2401.  (Dr.  Thomas ):  In  the  last  para- 
graph in  4 (b)  you  say,  “ In  determining 
whether  or  not  a mentally  defective  child 
should  be  removed,  his  need  for  education 
and  training,  as  well  as  for  better  physical 
conditions,  should  be  one  of  the  factors 
taken  into  account.”  Did  you  have  m 
mind  there  that  the  need  for  education  and 
training  should  constitute  _ one  of  the 
categories  rendering  him  subject  to  be  deah 
with?  Is  that  how  you  propose  to  work 

that? (Dr.  Hilliard ):  I think  what  we 

had  in  mind  there  was  that  sometimes  if 
a child  is  mentally  sub-normal  and  needs 
training,  and  there  is  not,  for  example,  an 
occupation  centre  locally,  he  finds  himself 
certified  and  in  a mental  deficiency  institu- 
tion because  he  needs  training ; whereas  n 
is  not  necessarilv  the  best  way  of  dealing 
with  him.  If  we  could  focus  attention  on 
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his  need  for  education-  and  training  and 
deal  with  that,  .it  would  then  n-ot  be  neces- 
sary -to  s-tress  .that  he  is  mentally  defective 
and  take  him  away  from  the  community. 

I think  we  have  the  fear  that  because  theTe 
are  not  always-  the  best  facilities  for  -what 
the  -child  needs,  he  may  very  often  get  the 
second  best. 

2402.  <i Chairman ) : In-  that  connection  do 
you  think  there  is  nowadays,  with  the 
ordinary  schools  so  crowded,  a tendency 
for  -the  dull  and-  backward  child  to  get 
forced  out  of  the  bottom  of  the  ordinary 
school  into  -the  special  school  and  for  the 
special  school  child,  again  at  the  'bottom 
of  the  special  school,  to  -be  classified  as 

ineducable? {Miss  Keeling ):  I doubt  -if 

there  is  -sufficient  room  in-  .the  special 
schools  for  them  to  he  crowded  out  of  the 
ordinary  schools.  It  is  more  usual  for 
them  to-  be  kept  in-  the  ordinary  schools 
because  there  is  no  room  for  them  in  the 
special  schools. — (Dr.  Hilliard ):  On  the 
other  band,  I think  -our  experience  is  that 
there  are  children  who  remain  in  mental 
deficiency  institutions  -because  it  is  not 
possible  to  get  them-  into  the  special  schools. 
I suppose  you  kn-ow  the  figures  published 
in  (Parliament,  I believe  it  was  recently, 
that  for  every  three  children  needing  special 
education-  there  were  only  two  places  for 
-them.  There  is  a .large  number  o-f  children, 
admittedly  educable,  who  remain  in  mental 
deficiency  institutions,  and  one  could  get 
children  (back  into  the  special  schools  if 
there  were  places  for  them. 

2403-.  There  you  are  speaking  of  children 
who  are  already  in-  the  mental  deficiency 

institutions? Yes.  In  my  opinion- — I am 

not  speaking  now  for  the  Association,  -this 
is  ra-ther  a personal  point — if  there  were 
more  facilities  in  special  schools,  -fewer 
children,  w-ould  need  -to  go  for  training  to 
mental  deficiency  hospitals.  A number  have 
been  brought  back  into  the  -special  schools, 
one  can  quote  figures  of  the  -numbers- — 
44  i-n  my  own-  hospital  in  five  years  have 
gone  -back  as  educable,  having  been  certified 
previously.  IMy  impression-  is  that  if  .those 
children-  had  had  an,  opportunity  -t-o  go 
straight  into  a special  school,  im-any  of 
them  would  not  have  been  certified  at  all. 

2404.  In  your  experience  at  what  age 
do  children  get  certified  and  get  into  -mental 
institutions?  Do  any  very  considerable 
number  of  the-m  get  actually  certified 

under  school  age? I-f  I may  speak  purely 

according  t-o  my  own-  experience  in-  hospital 
— -because  this  is  not  really  on  -behalf  of 
the  Association — in  my  own-  hospital,  with 
600  beds  for  -children,  every  child  adm-itted 
■is  under  five  years  -o-f  age ; so  the  whole 
of  my  experience  i-s  with  children  whose 
average  age  -on  admission-  is  two  and  a half 
years,  ,or  something  very  near  to-  that. 
There  are  a very  large  number  of  admis- 
sions, at  any  rate  in  my  own  hospital,  who 


have  never  been  near  school ; and  we  are 
concerned  that  they  are  certified  as 
ineducable  before  they  have  even  heard  of 
school.  We  feel  that  that  is  an  unsuitable 
way  o-f  dealing  -w-ith  the  child,  -because  there 
is  a -certain  amount  of  -prejudice  if  it  has 
been-  decided  he  is  ineducable  before  he 
has  even  reached  -tender  years. 

2405.  IHoiw  does  one  determine  that  a 

child  under  five  is  ineducable? (Dr. 

Allen):  lln  my  own  county  we  would  not 
consider  certifying  a child  under  the  age 
of  five  unless  that  child  was  indeed  a very 
low-grade  defective.  We  always  wait  -until 
school  age,  and  even  longer  to  determine 
that  tihe  child  is  d.n-  truth  ineducable.  I 
think  that  in  schools1  the-  dull  child  is  not 
pushed  out  into  the  special  school,  but 
children  who  ought  to  be  in  special  schools 
are  still  left  in  the  -ordinary  schools.  I 
think  too  that,  because  of  the  great  short- 
age of  special  schools,  only  the  higher 
grade  feeble-minded  children  are  admitted, 
and  children  who  are  -borderline  ineducable 
tend  to  ibe  certified  and  are  admitted  to 
mental  deficiency  hospitals.  Some  of  those 
children,  il  feel,  are  worth  a trial  iij  the 
special  schools.  They  may  fail,  -but  at 
present!  they  do  not  get  a trial. 

2406.  In  your  area  do  most  school 
children  get  certified  during  their  school 

life,  or  at  the  end  of  -it? Of  the  s-chool 

children,  very  -few  are  reported  ineducable 
after  attending  school,  ib-ut  many  are  re- 
ported in  their  last  term  of  school  life  as 
requiring  -supervision  after  leaving  school. 

2407.  That  is  -the  last  -term  of  extended 

school  (life  in  a special  school? Yes,  or 

in  the  ordinary  school- ; because  very  many 
of  -those  suitable  for  special  schools  have 
not  been  able  to  obtain  a vacancy  and  are 
left  in  the  ordinary  schools ; those  leave  at 
fifteen  and  not  sixteen. 

240-8.  'But  you  do  not  -get  a considerable 
number  of  children  reported  as  ineducable 

before  the  end  o-f  their  school-  life? 

No,  very  few. 

2409.  The  schools  -really  do  try  them  for 

ten  years-  before  they  report  them? 

{Miss  Keeling):  Yes,  they  stay  at  school. 
They  get  an  extended  trial.  'I  have  had 
numbers  of  children  at  juvenile  courts  who 
have  -reached'  the  age  of  11,  12  or  13,  who 
have  been  left  -in  an  -ordinary  school  and 
who  cannot  read ; and-  that  is  because  they 
have  n-o-t  been  able-  to  get  in  the  special 
schools.  I think  -that  is  quite  a usual 
occurrence  in  my  part  of  the  country. — 
(Dr.  Hilliard):  There  is  one  point  -that  may 
not  have  come  out  clearly.  -I  think  most 
of  the  children  certified  as  ineducable  are 
usually  certified-  as  s-uch  before  they  have 
been  to  school.  -Once  they  -have  got  to  the 
special  -schools  they  probably  stay  on  there, 
but  I think  a very  large  number  do  not 
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reach  there,  in  view  of  the  numbers 
admitted  to  my  hospital.  The  young  ones 
are  called  ineducable  on  the  certificate  and 
they  harve  not  been  near  any  school.  I 
think  the  decision  is  sometimes  made  too 
early. 

2410.  They  have  not  been  near  any 

school? 1N0,  they  are  all  too  young  for 

school.  If  they  are  under  five  they  have 
not  been  to  school,  but  yet  they  have  been 
certified  as  ineducable. 

2411.  The  question  I was  asking  was 
how  does  one  certify  a child  of  under  five 

to  be  ineducable? (Miss  Keeling ):  One 

of  the  reasons  why  we  suggest  in  our 
memorandum  that  occupation  centres 
should  be  opened  for  small  children  is  that 
we  think  they  should  have  a chance  of 
showing  whether  they  are  ineducable  or 
not.  At  present  they  are  not  admitted  as 
early  as  that. 

2412.  Even  then,  whatever  occupation 
centre  or  kindergarten  class  one  might 
devise  would  it  not  still  be  very  difficult 
for  anyone  to  pick  out  a child,  apart  from 
the  obvious  idiot,  whom  he  could  certify 
conscientiously  to  be  ineducable,  on  the 

basis  of  a kindergarten  class? (Dr. 

Hilliard) : The  problem  is  complicated 

by  the  fact  that  some  children  appear  to 
be  imbeciles  because  they  are  deaf  or  have 
some  other  disability  which  may  give  the 
general  appearance  of  imbecility,  and  they 
are  sometimes  certified  as  such.  Then 
after  further  investigations  and  a little  more 
time  they  reveal  their  true  capacity,  and  it 
is  much  more  difficult  for  them  to  get  back 
into  the  stream  of  special  education 
according  to  their  needs  once  they  have 
been  regarded  and  treated  as  imbeciles. 
Because  they  have  been  put  in  a hospital 
for  imbeciles  they  get  a more  limited 
vocabulary,  everything  around  them  is  less 
stimulating,  and  so  they  may  appear,  after 
a few  years,  to  be  worse  than  they  really 
are. 

2413.  (Dr.  Thomas ):  iHow  far  does  the 
Association  feel  that  the  limitation  to  the 
expansion  of  special  schools  :is  responsible 
for  a greater  intake  of  children  into  the 
hospitals?  It  is  apparent,  I think,  from 
your  evidence  that  if  is  only  the  higher 
grade  child,  with  an  intelligence  quotient 
of  60  or  70  who  is  admitted  now  to  the 
special  schools,  because  the  numbers  are 
so  limited;  how  many  children,  say  of  the 
age  of  five,  who  would  benefit  by  admis- 
sion to  a special  school,  now  come,  for 
admission  to  a mental  deficiency  hospital? 

1 think  quite  a large  number  and'  they 

are  the  ones  we  can  often,  get  back  into 
the  special  schools  if  there  is  enough  pres- 
sure. 'But  the  point  is  if  you.  get  some 
child  back,  some  other  child  will  ibe  kept 
out.  You  will  not  solve  the  problem  by 
solving  the  individual  case.  If  one  had 


more  places  at  the  special  schools,  I am 
certain  that  more  children  would  find  them- 
selves educable,  instead  of  being  certified 
as  ineducable. 

2414.  To  a large  extent  therefore  the 

limitation  is  not  due  to  the  present  legisla- 
tion. If  there  were  sufficient  places  the 
present  legislation  would  adequately  meet 
the  problem? Yes. 

2415.  The  other  point  I wanted  to  ask 
you  about  was  with  regard  to  children 
under  five.  Have  you  any  impression,  as 
an  Association,  about  social  trends; 
whether  there  is  now  a greater  demand 
than  there  was  ten  years  ago  for  the  admis>- 
sion,  of  children  under  five,  because  of 
social  pressures  of  different  kinds  in  this 

country? My  impression  is*— again  I 

apologise  for  speaking  personally,  the 
National  Association  for  Mental  Health 
have  not  got  figures  on  this' — that  the 
admission  of  the  young  child  under  five  is 
determined  purely  by  social  factors.  If 
the  mother  is  a widow  and  has  to  go  out 
to  work  and  cannot  look  after  the  child, 
or  if  she  is  in  one  room  and  the  neigh- 
bours complain  about  the  child,  or  she  has 
not  enough  room  or  has  too  many  other 
children,  then  the  child  has  to  be  certified 
and  admitted  to  a mental  deficiency  hospital 
for  appropriate  care.  But  if  she  gets  a new 
house  with  a garden,  or  some  change  in 
her  social  environment,  she  can  have  the 
child  back ; and  children  do  leave  mental 
deficiency  institutions,  after  having  been 
admitted  there,  to  go  back  to  better  social 
conditions.  I think  if  that  mother  was  given 
a social  grant,  perhaps  a quite  small  grant, 
she  might  be  able  to  look  after  that  child 
herself  at  home  instead  of  having  to  put 
the  child  in  an  expensive  institution..  It  is 
an  uneconomic  way  of  dealing  with  the 

problem. (Miss  Applebey):  Could  we  go 

back  to  Dr.  Thomas’s  previous  question 
whether  we  think  the  present  legislation 
and  the  present  provisions  are  adequate.  We 
have  felt  strongly  about  this  question  of 
ascertainment  which  is  done  by  the  school 
medical  officers  after  a very  short  three 
weeks’  course  which  we  give  them. 
Although  the  school  medical  officers  are 
then  very  little  qualified,  they  are  qualified 
in  some  way  at  any  rate  from,  the  point 
of  view  of  the  education  authority,  that  is 
to  say,  qualified  to  exclude  the  child  from 
normal  education  ; the  second  hoop,  which 
is  what  you  might  call  the  constructive  hoop 
for  the  child,  after  he  is  excluded  from 
school,  is  not  so  appropriate  in  all  cases. 
A child  may  be  properly  excluded  from 
school,  but  the  recommendations  as  to  how 
that  child  should  be  trained,  having  been 
excluded  from  school,  are  not  necessarily 
adequate  or  proper. 

2416.  Is  that  the  problem  of  children  with 
a psychiatric  handicap  such  as  emotional 
maladjustment? I think  if  you  look  at 
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our  note  following  paragraph  6 of  our 
memorandum  you  will  see  that  we  are  not 
happy  about  this,  and  we  want  to  bring 
some  special  evidence  to  you  on  that  ques- 
tion later  on. 

2417.  {Chairman):  For  the  quite  young 

child  of  four  or  five  years,  what  sort  of 
provision  do  you  recommend?  You  have 
spoken  of  occupation  centres,  and  I think 
you  have  spoken  of  some  other  forms  of 
centre,  which  you  said,  I think,  exist  only 
in  London.  Do  you  want  several  different 
kinds  of  institution,  or  one  sort  of  provi- 
sion for  the  under  fives? (Dr.  Hilliard ): 

I think  there,  Sir,  we  want  to  make  sure 
that  the  child  is  not  pre-judged  by  being 
certified  as  mentally  defective  before  he  has 
been  thoroughly  investigated.  There  is_  no 
objection  to  the  child  going  to  a hospital, 
a mental  deficiency  hospital  or  whatever  it 
is  called,  and  being  investigated  and  dealt 
with  ; but  if  he,  as  a result  of  having  to  go 
to  that  hospital,  is  certified  in  his  early 
years  it  makes  it  much  more  difficult  to  find 
•the  right  diagnosis.  If  there  was  free  access 
to  various  hospitals,  clinics  and  observation 
centres  for  the  child  under  five,  without  any 
label  tied  round  his  neck,  I think  the 
Association  would  be  much  happier. 

2418.  But  you  also-  want  rather  a special 
kind  of  day  nursery,  do  you  not,  for  the 
instruction:  of  parents  of  backward  children 

who  want  to  keep  their  children? (Miss 

Keeling ):  I think  that  is  very  much  needed, 
and  yet  it  does  not  exist  anywhere  outside 
London.  I feel  quite  sure  that  there  is 
a strong  feeling  amongst  parents  that  their 
children  are  wrongly  judged  before  they 
should  ibe,  and  secondly  that  they  are  not 
given  advice  and  help — 'medical  help, 
specialist  help  and  other  kinds  of  help; — 
which  they  want  to  assist  them  in  the  train- 
ing of  their  children. 

2419.  (Mrs.  Adrian ):  .Are  you  thinking  of 
special  child  welfare  guidance?  Is  not  that 
happening  in  some  parts  of  the  country? 
1 have  talked  quite  recently  to  a num- 
ber of  parents  of  backward  children,  the 
ones  who  have  decent  homes  for  their 
children  and  therefore  are  not  visited  a 
great  deal  by  mental  health  workers,  and 
they  feel  that  they  are  left  high  and  dry ; 
also  there  is  a very  strong  feeling  that 
children  who  are  deaf  and  have  some 
defect  require  help  from  experts  to  see 
whether  it  is  only  deafness  or  not. — (Miss 
Applebey):  The  Association  has  a very 
large  post  every  week  from  mothers  who 
would  like  help  for  their  children ; and 
just  now  this  does  not  exist. 

2420.  (Chairman):  Did  you  say  that 
London  was  the  only  place  where  such 

facilities  were  available? (Miss 

Hargrove).:  There  are  a few  elsewhere,  at 
Bradford  for  instance,  and  I believe  some 


in  Scotland.  There  are  beginnings,  some- 
times in  connection  with  mental  deficiency 
hospitals,  sometimes  as  in  the  case  of  the 
London  County  Council  as  part  of  the  child 
welfare  service,  as  a special  child  welfare 
clinic  with  all  the  usual  facilities,  and  some- 
times at  an  ordinary  general  hospital  such 
as  University  College  Hospital,  which  has 
a clinic. 

2421.  (Mrs.  Adrian):  I take  it  you  con- 
sider an  extension  of  the  use  of  Section  3, 
or  some  similar  provision,  would  be 
adequate  for  the  parent  who  wishes  to  send 
this  child  to  a hospital.  What  about  the 
parent  (who  is  not  willing  or  not  caring 
about  sending  his  child?  What  form  of 
compulsion  would  you  feel  was  necessary 
there?— — (Dr.  Hilliard):  il  •think,  these  days 
it  is  true  to  say  that  there  are  very  few 
parents  of  young  children  who,  having 
to  discuss  this  problem,  do  not  welcome 
the  right  sort  of  care  and  training.  They 
object  today  to  having  the  child  oertified; 
they  object  to  the  diagnosis  perhaps,  but 
if  they  had  these  clinics  and  advice  and 
the  right  approach  and  had  the  problem 
explained,  they  would  be  only  too  glad  to 
avail  themselves  of  any  facilities  without 
regarding  it  as  an  interference  with  their 
right.  Compulsory  provision  is  not  neces- 
sary ; I am  sure  no  compulsion  is  needed. 
For  example,  every  admission  to  my  own 
hospital  is  a purely  voluntary  one,  and  yet 
all  the  parents  are  clamouring  to  get  their 
children  in.  If  they  could  get  the  right 
advice,  and  were  sympathetically  handled 
with  time  to  discuss  the  problem,  they 
would  be  quite  happy  to'  place  the  child 
themselves,  without  toe  necessity  for 
compulsion. 

2422.  (Chairman):  There  is  one  point 
.there  which  rather  disturbs  me.  You  will 
remember  all  the  consideration  which  was 
given  to  the  problem,  of  compulsion  in  the 
case  of  special  schools  in  the  time  of  the 
Wood  Committee.  If  I remember  rightly, 
education  authorities  decided  to  discard 
compulsion  within  the  school  service  and 
rely  on  persuasion,  and  very  successfully. 
But  I gather  now  that  the  result  has  been 
that,  after  half  a generation  of  rather  over- 
persuading mothers  to  let  their  children  go 
to  special  schools,  parents  are  inclined  now 
to  feel  desperately  hurt  at  never  having 
been  warned  that  once  their  children  got 
into  a special  school  they  might  get  into 
the  machine  and  get  reported  and  so  on, 
and  end  up  in  mental  deficiency  institutions. 
Is  there  not  much  the  same  danger  about 
relying  entirely  on  persuasion,  that  you  may 
over-persuade  parents  and  they  may  not 
quite  realise  that  they  may  he  committing 
their  child  to  almost  permanent  residence 

in  an  institution? 1 do  not  think  that 

•is  a danger,  mot  if  i-t  is  properly  explained. 
I am  all  against  over-persuading  them  on 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH 


479 


rather  false  pretences.  They  must  be  told 
the  situation  clearly  and  honestly,  given 
time  to  adjust  themselves  tO‘  it — because  it 
is  a very  difficult  affair  for  a parent  to 
adijust  himself  to  a situation  of  that  kind— 
and  after  a little  wihile  they  will  be  quite 
willing  for  the  child  to  have  any  training. 
They  know  they  will  'be  allowed  to  take  it 
out  back  home  if  they  want  to.  If  later 
on  the  ohild  has  to  he  certified  or  dealt  with 
because  the  .parent  is  in  point  of  fact  un- 
willing, or  cannot  cope  properly,  that  is 
another  matter ; but  the  first  step,  I think, 
should  Ibe  quite  voluntary,  and  the  parents 
should  know  they  have  placed  the  child 
at  the  institution  or  hospital  and  will  have 
a right  to-  take  it  out.  At  present  they  have 
to  write  to  the  Board  of  Control,  and  it  is 
not  guaranteed  that  the  child  will  be 
allowed  to  come  out. 

2423.  Are  you  not  giving  .us  rather  a 

couleur  cle  rose  picture?  There  are  bad 
parents ; there  are  bad  homes ; and  it  is 
the  had  homes  which  produce  a very  large 
percentage  of  the  higher  grade  defectives, 
is  it  not? That  was  what  we  were  try- 

ing to1  suggest.  In  the  first  instance  you 
asked  us  about  the  child  'being  dealt  with  if 
he  had  to  be  .removed  from'  the  family 
against  the  wishes  of  his  parents ; the 
children’s  officer  should  safeguard  the  needs 
of  that  child  if  he  is  in  an  unsuitable  home, 
and  if  the  parents  are  not  going  to  cope 
the  children’s  officer  would  he  able  to  place 
him  in  the  appropriate  institution.  A child 
might  be  removed  from  home  because  his 
home  h unsuitable  and  he  might  be  placed 
in  an  infectious  diseases  hospital  if  he  has 
measles  or  any  other  infectious  disease, 
which  is  normally  done.  I think  the  rescue 
of  the  child  should  be  done  by  the 
children’s  officer  ; and  it  should  not  be  done 
in  one  jump,  straight  from  home  and 
certified. 

2424.  (Dr.  Rees):  You  told  us  that  all 
your  children  were  admitted  voluntarily? 

Tinder  Section  3 ; they  are  placed'  under 

Section  3'  if  they  have  got  parents ; a very 
small  percentage  of  those  involved  have  not 
get  parents,  and  therefore  they  have  to  be 
certified  by  the  local  authority,  because 
somebody  has  to  make  the  petition. 

2425.  What  restrictions  are  there  against 

parents  discharging  their  children? They 

have  to  write  to  the  Board  of  Control 
giving  14  days’  notice,  asking  to  get  the 
child  discharged.  If  the  Board  of  Control 
have  a report  from  the  Superintendent  that 
the  home  is  suitable  they  may  discharge 
the  child;  but  they  could,  technically,  re- 
fuse if  they  thought  that  the  parents’  home 
was  Unsuitable. 

. 2426'.  Do  you  believe  that  parents  should 
be  allowed  to  discharge  their  children  them- 
selves?  If  they  place  them  in  voluntarily 

it  seems  fair  to-  allow  them  to  take  them 
out ; you  could,  if  necessary,  rescue  the 


■child'  the  next  day  under  Section  6.  It 
would  be  the  same  as  with  voluntary 
patients  in  a mental  hospital  who  have  the 
right  to  give  notice  to  come  out,  and 
nothing  can  stop  them ; you  deal  with  them 
directly  they  come  out  if  they  are  a danger 
to  themselves  or  to  others. 

2427.  (Sir  Russell  Brain):  It  has  been 
suggested  that  compulsory  notification  of 
mental  defectives  would  be  a good  thing, 
because  not  all  parents  know  what  can  be 
done  for  children  and  what  help  is  avail- 
able to  them.  Would  you  care  to  comment 

on  that? (Miss  Keeling):  We  have  not 

discussed  that  problem,  but  I think  we 
should  be  against  it.— (Miss  Hargrove): 
That  is  what  they  have  in  Northern  Ire- 
land.— (Miss  Keeling):  May  I say  in  con- 
nection .with  that  observation  that  we  did 
not  mean  that  children  should  get  observa- 
tion only  at  mental  deficiency  hospitals. 
We  also  suggested  occupation  centres  might 
be  used  for  the  purposes  of  observation, 
and  if  there  was  a mental  deficiency  clinic 
and  an  occupation  centre  for  children  under 
five,  observation  could  be  carried  on  there 
as  well. 

2428.  (Chairman):  On  the  question  of 

further  education:,  have  you  any  views  on 
how  the  provision  for  mental  defectives 
should  be  integrated;  should  it  be  integrated 
mainly  through  the  local  education  autho- 
rity or  the  local  health  authority? We 

feel  that  further  education  might  'be  ex- 
tended to  provide  education  in  reading, 
writing  and  arithmetic  in  the  institutions. 
At  present  this  has  to  be  paid  for  by  the 
Hospital  Management  Committee,  and  that 
is  one  of  the  reasons  it  is  not  done.  I 
have  experience  of  this  sort  of  teaching 
being  done  by  voluntary  teachers  in  institu- 
tions for  mentally  defective  adults,  and  with 
very  great  success.  In  view  of  the  present 
financial  difficulties  of  Hospital  Manage- 
ment Committees,  we  feel  that  it  would  be 
very  much  better  if  it  could  be  provided 
as  an  extension  of  the  further  education 
already  provided  by  the  local  education 
authorities. 

2429.  (Dr.  Thomas) : Is  this  in  _ your 
opinion  the  main  obstacle  which  hinders 
the  making  of  such  provision  so  far  as 
defectives  in  institutions  are  concerned? 
Yes. 

2430.  Following  up  the  point  we  were 
discussing  just  now  of  the  shortage  of 
special  schools  for  sub-normal  children 
under  the  education  authorities,  have  you 
any  reason  to  feel  that  they  would  be  more 
likely  to  develop  an  effective  system  than 
'the  "hospitals  for  education  of  the  older 

child? «I't  i®  a question  of  finance.  The 

■Hospital  Management  Committees  have  not 
got  the  money  to  pay  for  teachers. 

243il.  Assuming  for  a moment  they  did 
have  enough  money  to  do  so,  in  your 
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opinion  would1  it  be  it'he  batter  procedure 
that  ifihe  (Hospital  Management  Committees 
should  be  responsible  or  the  Ministry  of 

Education? The  Ministry  of  Education, 

as  an  extension  of  (their  further  education. 
— (Dr.  Hilliard)'.  I (think  (the  psychological 
reason  is  'that  it  is  batter  for  the  person  to 
receive  education  from  the  standard'  body 
that  provides  'that  education.  It  makes  him 
feel  different  if  he  is  getting  hiis  education 
from  some  apparently  inferior  source.  There 
is  nothing  to  be  said  against  the  people  who 
look  after  them ; but  if  the  patients  are 
feeble-minded,  and  were  so  before  they 
were  16  and  were  in  special  schools,  then 
jusit  because  itbey  happen  to  be  over  21,  in 
an  institution,  and  need  to  learn  reading  and 
writing,  it  seems  _ logical  that  they  should 
have  that  education  from  the  appropriate 
education,  department. 

2432.  (Chairman)'.  I am  sorry  to  come 
back  ito  the  question  of  compulsion,  but 
you  cannot  really  get  away  from  sit.  Up 
(to  the  age  of  15  or  16  they  have  been  under 
compulsion  Ito  attend  school ; are  you 
advocating  giving  the  education  authority 
(the  power  and  the  duty  in  certain  cases’  to 
extend  that  compulsion  ito  attend'  school  up 
to  the  age  of  21,  or  whatever  it  may  be? 
1 think  it  would  be  unwise  to  use  com- 
pulsion there,  'because  the  person  who  has 
to  be  compelled1  to  go  to  classes  will  learn 
nothing.  It  is  much  better  to  make  them 
seem  attractive,  and  then  to  wait  a year 
or  two,  and  (then  they  will  see  the  need  to 
read  and  write ; they  may  have  a job  in 
which  they  have  to  read1  directions,  and 
they  will  want  to  learn  that.  They  will 
then  go  willingly  and  will  learn  much  more. 
They  may  catch  up  very  quickly  if  they 
want  to-  go  to  the  classes,  but  they  will 
learn  very  little  if  there  is  three  years 
compulsory  education.  In  certain  hospitals 
adult  feeble-minded1  persons'  do  attend 
educational  classes,  and  they  learn  reading 
and  writing  and  they  catch  up  very  quickly, 
although  they  may  have  been  slow  in 
maturing ; it  may  even  happen  at  the  age 
of  18  ito  22,  and  they  do  very  well. — (Miss 
Keeling):  We  think  the  provision  should  be 
the  same  as  for  normal  adults.  It  should 
be  made  voluntary  in  the  hope  that  they 
will  join. 

2433.  You  would  be  against  compulsory 

attendance  at  occupation  centres? No, 

■but  we  are  not  discussing  that  here.  We 
are  only  discussing  further  education  of 
adults'  in.  institutions. 

2434.  I am  afraid  we  are  at  cross- 
purposes'. You  are  talking  about  persons 

already  in  institutions ? Yes;  we  are 

discussing  paragraph  4 (c)  under  ithe  heading 
of  education,  further  education  in  institu- 
tions. Our  views  on  occupation  centres 
■come  considerably  further  on  in  our  memo- 
randum, do  'they  not? 


2435.  [Does  the  whole  of  paragraph  4 ( c ) 
relating  to  defectives'  over  school  aige  refer 
to  defective®  'between  the  age  of  16  and  211 
who  are  in  institutions,  and  not  to  those 
who  may  'be  living  with  their  families  or 

under  guardianship? What  we  have  in 

mind  in  this  section  is  the  adult  defective 
in  an  institution.  So  far  very  little  is  done 
for  defectives  in  institutions.  Of  course  we 
.should  have  put  in  the  word  “ higher  ” but 
certainly  that  is  what  we  have  in  mind, 
adult  defectives  in  institutions,  over  16 
years  of  age. 

24'3'6.  'Have  you  got  any  recommendations 
about  'those  who  have  mot  been  institu- 
tionalised before  the  age  of  16? (Miss 

Hargrove ):  This  is  rather  an  educational 
matter.  We  think  the  education  autho- 
rities ought  to  provide  some  kind  of 
special  evening  classes  for  children  who 
have  left  special  schools.  There  arc  special 
arrangements  made  for  'physically  defec- 
tive or  handicapped  people  but  there  are 
no  special  facilities  for  further  education 
for  the  mentally  subnormal. 

2437.  I notice  that  in  paragraph  2i8  you 
do  not  propose  that  occupation  centres 
should  :be  under  the  local  education 
authority,  as  you  propose  that  the  right 
of  appeal  should  be  to  the  Ministry  of 
Health  against  compulsory  attendance  at 

occupation  centres? (Dr.  Allen):  Yes, 

Sir.  The  majority  of  children  attending 
the  occupation  centres  are  ineducable,  and 
that  is  why  we  propose  that  the  appeal 
should  be  to  the  Ministry  of  'Health. 

2438.  That  is  to  say  they  have  'been 
reported  by  the  school  to  be  ineducable? 
Yes ; the  great  majority  in  the  occupa- 
tion centres  are  of  that  category.  All 
defectives  would  'be  told  to  go  to  occupa- 
tion. centres.  They  could  be  observed  very 
carefully  and  examined  if  necessary  in  order 
to  find  out  whether  in.  fact  they  arc 
educable.  ,A®  you  know,  if  they  are  found 
educable  later  on,  having  previously  been 
found  ineducable,  the  report  can  be  with- 
drawn and  they  can  be  returned  to  the 
educational;  system. 

2439.  Then  is  an  occupation  centre  not 

in  any  sense  a training  centre? Yes, 

'Sir;  it  is  a training  centre,  but  it  is  not  an 
educational  centre  in  the  narrow  sense  of 
the  term.  It  is  not  in  any  way  an  academic 
establishment. 

2440.  'But  what  does  ineducable  mean? 
This  may  be  going  outside  the^  terms  of 
your  evidence  rather ; but  ineducable 
statutorily  .mean®  that  the  local  educa- 
tion authority,  the  schools  of  the  public 
service  of  education  cannot  cope  with  the 

child? Yes,  they  are  ineducable  in  any 

kind  of  school. 

2441.  It  has  that  purely  statutory  mean- 
ing, that  the  school  system,  'being  what  it 
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is,  it  cannot  deal  with  any  of  these 
children ; .bait  has  it  got  any  medical- 

scientiific  meaning? (Dr.  Hilliard ):  1 

think  the  .position  is  that  the  National 
Association  'for  Mental  Health  have  no 
strong  views*  either  way  on  this  question. 
Wle  appreciate  that  you  have  had  evidence, 
some  of  which  suggested  to  you  that  all 
the  occupation  oentres  should  come  under 
the  Education  (Department.  We  have  strong 
views  about  that ; we  want  the  children  to 
have  the  best  training  and  education,  and 
we  feel  it  -is  a little  bit  arbitrary  where  you 
draw  the  line  of  educability.  .It  is  partly  a 
question,  as  yoiu  say,  of  school  places  being 
available,  but  we  have  not  anything  on  that 
point  in  our  memorandum,  partly  because 
it  is  a controversial  one  and  we  did  not 
feel  we  could  add  anything  valuable  to 
the  evidence  you  have  already  received. 


stress  both  aspects.  In  .the  adult  we  say 
social  inefficiency,  or  in  the  case  of  a child 
ineducability  at  school,  due  to  mental 
defect.  Of  course  there  are  many  other 
cases  of  social  inefficiency,  such  as  neurotics 
and  spasties,  but  we  want  ito  concentrate 
on  its  application  to  the  mental  defectives. 
We  regard  that  as  a prime  need.  If  we 
enlarge  the  definition  to  include  anybody 
who  is  a problem  we  will  spoil  the  mental 
deficiency  service  by  bringing  in  people 
who  are  not  suited  to  it.  We  need  other 
services  for  those  people  according  to 
their  needs,  but  we  do  not  want  a general 
service  for  all  these  problems.  I think 
the  National  Association  feels  that  the 
problem  today  in  mental  deficiency  institu- 
tions is  'that  they,  have  too  many  different 
categories  of  patients,  all  with  the  same 
label. 


2442.  (Mrs.  Adrian)-.  Your  suggestion  in 
paragraph  4 (c)  for  evening  classes  would, 
I presume,  apply  to  those  children  who 
might  have  been  through  an  ordinary  school 
or  a special  school  and  who  have  either  not 
learnt  very  much  or  have  forgotten  what 
they  did  learn,  and  two  or  three . years 
later  they  may  feel  a need  for  reading  or 
writing  and  they  may  want  to  attend 

classes? (Miss  Keeling ):  Some  of  them 

may  have  developed  late. 

2443.  They  are  at  the  feeble-minded  level, 

but  they  are  not  ineducable? (Dr. 

Hilliard):  They  are  not  ineducable,  no. 


2444.  (Chairman) : There  is  a point  in 
paragraph  10  about  -the  definition  of  the 
circumstances  under  which  a defective  may 
be  dealt  with  ; there  your  criterion  is  to  be 
social  inefficiency  due  to  mental  defect. 
That  is  a slightly  different  proposal  from 
others  we  have  received.  Other  witnesses 
have  suggested  that  social  inefficiency 
should  be  the  test  of  mental  defect  itself. 
You  propose  that  social  inefficiency  should 
si-mply  be  the  criterion  as  to  whether  the 
case  is  subject  to  be  dealt  with-?  Yes,  Sir. 

2445.  That  means  that  social  inefficiency 
is  the  only  ground  for  compulsion?—— 
(Miss  Keeling):  Yes,  in  addition  to  mental 
defect.  We  feel  very  strongly  that  there 
should-  be  two  criteria;  first  of  mental 
deficiency,  and  also-  of  social  (inefficiency. 
—(Dr.  Hilliard):  We  believe  there  are  many 
people  in  the  community  today  who  are  in 
fact  mentally  defective  by  ordinary  accepted 
standards,  mentally  or  psychologically,  m 
who  are  doing  a job  in  the  community,  who 
are  not  getting  into  difficulties,  and  who  are 
socially  efficient,  even  at  a low  level.  We 
do-  not  want  to  interfere  with  those  people, 
to  certify  them  --or  deal  wi-th  them  at  all. 
I.t  is  •only  when  those  people,  being 
mentally  defective,  are  also  in  need  or 
care  or  supervision  because  of  their  social 
inefficiency  that  we  feel  the  legislation 
#hpul<i  .deal  with  them.  We  do  want  to 


2446.  Yes,  I see  your  point.  I wish  we 
could  revert  sometimes  to  simpler  English, 
and,  instead  of  “ social  .inefficiency  ” say 
“people  who'  are  unable  to-  look  after 
themselves  and  have  not  got  anybody  to 
look  after  them”.  Social  inefficiency  is 

usually  ia  term  of  political  heresy. 1 

would  certainly  strongly  support,  that ; but 
we  do  want  to  underline  that  the  inefficiency 
is  due  to  mental  defect.  Whatever  phrase 
is  used-  for  the  first  part' of  the  sentence, 
many  people,  we  find,  slur  over  the  second 
part,  and  that  is  the  danger  of  looking 
•at  social  inefficiency  an-d  forgetting  that  it 
must  be  due  to  mental  defect.  Many 
people  take  them  together  and  regard 
socially  inefficient  as  -mentally  defective. 

2447.  (Mrs.  Adrian):  Could  you  expand 
section  5 of  your  memorandum  where  you 
say  that  “one  of  the  essential  factors  in 
any  adequate  -scheme  for  the  welfare  of 
defectives  is  that  the  service  should  be  a 
unified  one  with  all  its  component  parts 
closely  inter  - -related  ” ? Could  you 
enumerate  the  local  and  central  bodies  who 
.now  have  to  do  with  mental  defectives?  I 
wonder  whether  you  have  any  suggestions 

for  -that  integration? (Miss  Hargrove): 

We  were  thinking  in  particular  about  the 
obvious  split  between  the  responsibilities  of 
the  local  authority  and  -the  Regional 
•Hospital  -Board.  The  local  authority  deals 
with  the  child  who  is  -under  statutory  super- 
vision, but  when  the  child  is  sent  to  an 
institution  -he  passes  over  to  the  care  of 
the  Regional  (Board.  If  -the  institution  has 
a social  worker  -he.  is  supervised  by  the 
institution-  when-  he  is  -on-  licence.,  and  then 
the  local  authority  will  be  -notified  when 
he  is  finally  discharged.  That  is  one  of 
the  big  splits.  There-  seems  a need  for 
integration  there. 

2448.  iHow  would-  you  suggest  that 

should  be  done? 1 should’  think  it  would 

be  better  to  make  the  local  authority 
responsible,  except  while  the  child  is  in  the 
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institution ; and  after  he  comes  back : again 
into  the  community  there  should  be  the 
closest  co-operation  betwral  *e  lwspita.1 

and  the  local  authority.— (Dr.  Hilliard) . 
The  other  way  is  to  have  joint  user.  It 
is  laid  down  in  the  Act  that,  a social  worker 
a psychologist  or  psychiatrist  can  be  called 
iflVadvise  on  a particular  patient,  wliethei 
he  happens  to  be  at  fc  .moment  sleeping 
in  hospital,  at  home  or  in  a hostel , that 
oatient  would  be  looked  after  by.  the 
psychiatric  team,  the  mental  deficiency 
Feam  the  social  worker,  psychologist,  or 
anybody  else.  Everybody  cou  d come  in— 
the  education  people  as  well— and  they 
should  be  able  to  deal  with  the  person 
wherever  he  happened  to  be.  sleeping. 
Today  there  is  one  doctor  or  social 
if  the  patient  is  at  home ; and  then  next 
week  he  is  in  hospital  with  a new  doctor 
and  1 social  worker ; and  then  there  is 
another  change  when  he  comes  home  “>■ 
Consequently  you  are  losing  the  continuity 
■which  is  so  important  for  a detective 
person—  (Miss  Hargrove ):  Another  ex- 

ample is  where  a child'  leaves  a residential 
special  school  and  is  reported  , as  .needing 
supervision.  That  supervision,  is  given  by 
someone  quite  different  from  anybody  the 
child  has  seen  in  the  school,  particularly 
in  a residential  school  in  the  country,  li 
he  is  leaving  school  the  supervision  may 
be  given  by  a health  visitor  who  may  have 
no  connection  whatever  with  the  school 
and  there  is  no  contact  between  the  school 
the  child  has  left  and  the  care  of  the  child 
after  he  leaves. 

2449,  Earlier  on  you  suggested  that,  a 
child  who  was  neglected  or  needed  training 
should  be  dealt  with  in  the  first  instance  by 
the  Children’s  Officer,  who  should  take 
whatever  action  was  .necessary.  Would  lihiere 
be  any  possibility  of  integrating  the  service 
under  one  Committee  of  the  local  authority, 
such  as  the  Children’s  Committee,  'both  for 
children  and  adult  defectives,  . oil  the 
grounds  'that  the  adult  defective  is  still  a 
child  the  Committee  being  m loco  parentis, 
and  'continuing  to  take  the  appropriate 
action  and  be  the  connecting  lmky-y— 
(Dr.  Hilliard)'.  I think  the  Association 
feels  it  is  a pity  that  the  Childrens 
Officer  today  is  not  able  to  be  interested 
in  supervising  a child  who  is  certified 
as  a mental  defective.  He  loses  con- 
tact with  him.  until  he  is  de-certified 
whereas  ihe  really  should  have  a fatherly 
interest  in  that  child;  he  should  ibe  the 
person  in  loco  parentis  and  arrange  what- 
ever services  are  necessary,  wherever  the 
child  happens  to  be.  He  should  be  able 
to  use  all  the  special  services,  which  would 
then,  ‘be  co-ordinated  and  held  together 
by  one  person,, who  would  have  the  interest 
of  the  . child,  and  its  .future  under  lus 
observation.  . 

2450.  (Dr.  \ Rees):  If  this  were, done  you 
Would  not  need  social1  workers  attached  to 


hospitals? You  might  still  be  able 

to  use  them  on  this  collective  basis ; 
just  as  a consultant  today  may  be 
paid  by  .the  Regional  .Hospital  (Board  but 
may  work  in  a local  authority  clinic;  his 
services  are  available  to  the  local  authority, 
and  his  work  i®  pooled.  The  social  worker 
might  actually  belong  to  the  hospital  and 
do  internal  work  for  their  purposes,  but 
still  'be  available  to  follow  up  the  person 
who,  if  he  went  home  in  the  locality,  needed 
help.  There  are  geographical  problems  of 
course,  but  it  is  very  watertight  at  present 
and  the  child  or  adult  is  switched  from  one 
person  to  another  and  has  no  feeling  of 
continuity.  He  may  be  even  given  contra- 
dictory orders  by  different  people  who  have 
differing  views  of  how  to.  deal  with  a 
particular  problem. 

2451.  (Dr.  Thomas):  There  wiill  un- 
doubtedly be  some  administrative  problems 
however  the  service  is  organised.  My  diffi- 
culty is  this;  how  can  any  kind  of  co- 
ordination be  produced  iby  legislation?  Is 
it  not  essentially  a .personal  problem  rather 

than  a legislative  one? (Miss  Hargrove ): 

It  is  largely  a personal  problem  in  that  the 
different  people  .concerned  should  make  a 
point  of  getting  in  touch  with  each  other. 
—(Miss  Keeling) : At  the  present  time  there 
is  so  much  that  is  permissive  when  hospitals 
are  discharging  patients ; they  can  refer 
them  to  the  local  authority  or  they  can 
deal  with  them  themselves.  Sometimes 
they  do  one  and  sometimes  the  other.  It 
is  done  quite  'differently  in  different  cases. 

2452.  Do  you  not  think  that  a com- 
pulsory division  of  functions  of  that 
kind  might  tend  to  exaggerate  the  present 

difficulty? If  it  were  laid  down  that 

all  defectives  on  licence  should  be  super- 
vised by  one  type  of  authority,  it  would 
not  be  left  to  a personal  decision,  it 
would  mean  that  one  patient  would  not  be 
dealt  with  by  more  than  one  person,  or 
one  hospital  be  dealing  with  patients  in 
two  or  three  areas. 


2453.  (Mrs.  Brad  dock):.  Are  you  suggest- 
ing that  when  a person,  is  discharged  they 
should  be  discharged  ito  the  local  authority 
who  ought  to  be  responsible  for  any  super- 
vision that  is  necessary? ‘That  is  what 

I meant. 


2454.. 'Or,  on  .the  other  hand,  arc  /o-u 
suggesting  that  when  a person  is  ascertained 
the  local  authority  from  whose  area  he 
comes,  should  have  some  responsibility  for 

that  child,  wherever  he  is  sent? 1 should 

think  in  that  case  responsibility  would  have 
to  be  'transferred  to  the  local  authority  in 
whose  area  the  patient  is. 


2455.  I understood  you  were  suggesting 
there  were  too  many  people  dealing  ait 
different  times'  with  the  same  person?  ~ 
Yes,  that  is  so  ; but  :I  think  you  could  not 
avoid  it  if  they  went  to  a different  district. 
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At  present  even,  in  the  same  district  they  are 
sometimes  dealt  with  by  different  people ; 
first  of  all  they  are  looked  after  toy  the 
hospital  and  then  if  .they  are  out  on  leave 
it  is.  the  local  authority,  so  you  have  two 
people,  which  is  not  necessary  at  all.  But 
1 think  in  any  local  authority  plan  envisaged 
there  would  have  to  be  transfers  from  one 
authority  to  another. 

2456-.  'But  you  would  get  a number  of 
different  people  dealing  with  the  same 

person? You  would  get  the  same  kind 

of  administration,  would  you  not? 


2457.  I thought  yon  were  suggesting  that, 
as  far  as  possible,  one  department  should 
deal  with  the  ascertained  person  all  the 
way  through,  wherever  -he  went.  1 would 
suggest  to.  you  that  the  complications  there 

would  he  very  .great. 1 really  meant  as 

far  as  possible,  when  it  was  in  the  same  dis- 
trict, because  otherwise  the  complications 
would  be  insuperable. 


2458.  (Dr.  Thomas ):  In  paragraph  7 of 
your  memorandum,  about  residential  accom- 
modation, you  describe  how  various  groups 
of  persons  should  be  provided  for.  What 
are  the  views  of  the  Association  with  regard 
to  segregation  in  hospitals  for  mental  de- 
fectives?  (Dr.  Hilliard ):  I think  we 

appreciate,  Sir,  that  it  would  not  be  wise 
usually  to  have  all  units  completely  by 
themselves,  because  it  would  make  a prob- 
lem psychologically  for  the  staff  and 
various  other  things  ; but  these  could  be 
grouped  in  a mental  deficiency  hospital  and 
clearly  segregated.  At  present,  owing  to 
overcrowding  and  things  like  that,  parents 
who  are  of  medium  grade  are  possibly  in 
wards  with  the  low  grades.  We  think  it  is 
very  important  that  segregation  should  be 
even  better  than  it  is  now,  if  I can  put  it 
that  way.  Frankly,  owing  to  overcrowding, 
patients  of  all  types  do  get  mixed  together, 
and  I think  that  is  -bad  for  the  .patients  of 
higher  grade. 


2459.  (Dr.  Rees)\  You  believe  in  mixed 
hospitals,  but  good  classification  within 

each  hospital  unit? Yes,  with  quite 

separate  villas,  not  just  with  flights  of  wards 
with  high  grade,  medium  grade  and  low 
grade  patients  where  the  high  grades  mix 
all  the  time  on  the  same  stairway  with  the 
other  grades.  I think  they  should  be  in 
separate  'blocks  -or  villas  and  properly 
organised.  It  is  a question  of  overcrowd- 
ing and  the  economic  problems  'probably 
make  this  rather  idealistic ; but  I think  tne 
principle  is  sound.  Even  though  our  .pro- 
posals (c)  .and  (d)  appear  to  be  separate, 
they  need  not  be  in  separate  institutions. 

2460.  (Chairman) : Coming  to  paragraphs 
. 12-14,  “Voluntary,  admission’,  you  recom- 
. mend  that  the  normal  .method  of  ad^sion 

to  institutions  should  be  with  the  c°nsen 
of  'the  parent  up  to  the  age  of  21.  What 


about  above  the  age  of  21?  Is  the  mental 
defective  himself  to  consent  to  stay  in  an 

institution? (Miss  Keeling ):  We  think, 

my  Lord,  that  except  in  certain  cases  re- 
ferred to  in  paragraph  15  where  we  think 
it  would  be  impossible,  admission  of  vol- 
untary patients  under  the  Mental  Deficiency 
Acts  should  be  on  the  same  kind  of  basis 
as  voluntary  admission  under  the  Mental 
Treatment  Act. 

2461.  That  is  to  say  that  they  would  be 

able  to  come  out  when  they  chose  to  do 
so? Yes ; 1 think,  as  we  have  said  pre- 

viously, that  if  .they  went  in  as  voluntary 
patients  and  came  out  before  they  ought  to, 
they  would  be  picked  up  again  under  the 
Mental  Deficiency  Act.  A voluntary  patient 
in  a mental  hospital  who  leaves,  after  or 
before  the  72  hours’  notice  has  been  given, 
and  should  be  in  hospital  again,  would  be 
certified  and  returned  to  hospital. 

2462.  Do  you  think  that  voluntary  resi- 
dence in  mental  deficiency  institutions  by 
adults  over  the  age  of  21  is  really  likely 
to  be  effective?  In  paragraph  15  you  en- 
visage a possible  need  for  judicial  compul- 
sion, which  he  has  been  more  or  less 
protected  from  before  the  age  of  21. 
Alternatively  you  could  extend  the  parents’ 
power  over  him  on  the  ground  that  he  is 
their  child  and  not  capable  of  looking  after 
himself.  What  is  your  recommendation 

there? (Dr.  Hilliard ):  I think,  Sir,  we 

realise  there  may  not  be  very  many  patients 
to  start  with  who  will  avail  themselves  of 
the  opportunity  of  getting  training  and  help 
voluntarily,  because  they  may  have  thought 
that  the  mental  deficiency  hospital  in  the 
past  has  been  a .place  to  run  away  from. 
But  I think  that,  if  you  .provide  some  help 
that  they  can  appreciate,  there  are  many 
people  who  realise  their  _ limitations  and 
who  want  help  provided  it  is  not  forced 
on  them  with,  as  it  were,  an  appearance 
of  being  compulsory.  Today  there  are  adults 
who  come  into  mental  deficiency  hospitals 
without  being  certified — perhaps  it  may  not 
be  strictly  correct,  buit  they  have  shown 
already  that  they  will  come  in  and  get  help 
if  they  are  out  of  a job.  _ They  may  pre- 
viously have  been  in  hospital,  certified,  and 
then  discharged  after  licence ; if  they  get 
into  some  difficulty  they  go  back  there  and 
say— “ 1 have  tost  my  job,  I want  help  . 
They  need  .perhaps  two  or  three  weeks  in 
the  hospital  and  then  they  can  go  out. 
Already  we  can  see  that  attitude,  just  as 
the  iMental  Treatment  .Act  produced  a 
similar  change  in  conception  ; before  1930 
people  could  not  believe  that  mentally  ill 
people  would  want  to  come  in.  I think  the 
same  argument  could  be  applied  today.  If 
they  are  not  delinquent,  it  seems  to  me  there 
is  no  reason  for  dealing  with  them  com- 
pulsorily, if  they  have  not  yet  offended 
against  the  law.  They  may  need  a bit  of 
help  and  we- could  provide  it.  If  they  are 
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delinquent,  that,  is  quite  a separate  cate- 
gory ; they  arc  dealt  with  by  the  court, 
and  the  court  decide  where  they  are  to  go. 
These  are  ipcople  who  have  not  done  any* 
thing  wrong,  they,  are  not  before  the  courts 
— they  may  be  liable  to  get  .into  trouble, 
but  I think,  like  the  slog,  they  should  have 
one  bite. 


2463.  The  form  in  which  this  propose 
{or  voluntary  admission  to  mental 
deficiency  institutions  is  sometimes  made  is 
that  a defective  who  can  understand  what 
is  involved  in  admission  to  an  institution 
should  ibe  admitted  to  the  institution,  and 
that  thereafter  he  should  be  detained  Ihcie 
—that  the  fact  of  his  voluntary  willing- 
nes<s,  when  he  knows  what  is  involved, 
should  have  as  a consequence  that  _ he 
should  be  detained  by  legal  compulsion. 
But  that  is  not  your  proposal  I gather ; 
you  rely  on  the  voluntary  willingness  pi 
the  admitted  adult  patient  to  slay  in  tlw 

institution? -There  arc  always  the  ulti- 

mate  sanctions.  He  would  probably  realise 
that  it  he  went  out  and  got  into  trouble 
he  would  be  back  under  u different 
relationship.  .1  think  we  would  not  agree 
that  a person  should  sign  himself  into 
detention  because  that  is  not  strictly 
voluntary. 


2464.  I (Dr.  Rees)-.  Is  it  .not  a fact  that 
there  are  many  defectives'  who  make  quite 
satisfactory  voluntary  patients  in  menial 
hospitals  at  the  present  day? Yes. 


2465.  (Chairman)'.  When  one  is  relying 
entirely  on  persuasion,  on  voluntary 
action,  has  not  one  to  take  into  considera- 
tion the  fact  that  there  are  a certain 
number  of  quite  high-grade  defectives  who 
may  not  have  been  delinquent  as  children, 
but  arc  extremely  dangerous,  and  the  first 
bite  you  allow  to  the  dog  may  be  fata! 
to  some  member  of  the  community?  - . 
(Miss  Keeling)-.  We  do  exempt  them  in 
paragraph  15  (a). 

2466.  (Mrs.  Adrian ):  1 lake  it  what  you 

are  really  suggesting  is  that  where  a defec- 
tive has  responsible  parents  they  in  fact 
provide  the  compulsion  up  to  the  age  of 
21?  You  add  that  judicial  compulsion 
must  ibe  used  for  those  who  need  training, 
care  and  control  in  their  own  interest  or 
in  the  interests  of  others,  when  their  con- 
sent or  that  of  their  parents  cannot  be 
obtained? (Exactly. 


2467.  So  you  would  compel  the  ones 
where  the  parent  will  not  act,  hut  where 
the  parent  will  act  you  leave  compulsion  to 

the  parent? -Yes,  and  in  paragraph  15 

(i>)  we  mention  delinquents. 

2468.  Your  paragraph  15  (a)  covers  both 
adults  and  children  ; children  whose  parents 
will  not  consent,  and  adults  who  will  not 
give  their  own  consent?— — Yes. 


.'.46i).  (Chairman) : I have  a little  point 
on  paragraph  16  (iii),  the  right  of  appetl 
against  the  justices'  decision.  Have  you 
any  ideas  as  to  whom  that  appeal  should 

lie? 1 think  wc  had  in  mind  a special 

court  who  would  deal  with  such  cakes. 

2470.  A special  local  eourl?  Yes,  a 
special  local  court  set  up  specifically  for 
the  purpose.  (Miss  Hargrove 1:  A sort  ot 
panel  of  justices,  t Or.  Hilliard)-.  I think 
we  visualise  that  there  would  he  a small 
number  of  people  specially  appointed  to 
deal  with  these  appeals.  They  would 
probably  consist  of  one  or  two  justices  who 
had  experience  of  mental  cldieiency  prac- 
tice, and  perhaps  one  or  two  psychiatrists 
who  had  experience  of  mental  deficiency, 
and  those  people  would  receive  the  appeal 
and  go  into  the  case,  not  just  on  paper, 
hut  would  actually  sec  the  patient  and  give 
an  opinion  as  to  whether  the  appeal  should 
be  granted.  Wc  feel  Ihttt  perhaps  today 
an  appeal  tlocs  not  gel  very  fat  in  practice 
because  it  is  sometimes  referred  back  to 
the  Superintendent  and  the  actual  individual 
is  not  seen  by  any  outside  person. 

2471.  Have  you  any  views  on  whether  the 
present  powers  and  duties  of  the  visiting 
justices  should  He  retained  or  modified? 
— (Miss  Hargrove)-.  We  recommend  otic 
visitor  instead  of  two  should  be  required 
to  attend,  that  is  under  paragraph  17  (a).— 
(Miss  Keeling)-.  Wc  feci  that  at  the  present 
time  tlm  visits  of  visiting  justices  to 
patients  under  order  arc  somewhat  formal 
and  that  as  a rule  they  just  take  the  advice 
of  the  medical  people  who  arc  there;  the; 
know  very  lillle  of  the  patient  and  them- 
fore  ir  is  a pit  v to  go  on  with  it  ft*  tl  is. 
because  it  tlocs  not  really  mean  very  much 

2472.  (Dr.  Thomas):  Do  you  feel  that 

reducing  the  number  to  one  will  meet  thal 
point?  (Miss  Hargrove):  Thai  was 

really  a sort  of  compromise.  Some  of  the 
Medical  Superintendent*  we  asked  fell  that 
justices'  visits  were  purely  formal  amt 
served  no  useful  purpose ; others  felt  they 
were  very  helpful.  A«  a kind  of  com- 
promise we  thought  tme  visitor  would  be 
enough.  We  think  parents  should  have  it 
right  to  he  represented,  to  give  the  parents 
point  of  view  adequate  representation. 

2473.  What  is  the  view  of  the  Associa- 
tion on  the  power  of  the  magistrate  seeing 
a patient  at  the  age  of  21  to  discharge  the 
patient  outright  irrespective  of  any  medi- 
cal advice?-—  (Miss  Keeling):  I do  not 
think  wc  should  approve  of  that,  not 
irrespective  of  any  medical  advice. 

2474.  He  has  that  authority  now. — 
(Miss  Hargrove)-.  In  praefiee  be  would  not 
do  it  uguinst  the  tulvicc  of  the  Medical 
Superintendent,  would  he?  -~(Dr.  Allen): 
Yes,  .1  think  in  some  cases  il  Is  done. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH 


435 


2475.  {Chairman)'.  You  recommend  under 
paragraph  14  that  the  justices  should  not 
have*  any  power  in  “ placed  ” cases  under 
Scot  ion  3.  Do  you  think  there  is  a danger 
of  relying  too  much  on  the  parents  as  the 
child  gets  older,  and  it  becomes  a 
question  of  possible  employment? — -{Miss 
Hargrove):  We  are  itryimg  to  make  .it  com- 
parable i to  the  Mental  Treatment  Act, 
where  the  magistrate  is  not  concerned  with 
voluntary  . patients.  We  only  said  if 
Section  3 is  still  used  wc  would  like  that 
deleted.  ( Dr.  Hilliard):  This  would  be  only 
up  to  the  ajje  of  21.  The  parent  would 
place  the  child  without  any  justice,  and  it 
would  be  up  to  the  Superintendent  to  make 
sure  the  patient  was  property  placed,  which 
should  Ik*  u sufficient  safeguard.  After  21 
you  have  to  review  the  ease,  and  Jf  the 
jmtieinit  still  ithiinks  he  needs  tiraining  and  is 
advised  accordingly  he  may  become  a 
voluntary  pa  tie  nit  to  continue  in  the  same 
institution  ; if  he  refuses  and'  is  a danger 
to  himself  or  to  others,  he  might  he  certi- 
fied. If  placement  by  the  parents  is  done 
voluntarily,  we  think  that  the  justice  is  not 
really  needed.  Wc  want  the  justices  to  con- 
centrate on  the  cases  where  the  liberty  of 
the  subject  is  more  at  stake,  so  .that  the 
patients  who-  are  being  certified  will  be 
desalt  with  by  two  justices  and  then,  when 
the  order  is  renewed  each  year  they  will 
he  seen  by  cine  justice.  The  justices  will 
be  able  to  cone  emirate  o>n  these  cases 
because  they  will  not  have  to  deal  with 
obvious  idiots*  who  have  been  placed  by 
their  parent's'  and  do  not  need  to  be 
i investigated,  or  with  voluntary  patients.  By 
concentrating  the  work  of  the  justices  on.  a 
few'  speokvl  cases  they  will  be  able  to  deal 
with  them  more  helpfully  i instead1  of  seeing 
70  in  one  morning  and1  just  walking  past 
them  which  makes  it  a routine. 

247'fi.  In:  paragraph  19  you  say  that  when 
u patient  is  discharged,  “ power  should'  be 
vested  in  the  local  authority  to  place  the 
poillenit  under  supervision  forthwith."  What 
is  the  present  position ; can  you  mot  do 
that?-  — (Dr.  Allen):  No,  the  present 

position',  Sir,  is  that  tilie  local  authority  is 
advised  that  a patient  is  being,  discharged 
from  a mental  deficiency  hospital,  and1  is 
recommended  to  pint  the  patient  under 
friendly  oversight,  which  really  means  a 
friendly  visit  but  is  not  statutory 

K\ipomm>n. 

2477.  Would  there  ireally  be  any  difference 
between,  statutory  .supervision  and'  voluntary 
supervision  in  practice  ? -Statutory,  super- 

vision! means  three  compulsory  visits  per 
year  as  a minimum.  whereas  the  patient 
under  friendly  oversight  gets  perhaps1  one 
visit  a year.  It  is  a quetsitiion  1 think  or 
frequency  of  viisitatlon.— i(Afi.v.v  Hargrove ): 
Ilf  the  'patient  did  not:  want  to  accept 
voluntary  supervision,  he  could  not  be 
uivem  it.’ 

30592 


2473.  {Dr.  Rees):  Would  -ruoit  ’the  number 
of  visits  depend  on.  the  staff,  available  for 
doing  these  visits?— (Miss  Keeling):  Yes 
it  does  very,  much,  and  very  often  the 
number  of  visits  paid  is  very  inadequate. 
We  have  suggested  in  paragraph  25,  my 
Lord,  that  there  is  niot  very  much  difference 
'between  voluntary  and  statutory  super- 
vision, and  itheirefore  that  distinction  should 
not  be  preserved., 

2479.  (Chairman):  I do  mot  quite  under- 
stand why  Section  30  (b)  of  the  Mental 
Deficiency  Act.  is  moit  suffiedemt.  What 

lamemdimcmit  of  the  Act  do«  you  wish?- 

f Miss  Hargrove)  : Seation  30  .(b)  applies  to 
eases  which  have  been  reported  to  the  local 
authority  and1  have  been,  ascertained  to  be 
subject  to  be  dealt  with  and  placed  under 
supervision'  instead1  of  being  sent  to  an 
'institution.  When  the  defective  leaves  the 
•instiitatioo  he  is  no  longer  technically  subject 
to  be  dealt  with  under  the  Act  and  he  does 
not  come  under  the  Act  any  longer,  unless 
he  comes  to  notice  again  later  because  he 
is  again  In  need  of  cane.  He  is  . just  dis- 
charged and  that  is  the  end1  of  It  legally. 
He  may  be  .referred!  on  a purely  voluntary 
arrangement  to  ithe  local  authority  who  may 
be  asked  if  they  will  keep  an  eye  on  him. 

2480.  (Mrs.  Adrian):  You  are  suggesting 
n'n  fact  that  lit  should  be  possible  to  place 
a patient  discharged  from  a mental  imsititu- 

tioii  under  statutory  supervision'? That 

there  should  be  legal  motlficatiion  of  the 
case  by  the  Medical  Superintendent  to  the 
local  authoriity. 

2481.  I (Dr.  Thomas):  You  do  not  suggest 

•that  in  every  case? (Dr.  Hilliard,:  No. 

only  if  it  is  needed.  If  it  is.  needled  one 
feels  the  patient  is  not  getting  adequate 
supervision  ; if  he  m not  fit  to  be  in  the 
community  without  supervision!,  he  should 
get  the  essential : supervision  on  a statutory 
basis. 

2482.  (Chairman):  The  difficulty  now 
arises  only  where  the  patient  is  actually 

discharged1? (Miss  Keeling) : That  . is 

night. 

2483.  (Mrs.  Adrian):  The  patient  who  has 
been,  on  licence  for  three  years  and  is 
normally  satisfactory  may  be  discharged  but 
may  need  supervision? — —(Dr.  Hilliard): 
Yes.  While  they  are  in  the  .institution-  they 
are  having  supervision  ; while  they  are  on 
licence  they  are  having  supervision;  but 
when  they  arc  discharged  they  do  not  have 
the  same 'Status  and  some  patients  need  that 
supervision,  otherwise  they  cannot  manage. 
— (Miss  Keeling):  .In  many  cases  they  are 
encouraged  to  keep. in  touch  with,  the  in- 
stitution., but  we 'think  that  should,  be  made 
a necessity  rather  than,  merely  . permissive, 
because  some  .do  get  into  difficulties  arid 
then  the  time  and.  trouble  spent  over  them 
is  to  some  extent  wasted. 

A.  7 
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2484.  ( Chairman ):  It  rather  removes  the 
advantages  o-f  discharge,  surely,  if  the 
patient  is  still  to  remain  under  stalutoiy 
supervision  by  the  local  authority?-  . 
Hilliard ):  I think  there  is  a very  great 
difference  from  the  patient’s  point  of  view. 
While  he  is  on  the  books  of  the  institution 
he  feels  he  is  the  worst  type  of  case.  There 
are  gradations  in  their  own  ideas  of  things, 
and  I am  sure  they  iwouldi  rather  be  under 
supervision  by  the  looai  authority ; it  feels 
like  promotion.  We  may  think  it  may  have 
the  same  effect,  but  they  feel  they  have 
achieved  something  if  they  are  on  licence, 
and  then  they  feel  they  have  achieved  some- 
thing more  if  they  are  discharged  and  finally 
they  cease  to  'be  under  supervision.  § 1 am 
sure  they  do  like  to  feel  these  steps  in  their 
progress  back  to  community  life.  While 
they  are  on:  the  'books  of  the  hospital,  they 
feel  they  are  one  of  the  certified  hospital 
cases,  even  when  they  are  living  outside. 
If  they  are  supervised  by  the  local  autho- 
rity they  just  feel  they  are  having  help 
from  that  department.  It  may  be  a curious 
thing,  but  I am  sure  they  feel  that. 


2485.  (Dr.  Rees):  Is  'it  not  possible  that 
their  attitude  towards  the  hospital  will  alter 
,in  the  course  of  time,  when  most  of  them 

have  been  voluntary  patients  there?— 

Yes,  but  here  we  arc  thinking  of  the  more 
d'iffioult  case,  the  defective  wh-o  has  never 
been  a voluntary  patient  but  is  detained 
under  Section  6,  or  whatever  the  restraint 
is.  The  ones  who  have  been  voluntary 
patients  will,  I think,  manage  with  the 
hospital  social  worker  or  voluntary  super- 
vision and  then  when  they  are  discharged 
they  will  he  all  right.  We  are  visualising 
the  case  that  has  been  more  difficult,  when 
the  patient  has  not  had  this  voluntary  rela- 
tionship to  the  hospital. 


2486.  But  do  you  not  hope  in  course  ol 
time  that  the  whole  attitude  of  the  public 
towards  mental  deficiency  hospitals  will 

alter? il  very  much  agree,  _ but  we  are 

providing  for  the  interim. — (Miss  Keeling) : 
We  do  not  suggest  supervision  in  all  cases. 
We  suggest  the  power  should  be  vested1  in 
the  local  authority  so  long  as  .it  appears 
necessary,  which  I think  implies  in  some 
cases  it  would  not  'be  necessary  at  all.  1 
am  sure  it  would  not  'be  in  all  cases. 


2487.  (Chairman):  Does  your  recom- 
mendation under  paragraph  2d That 
authority  to  detain  should'  be  limited  to 
trained  personnel  ” apply  also  to  hostels 
and  other  places  that  you  mention  else- 
where in  your  memorandum,  where  you 
would  presumably  have  certain  powers  of 

detention? -What  we  had  in  nund  is  that 

people  go  to  these  places  of  safety  which 
are  intended  only  as  temporary  places,  and 
•we  have  heard  of  patients  who  have  stayed 
for  many  years.  We  think  that  should  be 
limited  to  three  months  in  the  first  instance 


in  the  hope  that  three  months  would  be 
sufficient,  and  after  that  from  month  to 
month. 

2488.  You  intended  it  to  apply  specifically 

to  places  of  safety  and  not  elsewhere? 

Yes,  we  did. 

(Chairman):  I do  not  think  I have  any 
other  questions.  Would  any  other  member 
of  the  Royal  Commission  like  to  ask  any 
questions? 

2489.  (Dr.  Thomas):  I would  like  to 
ask,  on  paragraph  21  (h\  why  the  Associa- 
tion felt  thev  wanted  to  withdraw  the  autho- 
rity from  the  constable  to  put  a defective 

in  a place  of  safety? ( Miss  Hargrove): 

That  was  a suggestion  made  to  us  hy  a 
very  experienced  mental  health  officer  who 
felt  it  was  essential  that  this  authorisation 
should1  be  in  the  hands  of  people  who  really 
knew  what  the  needs  of  defectives  were  and 
who  were  accustomed  to  dealing  with  them, 
and  that  it  should  not  just  be  done  by  any 

policeman. Wr.  Allen):  In  the  Act  1 

think  it  says  that  the  person  must  have 
reason  to  believe  that  the  person  is  defec- 
tive. It  is  not  likely  that  any  constable 
would  have  any  knowledge  of  mental  de- 
ficiency, whereas  a person  authorised'  by  the 
local  health  authority  would  he  in  a posi- 
tion to  make  some  judgment  of  the  kind. 

2490.  (Dr.  Rees):  This  would  only  be 
used  in  a case  of  emergency,  would  it  not7 
Yes.  Sir,  il  would. 

2491.  And  il  might  on  occasion  prove 
quite  useful  if  the  constable  had  this 

power?— (Miss  Keeling V.  Then  we  think 

the  constable  should  he  able  to  get  hold 
of  a duly  authorised  .officer  and  get  lus 
opinion,  too,  before  the  patient  is  detained, 

24'92.  And  ,if  he  could  not?  I think 
he  always  can.  cannot  he? 

2493.  (Chairman):  Is  it  not  the  fact  that 
a constable  only  acts  where  a place  of 
•safety  is  used  Air  -a  prisoner  on>  remand, 
and  ’ the  constable  is  responsible  for 

bringing  him  back  to  the  court? —(Dr. 

Hilliard):  -No,  Sir,  I think  he  can  act  in 
any  emergency.  You  might  find  a child  or 
an  adult,  neglected : for  example,  a low- 
grade  person  in  a house  Where  the  mother 
has  died.  The  neighbours  can  (ell  the 
constable  about  him  and  he  would  have 
to  rescue  him  immediately.  We  -do  not 
waat  the  constable  to  lake  the  person  to 
a place  of  safety : he  should  take  him  to 
the  police  station*  and  send  for  the  duly 
authorised  officer  who  would  then  decide 
what  the  defective’s  need  was.  We  feel 
we  do-  n-ot.  want  the  police  to  appear  to  he 
placing  people  in  mental  deficiency 
institutions. 

2494.  Would  you  -not  say  it  was  even 
worse  for  the  constable  t-o  lake  him  to  the 
police  station?-—  We  all  go  to  the  police 
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station,  sometimes,  for  instance,  if  we  have 
lost  a car.  It  is  the  place  you  go  to  for 
advice. 

2495.  But  the  idea  of  having  a mentally 
ill  or  deficient  person  put  in  a police  station 

is  repugnant  to  quite  a lot  of  people? 

This  is  only  in  an  emergency  when,  it  was 
suggested,  the  duly  authorised  officer  could 
not  be  found.  In  the  ordinary  wav  the 
defective  could  stay  in  the  house  and  some- 
one would  telephone  foT  the  duly 
authorised  officer,  -but  if  a policeman  'found 
him  an  the  middle  of  the  night  in.  the  street 
getting  wet,  he  could  take  him'  to  a police 
station  for  shelter.  It  would  he  a last 
resort  and  I do  not  think  it  would  happen 
very  often. — i (Miss  Keeling):  The  duly 

authorised  officer  .is  available  at  night  as 
well  as  by  day,  so  I should  think  the  police 
constable  should  be  able  to  get  hold  of  a 
duly  authorised  officer. 

24'%.  (Dr.  Rees):  .But  m a small  village 
in  a large  county,  is  .it  easier  to  get  a 

constable  or  a duly  authorised  officer? 

(Dr.  Allen):  In  a case  of  lunacy  one  has  to 
get  the  duly  authorised  officer. 

2497.  How  many  duly  authorised  officers 

are  there  in  the  county? In  the  county 

of  Kent  we  have  60. 

24918.  Sixty  duly  authorised  officers,  and 

how  many  police  constables? (Miss 

Keeling):  We  would  have  to  have  notice 
of  that  question. 

(Chairman):  If  I might  answer  your 

question,  .Dr.  Rees,  I think  in  my  village 
it  would  -be  easier  to  get  a duly  authorised 
officer  than  to  get  the  police  constable.  I 
should  at  least  know  where  to  telephone  the 
duly  authorised'  officer,  but  the  police 
station,  has  three  alternative  addresses 
according  to  the  time  of  day  and  the  day 
of  the  week! 

2499.  (Dr.  Thomas):  On  paragraph  34 
(/>),  was  it  contemplated  by  the  Association 
that  any  form  of  compulsion  would'  be 
necessary  or  applicable  in.  the  case  _of 
mentally  sub-, normal  young  persons  being 

laced'  under  care  and  control  in  these 

ostels? (Dr.  Allen):  No-,  we  diid  not 

visualise  compulsion,  being  necessary, 
because  we  were  trying  to  get  away  from 
compulsion  in  the  case  of  children.  We 
are  really  thinking  here  of  the  boys  and 
girls  leaving  special  schools  and  those, 
more  especially,  who,  in  addition,  have  no 
homes,  or  bad  ones.  Many  of  them  are 
already  in  the  care  of  the  (Children’s  Com- 
mittee, but  because  they  have  no  home 
we  are  sometimes  forced  to  certify  them 
and  place  them  in.  institutions. — (Dr. 
Hilliard ):  I think  we  also  visualised'  that 
these  hostels  could  be  used  for  young 
persons  who  have  perhaps  been  before  .the 
courts,  and  it  mught  be  a condition  of  their 
probation  that  they  should  reside  in  a 


hostel  to  get  the  help  they  need  without 
necessarily  going  to  an  institution.  We 
thought  it  might  be  possible  to  arrange 
things  in  that  way  by  compulsion  from  the 
court,  just  as  would  be  the  case  if  they 
were  on  probation  anywhere  else.  Then 
the  court  would  deal  with  them,  not  the 
mental  deficiency  officer,  and'  the  court 
would  tell  them  where  tO'  stay  for  the  next 
six  months.  If  they  ran  away  they  would 
break  their  probation  like  any  other  pro- 
bationer.— (Dr.  Allen):  And1  those  already 
.in  the  care  of  the  Children’s  Officer  would 
be  placed  by  the  Children’s  Officer. 

2500.  (Mrs.  Adrian):  And  you  are  rely- 
ing on  persuasion — you  are  relying  on  the 
parents  who  should  place  their  children  in 
such  hostels  doing  so?  You  do  not  think 
there  would  be  parents  who,  for  the 
immediate  benefit  of  wages,  would'  not  place 
a child1  in  a hostel  of  that  kind  for  further 

training? (Miss  Keeling):  They  would 

be  dealt  with  through  the  court. 

2501.  Could  the  court  act  if  the  child 

had  committed  no  offence? They  could 

put  ihiim  under  care  and  protection. 

2502.  Care  and  protection  conditions 
would  have  to  apply  before  a court  make 
a care  and  protection . order.  Would  they 

apply  in  such  a case?- 1 thought  you 

were  referring  to  children  not  properly 
looked  after  in  their  owni  home. 

2503.  They  might  technically  be  .properly 
looked  after  but  they  might  need  hostel 
training,  or  employment  that  they  could 
get  in  the  hostel  but  not  at  home.  That 
would  not  justify  a care  and  protection 

order? -No,  of  course  it  would'  not.  _ I 

am  sorry,  'I  misunderstood  you. — (Miss 
Hargrove):  ’Hositels  would  not  ibe  able  to 
take  those  children. 

2504.  You  would  have  to  deal  with  those 
by  sending  them  to  an  institution  for 
training? — — Y es. 

2505.  You  would  have  no  compulsion,  in 

your  hostels? No. 

2506.  If  compulsion  were-  necessary  it 

would  have  to  .be-  in  an  institution? 

(Dr.  Hilliard ):  I think  unless  you  run  the 
hostel  on  the  parole  idea  you  will  get  no 
value  out  of  the  hostel.  It  would  only  be 
another  institution.  If  there  is  power  of 
detention  you  do  not  give  that  person  the 
opportunity  of  feeling  a certain  amount  of 
freedom  and  the  ditties  that  go  with  it.  We 
have  had  experience  of  hostels  where  some 
of  the  patients  have  in  fact  been-  volun- 
tarily placed  there  by  themselves!  with  the 
co-operation  of  their  parents  and  not 
actually  certified.  That  alters  the  tone  of 
the  place  and  the  whole  thing  is  therapeutic 
instead  of  being  penal,  which  is  the  feeling 
of  many  patients  even  in  the  best  run  hostel 
where  there  is  detention ; if  they  ram  away 
you  have  to  notify  the  police,  everybody  is 
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alerted  and  they  are  brought  back  through 
the  police;  'that  is  not  satisfactory.  You 
have  to  take  certain  chances,  but  you  can 
get  quite  good  results  if  you  make  the 
person  'feel  'he  is  free  to  be  sensible  as  well 
•as  free  to  be  foolish. 

2507.  So  you  would  confine  your  deten- 
tion to  'the  institutions? ‘By  saying 

hostel  we  do  not  mean  everyone  should  be 
sent  to  a hostel.  We  want  to  keep  the 
hostels  for  those  who  would1  benefit  from 
them. — (Miss  Applebey):  Our  experience  of 
running  agricultural  hostels  during  the  war 
leads  us  to  believe  that  to  have  this  kind 
of  unit  outside  the  hospital  system  is 
therapeutically  extremely  valuable  to  the 
patients.  During  nine  years'  we  had  some- 
thing like  1,300  men  through  the  hostels; 
of  those,  186  went  out  altogether  and 
were  discharged ; 1 37,  though  they 

remained  on  licence,  were  placed1  out  m 
farming  jobs.  We  feel  that  is  not  a bad 
record  for  that  period.  Where  control  of: 
the  hostels  has  now  gone  over  to  the  insti- 
tutions, although  we  have  not  up-to-date 
information  about  them,  our  impression  is 
that  the  therapeutic  effect  is  not  quite  the 
same. 

2508.  (< Chairman ):  Is  there  any  topic  on 
which  you  would  like  to  expand  on  which 

we  have  not  questioned  you? {Miss 

Keeling ):  May  I say  one  word  on  para- 
graph 4 (c)  (ii)?  We  suggest  there  the 
possibility  of  supplementing  facilities  for 
training  by  those  provided  by  the  Ministry 
of  Labour,  for  example,  in  industrial 

(The  witnei 


rehabilitation  units.  We  know  that  some 
of  the  rehabilitation  units  do  provide  train- 
ing and  have  (had  a great  deal  of  success 
with  mental  defectives,  and  we  should  very 
much  like  to  see  that  extended.  One  diffi- 
culty at  the  present  time  is  that  the  maxi- 
mum time  during  which  people  can  stay  in 
these  units  is,  I think,  twelve  weeks,  and 
that  is  often  not  long  enough  for  mental 
defectives  to  receive  training.  !I.  know  of 
one  boy  of  15  who  was  sent  to  a mental 
deficiency  colony  at  15  and  remained  there 
for  sixteen  years.  When  he  was  31  there 
was  some  mistake  in  his  detention  order, 
which  was  not  renewed,  and  he  was  sent 
to  an  industrial  rehabilitation  unit  anti 
found  himself  ilodgings.  'He  stayed  the 
maximum  period  and  then  he  got  a job  for 
himself  earning  £9  a week.  That  was  very 
largely  owing  to  the  training  he  got  at  the 
industrial  rehabilitation  unit  and  it  seems  to 
us  that  if  more  industrial  rehabilitation 
units  could  take  mental  defectives  and;  an 
extension  of  time  were  allowed  very  useful 
training  could  be  given  there. 

2509.  Have  you  had  an  opportunity  of 
expressing  your  views  on  that  to  another 
Committee  which  ,i®  sitting  on  the  subject? 
— Yes,  we  have. 

I do-  not  think  we  have  anything  else 
to  say,  thank  you  very  much.  May  we 
thank  you  very  much  for  receiving  us  and, 
if  'I  may  say  so,  for  giving  us  such  a long 
session  which  we  have  appreciated  very 
much  indeed? 

{Chairman):  Thank  you  very  much. 

•s  withdrew ") 
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MINUTES  OF  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

THIRTEENTH  DAY 

Wednesday,  10th  November,  1954 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C,  (Chairman) 


Mrs.  H.  A.  Adrian,  J.P. 

Mr.  C.  Bartlett,  R.M.N. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 
Sir  Russell  Brain,  Bt.,  D.M., 
P.R.C.P. 


Miss  H.  M. 


Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 

Hedley  ( Secretary ) 


Professor  Aubrey  Lewis,  M.D.,  F.R.C.P.  and  Dr.  E.  B.  Strauss,  D.M.,  F.R.C.P. 
on  behalf  of  the  Royal  College  of  Physicians 

called  and  examined. 


Memorandum  submitted  by  the  Royal  College  of  Physicians 

1.  The  Royal  College  of  Physicians,  on  the  advice  of  their  Committee  on 
Psychological  Medicine,  wish  to  submit  to  the  Royal  Commission  on  the  Law 
relating  to  Mental  Illness  and-  Mental  Deficiency  the  following  Observations: — 

Classification  of  patients  : revision  of  categories 

2.  Certification  with  judicial  order  should  be  reduced  to  the  minimum  and  the 
procedure  for  treatment  of  the  mentally  ill  should  approximate  as  far  as  possible 
to  that  oif  the  physically  ill.  The  majority  of  patients  should  be  treated  on  a 
voluntary  basis.  The  normal  method  of  admission  for  those  who  are  unsuitable 
for  voluntary  treatment  should  be  as  temporary  patients,  i.e.  by  extension  of 
Section  5 of  the  Mental  Treatment  Act,  1930,  with  omission  of  any  reference  to 
being  incapable  of  expressing  willingness  or  unwillingness  to  receive  treatment.  If, 
after  admission  as  a temporary  patient,  a person  persists  in  expressing  his  unwilling- 
ness to  accept  treatment  as  such,  he  should  have  right  of  appeal  to  a visiting 
magistrate  who  may  order  his  discharge,  but  if  satisfied  as  to  the  need  for  treat- 
ment, as  expressed  in  the  medical  recommendations,  may  authorise  his  detention 
under  his  judicial  order.  Thus  the  principal  of  certification  by  a judicial  authority 
should  be  retained  for  a small  number  of  cases  only,  in  the  interests  of  the  patient 
and  for  the  protection  of  the  doctor ; certification  should  be  restricted  to  patients 
deemed  to  be  dangerous  to  themselves  or  to  others,  or  who  are  otherwise  in  need 
of  care,  who  refuse  to  enter,  or  (having  been  admitted)  remain  in,  hospital. 
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3.  Patients  would  then  'be  admitted  to  hospitals  for  treatment  under  the  following 

categmieSoi^ntary  patientSj  (b)  ordinary  (non-statutory)  patients,  (c)  temporary 
patients,  (d)  certified  patients. 

4 Therefore  patients  should  not  ordinarily  be  .admitted  in  the  first  instance  under 

betted  Eg 

practitioners  whonfSdVt  spedSly  recognised  for 

this  purpose. 

4 Orfaio  patients  suitable  for  treatment  in  general  hospitals  .or  in  annexes  or 
JdaS  of  ehher'  Zeral  or  mental  hospitals,  should  not  come  w.thm  the  ambit 
of  the  Board  of  Control. 

^6*^he°preseirt  arrangement^or^urgency  Actf?93of  shoufd 

feretataeTwith  the  possibility  that  the  period  of  retention  in  hospital  tor  observa- 
tion might  he  extended  to  twenty-one  days. 

Patients  under  sixteen  years  of  age 

7 The  present  arrangement  whereby  patients  under  sixteen  may  be  admitted  as 
request  of  parents  or  guardians  should  also  be  retained. 

Physical  treatment  . . , , . . 

s The  nresent  •nractice  for  the  physical  treatment  of  .unwilling  patients  should  be 
coSKtCrP«plef  should  apply  to  patients  temporarily  receded  as 
at  the  moment  apply  to  certified  patients. 

AJdNoatnenw  principles  are  mvcdved^o  far 

tSorZTl iSSrtS  especially  those  who  are  meatally 
disturbed. 

High-grade  defectives,  psychopaths  and  moral  defectives 

in  Rv  the  courtesy  of  the  Royal  Medico-Psychological  Association  the  College 
. 10i  nyihe  nnonrtunitv  of  studying  the  memorandum  of  evidence  to  be  submitted 
b^that  f^flSn  and  to  sympathetically  disposed  to  the  recommendations  m that 
document  dealing  with  mental  deficiency. 

11  The  College,  too,  is  of  the  opinion  that  mental  deficiency  should  be  conceived 
as  a condition  of  arrested  or  incomplete  development  of  mind  as  judged  by  the 
patient’s  social  inadequacy  (italics  ours). 

12  Two  further  recommendations  of  the  Royal  M^ico-Psychological  Association 

seem  to  the  College  to  be  of  special  importance:  (a)  that  temporary  admission  for 
seem  to  tne  way'll ' v should  be  permitted  for  up  to  three  months 

whhoufformSty  and  (6)  that  there  should  be  provision  for  the  admission  without 
orderofcertato  categories'  of  mentally  defective  patients  at  their  own  request  or  at 
the  request  of  their  parents  or  guardians. 

Duly  authorised  officer  and  observation  wards 

13  The  duty  authorised  officer  should  continue  his  functions  as  at  present  and 
observation  wards  should  be  staffed  by  doctors  with  special  experience  of  psychiatry. 
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Juveniles,  maladjusted  persons  and  psychopaths 

14.  (a)  Means  should  he  found  for  dealing,  compulsorily  if  necessary,  with 
psychopaths  ,of  any  age  not  suffering  from  well-defined  mental  illness  or  defect,  but 
showing  behaviour  disorders  of  an  anti-social  kind. 

(b)  Magistrates  should  be  given  extended  powers  to  order,  with  medical  advice, 
compulsory  admission  for  treatment  of  psychopaths  of  this  type  who  commit 
punishable  offences. 

(c)  For  cases  where  .abnormal  behaviour  makes  compulsory  admission  necessary, 
but  no  punishable  offence  has  been  committed,  a special  judicial  order  should  be 
obtained  on  the  advice  of  two  medical  practitioners,  one  of  whom  should  'be 
specially  recognised,  and  under  suitable  safeguards ; and  there  should  be  provision 
for  periodic  review. 

(d)  Special  institutions  of  various  types  should  be  provided  for  such  patients, 
although  some  might  be  admitted  to  mental  hospitals.  The  part  of  the  Act  dealing 
with  the  compulsory  admission  and  treatment  of  psychopaths  should  not  come  into 
force  until  accommodation  has  been  provided. 

Addiction  to  alcohol 

15.  The  College  would  like  to  draw  the  attention  of  the  Royal  Commission  to  the 
problems  associated  with  alcoholics  and  drug-addicts,  and  feels  that  the  whole 
question  of  the  treatment  and  disposal  of  chronic  alcoholics  and  drug-addicts  should 
come  under  review. 


Examination  < 

2510.  ■( Chairman ) : Is  there  anything  you 
would!  like  to  say  as  a general  introduction 
to  your  evidence  before  we  begin  going 

(through  your  paper? (Dr.  Strauss ): 

Only,  Sir,  that  the  memorandum  we  have 
submitted  (is  drawn  up  in  rather  general 
termls1  because  it  was  felt  that  general 
principles  should  perhaps  'be  stressed 
rather  than  detailed  points,  especially  m 
view  of  the  excellent  memorandum  which 
has  been  submitted  to  you  by  the  Royal 
Medico-Psychological  Association. 

25111.  In  paragraph  2 of  your  memo- 
randum you  speak  of  an  extension  of 
Section  5 of  ithe  Mental  Treatment  Act. 
What  kind  of  extension  do  you  mean,  or  do 

you  mean  “extended  use  of”? We 

really  meant,  I think,  “extended  use  of”. 

2512.  There  is  one  point  there  which 
rather  troubles  me.  The  medical  certificate 
in  all  cases  of  judicial  certification  has  to 
certify  not  only  that  the  person  is  of  un- 
sound mind  but  that  he  is  a proper  person 
to  be  detained,  whereas  under  Section  5 
of  the  Mental  Treatment  Act  the  criterion 
•is  that  ithe  patient  is  mentally  ill  and  would 
■benefit  from  treatment.  If  this  temporary 
procedure  became  'the  normal  procedure, 
would  you  feel  entirely  happy  about  sub- 
stituting “ would  benefit  from  treatment 
for  “ a proper  person  to  be  detained  ’ ? — 

I think  perhaps  the  two  provisions  should 
be  catered  for. — (Professor  Lewis):  I think 
at  present  one  does  not  bother  very  much 
about  the  “benefit  from  treatment  part 
if  one  feels  that  the  patient  should!  be  in 
hospital  and  is  incapable  of  expressing  his 
wishes. 


if  Witnesses 

2513.  That  is  another  question.  Do  you 

wish  to  retaim  as  part  of  -the  conditions  of 
admission  under  Section  5 that  there  was  a 
prospect  of  recovery? 1 should  not. 

2514.  You  would  not? No,  I speak 

personally  there. — (Dr.  Strauss) : The 

matter  was  not  considered  particularly  by 
the  Committee,  but  I would  agree  with 
Professor  Lewis'.  I should  not  stress  that 
point. — '( Professor  Lewis):  In  any  case,  it 
seems  to  me  to  turn  on  personal  judgment 
as  to  prognosis,  about  which  there  can  be 
some  latitude  of  legitimate  discrepancy,  so 
that  it  has  very  little  meaning. 

2515.  In  that  case  would  you  not  have 
to  retain  instead,  or  insert  instead,  the  pro- 
vision about  him  being  a proper  person 

to  'be  detained? Yes,  on  the  assumption 

that  one  of  the  proper  reasons  for  detain- 
ing a person  is  his  own  interests  in  respect 
of  treatment  .—(Dr.  Strauss):  Could  they 
both  not  be  incorporated*  and  the  one  which 
did  not  apply  in  that  particular  case  be 
deleted  by  the  doctor?  It  should  perhaps 
ibe  “ and  / or  ”, 

2516.  You  speak  immediately  afterwards 
of  what  is  to  be  done  in  the  case  of  a 
patient  who  persists1  in  expressing  his  un- 
willingness to  accept  treatment.  Is  that 
quite  how  it  arises?  The  patient  usually 
expresses  that  unwillingness  to  be  detained, 

does  he  not? Yes,  I think  we  had  that 

in  mind  as  well— willingness  or  unwilling- 
ness to  remain  in  hospital.— (Professor 
Lewis):  My  own.  impression  here  is  that 
the  wording  is'  unhappy. 

2517.  ft  means  that  the  patient  wants  to 

get  out? Yes. 
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2518.  You  say  that  certification  -by  a 
judicial  authority,  other  than,  an  order  by 
a visiting  magistrate,  should'  be  retained  for 
a small  number  of  cases  only.  What  sort 

of  cases  do  you  envisage? -{Dr.  Strauss t) : 

I think  we  had  in  mind  paranoid  patients, 
patients  suffering  from  paraphrenia  and 
disorders  of  ithat  kind,  who  could  be  very 
troublesome  indeed  and  it  was  felt  that  the 
judiciary  should  share  the  responsibility  for 
the  care  and  treatment  of  such  patients. 

2519.  What  is  the  distinction  between  the 
order  of  a visiting  magistrate  authorising  a 
patient’s  detention  and  certification  by  a 

judicial  authority? (Professor  Lewis):  It 

may  be  unhappy  wording.  The  intention 
was  ithat  the  principle  that  has  obtained  in 
respect  of  certification  as  we  now  know  it 
would  _ apply,  but  in  a slightly  different 
form,  in  the  case  of  the  visiting  magistrate 
making  an  order  on  visiting  the  hospital. 

2520.  You  propose  that  the  visiting  magis- 
trate should  make  an  order  when  any 
patient  refuses  to  accept  treatment,  or  else 
discharge  him,  and  that  certification  by  a 
judicial  authority  should  be  retained  for  a 
small  number  of  other  cases,  such  as 

schizophrenics? Those  who  would  be 

detained  on  the  order  of  the  visiting  magis- 
trate _ are  expected1  to  be  a small  number, 
and  it -is  to  them  -that  this  sentence  about 
the  .principle  of  certification  by  a judicial 
authority  applies. 

2521.  Do  you  mean  the  number  who 
would  refuse  ito  accept  treatment,  oir  the 

number  detained,  would  'be  small? The 

number  who  refuse  to  remain. 

252.  In  paragraph  4 you  say,  “specially 
designated  justices  or  magistrates  should  be 
informed  of  every  temporary  admission1.” 
What  happens  when  they  are  informed? 
What  do  you  envisage  the  magistrates 
doing  ; would  they  just  wait  until  there  is 

an  appeal  from  the  patient? (Dr. 

Strauss ):  It  was  felt  that  these  judicial 
authorities  should  accept  a kind  of  token 
responsibility  for  patients  detained1,  even 
temporarily,  in.  mental  hospitals. 

2523-.  The  responsibility  could  not  be 

a mere  token,  could  it? It  would  be 

slightly  more  than  a token  in  so  far  as  the 
judiciary  would  be  made  officially  aware 
of  such  admissions. 

2524.  Would  they  be  entitled  to  visit 
patients,  in  hospitals  any  time  they  wished, 

within  reason? Yes,  that  was  certainly 

envisaged. 

2525.  And  make  enquiries  as  to  cases? 
If  they  wished  to. 

2526.  They  would  be  in  a position  of 

protectors? Yes. 

2527.  And  if  the  case  had  to  come  up 

to  them  judicially,  owing  to  the  action  of 
the  patient,  they  would  presumably  know 
something  about  the  case  already? Yes. 


2528.  Do  you  envisage  that  a judicial 
order  might  be  asked  for  by  the  hospital 

as  well  as  by  the  patient? Yes.  If  a 

patient,  after  his  admission  into  hospital, 
say  as.  a temporary  patient,  proved  to.  be 
the  kind  of  person  who  belonged  to  that 
■small  category  of  patients,  who.  should1,  in 
•our  view,  be  admitted  under  order  by  a 
judicial  authority,  I think  such  a patient 
should  be  able  to  be  certified  on  the  request 
of  hospital  authorities. 

2529.  Is  it  your  intention  that  patients 

should  be  certified  in  the  first  instance? 

No. 

2530.  If  one  proposes  that  magistrates 

should  have  these  visiting  powers,  and 
so  on,  one  sometimes  meets  the 
objection  that  one  does  not  want  to 
[have  a lot  of  people  fussing  about  a 
patient,  always  in  and  out  of  the  hos- 
pital. What  is  your  general  view  about 
outside  visitors  to  mental  patients? Ex- 

pressing a personal  view,  because  that  par- 
ticular point  was  not  discussed  in  detail  by 
the  Royal  College,  I should  like  to  see  that 
principle  extended  very  widely  so  that  men- 
tal hospitals  should  not  be  isolated  any 
more  than  is  necessary.  They  should  come 
much  more  to  be  regarded  in  the  same 
way  as  general  hospitals  tire.— ^{Professor 
Lewis):  II  think  one  has  to  distinguish 
somewhat  between  relatives  and  friends  of 
the  patient  and  those  who'  come  on  official 
-business..  1 think  the  suggestion  is  often 
made  that  the  public  should  have  access 
to  mental  hospitals  pretty  freely  to  see  what 
goes  on  in  them,  but  that,  though  obviously 
sound,  in  principle,  could  lead  to  some  re- 
version to  the  eighteenth  century  practice 
whereby  people  iwcnt  there  out  of  pervor- 
sion  or  curiosity,  and  patients,  must  be  pro- 
tected against  that.  But  leaving  that  aside 
— I think  the  hospitals  would-  take  care 

that— visits  from  relatives  and  friends 
should  be  on  the  most  generous  scale 
passible,  subject  of  course  to  the  interests 
of  the  patient  which  might  lead  to  one’s 
requesting  a particular  relative  not  to 
visit  because  it  would  upset  the  patient. 
As  regards  official  visits,  we  have  had 
experience  of  this  problem,  as  it  might 
operate  in  the  future,  in  one  hospital  where, 
before  the  Mental  Treatment  Act  of  1930, 
there  were  voluntary  patients.  When  the 
Board  of  Control  started  visiting,  after  the 
1930  Act,  they  considered  it  their  duty  to 
behave  much  as  when  they  went  to  an 
ordinary  mental  hospital,  putting  up  notices, 
reminding  the  patients  of  their  various  rights 
and  asking  them  if  they  were  satisfied  ; after 
one  or  two  such  attempts  on  their  part  to 
follow  what  they  thought  was  the  right  pro- 
cedure it  had  a very  disturbing  effect  on  the 
patients.  The  patients  could  not  make  head 
nor  tail  of  it,  they  had  come  in  much  as 
they  would  .to  an  ordinary  hospital  and  they 
were  surprised  by  all  this.  But  it  seems  to 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  PHYSICIANS 


495 


me  that  official  visitors: — magistrates  in  this 
case — present  no  problem  if  they  behave 
with  commonsense  and  in  conjunction!  with 
the  doctor.  If  they  consider  it  their  duty 
to  pry  and  make  absolutely  sure  that 
nobody  is  being  detained  against  his  wish, 
then  it  could  cause  a lot  of  disturbance  in 
the  hospital. 

2532.  What  you  have  just  said  raises  a 
point  in  paragraph  5,  where  you  say, 

“ Certain  patients,  suitable  for  treatment 
in  general  hospitals  or  in  annexes  or 
special  units  of  either  general  or  mental 
hospitals,  should  not  come  within  the 
ambit  of  the  Board  of  Control.”  If 
they  are  voluntary  patients  they  would 
not  come  within  the  ambit  of  the  Board  of 

Control,  would  they? Voluntary  patients 

are  of  course  dealt  with  under  the  Mental 
Treatment  Act  which,  I suppose,  is  within 
the  ambit  of  the  Board  of  Control.  I 
think  one  point  that  is  always  present  in 
the  minds  of  those  who  work  in  a hos- 
pital taking  voluntary  patients  is  that  they 
are  protected  by  Section  16  of  the 
Mental  Treatment  Act,  and  if,  as  I assume, 
that  is  synonymous  with  being  within  the 
ambit  of  the  Board  of  Control,  it  is  an 
admirable  provision. 

2533.  But  Section  '16,  really,  has  nothing 

■to  do  with  the  Board  of  Control? I may 

be  wrong  in  supposing  that  the  ambit  of 
the  Board  of  Control  is  affected  by  the 
Mental  Treatment  Act. 

2534.  In  other  words,  what  you  really 
mean  >by  this  paragraph  is  that  certain 
patients  should  not  be  statutory  patients? 

(Dr.  Strauss)-.  Yes,  that  is  it.  We 

have  in  mind  the  so-called  neurosis 
centres  in  general  hospitals  where  the 
patients  arc  not  required  to  sign  the  volun- 
tary patient’s  statement.  They  are  treated 
in  precisely  the  same  way  as  a patient  in 
any  other  ward  ini  the  general  hospital. 
They  are  not  statutory  patients. (Profes- 

sor Lewis):  This  is  a precedent:  we  are 
suggesting  it  should  be  extended. 


2535.  (Dr.  Thomas):  Is  that  what  you 
mean  by  u ordinary  (non-statutory)  patients 

in  paragraph  3 (b)l Yes,  Sir.  The  Board 

of  Control,  I think,  has  the  power— I do 
not  say  it  exercises  it — to  dictate  on  the 
form  of  records  of  voluntary  patients.  I 
mention  that  as  a small  instance. 


2536.  (Chairman) : I am  not  clear  about 
these  ordinary  non-statutory  patients,  ibis 
raises  'the  whole  question,  does  ft  not,  of 
the  designation  of  hospitals,  or  parts  of 
hospitals?  'Have  you  any  views  about  the 

future  procedure  in  designation? (Dr. 

Strauss):  (I  am  sorry,  I do-  not  quite  under- 
stand your  question. 

2537.  I think  there  are  several  questions. 
One  is  that  there  are  at  the  Srei?£! 
moment  penalties  under  the  Act  of  lwt 


for  dealing  with  persons  of  unsound  mind, 
or  alleged  to  be  of  unsound  mind  other- 
wise than  in  a designated  mental  hospital. 

That  .is  'the  first  question. ;-Yes.  I do 

not  think  the  point  would  be  likely  to  arise 
in  hospitals  under  the  Ministry  of  Health 
because  the  object  of  that  provision  was 
to  prevent  private  persons  making  private 

gain  out  of  certifiable  patients. 

(Professor  Lewis):  I should  not  say  it  was 
to  prevent  private  persons  making  gam, 
but  to  prevent  patients  being  nursed  and 
cared  for  in  conditions  which  were  unsuit- 
able, such  as  might  obtain  if  a person 
exploited  the  patient  for  gain,  and  we  have 
heard  instances  of  that  in  this  century. 
This  position  is  obviously  unlikely  to  arise 
in  a hospital,  and  therefore,  'there  seems 
very  little  reason  for  distinguishing  sharply 
between  those  parts  of  the  hospital  in  which 
ordinary  patients  are  dealt  with  and  those 
where  voluntary  patients  are  dealt  with.  In 
my  own  hospital  we  have  no  distinction  at 
all.  We  are  not  a mental  hospital,  but  we 
take  some  voluntary  patients,  and  when  a 
patient  is  admitted  no  distinction  is  made 
between  the  voluntary  patient  and  the  non- 
statutory  patient.  The  doctors  _ and  'the 
nurses  have  to  know  of  the  distinction  m 
order  that  the  correct  formalities  are 
observed  if  'the  patient  wishes  to  leave,  of 
course. 


253i8.  There  is  a second  question  on 
designation.  There  is  the  practice  of 
designating  parts  of  a hospital  for  the  pur- 
poses of  Section  20  of  the  Act.  What  is 
your  view  as  to  that?  Does  that  have  un- 
fortunate consequences  where  a patient  is 
received  into  a general  hospital  and  has  to 
be  moved  into  a designated  psychiatric 

ward? (Dr.  Strauss) : It  works  very  well 

in  the  hospital  where  I work,  where  those 
conditions  obtain.  No  patient,  as  matters 
are  at  present,  can  be  admitted'  to  the  ob- 
servation ward  except  through  the  duly 
authorised  officer,  it  works  very  well,  it 
a patient  in  a medical  or  surgical  ward 
becomes  insane  and  unmanageable  we  get 
the  duly  authorised  officer  along  and  at  his 
discretion  the  patient  is  moved  to  the 
observation  ward. 


2539.  It  has  been  stated  that  under  the 
most  strict  interpretation  of  the  law  the  duly 
authorised  officer  cannot  authorise  the 
transfer  of  a hospital  patient  who  is  in 
the  hospital  to  the  designated  part  of  the 
hospital.  The  patient  has  to  be  removed 
to  somewhere  outside  and  then  put  in 

again. (Professor  Lewis):  Does  this 

legal  point  arise  in  respect  of  the  general 
hospital  not  concerned-  with  psychiatric 
cases? 

2540.  A general  hospital  with  a desig- 
nated observation  ward. If  so,,  then  the 

law  is  often  broken.  Of  course,  it  is  done 
on  a three-day  order  and  not  an  urgency 
order. 
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{Chairman):  I have  got  nothing  more 
down  to  paragraph  5.  Would  any  other 
member  of  tlhe  Commission  like  /to  ask  any 
questions? 

2541.  {Dr.  Rees):  I am  still'  not  quite 
clear  as  to  what  would!  happen  in  the  case 
of  the  paranoid  unwilling  patient?  What 
would  be  the  first  step  in  getting  him  under 

treatment? (Dr.  Strauss ):  I should1  have 

■thought  the  procedure  which  is  at  the 
moment  in  force. 

2542.  You  think  he  should  be  certified 

from,  the  beginning? Only  a small  pro- 

portion of  these  patients  would  have  to  be 
certified1  from  the  beginning,  a number  of 
them  could  be  dealt  iwith  as  temporary 
patients.  I think  there  are  a certain  num- 
ber of  really  dangerous  patients  who  should 
perhaps  be  certified  from  the  beginning. 

2543.  Do  you  believe  that  some  of  these 
unwilling  patients  could  be  treated  as  tem- 
porary patients? — ^1  think  that  some  of 
these  unwilling  patients  could  be. 

2544.  And  then,  where  does  the  magis- 
trate come  in? As  at  present.  He  would 

act,  use  the  powers  that  he  already  pos- 
sesses, guided  'by  two  medical  certificates, 
as  at  present. 

2545.  But  many  of  these  paranoid  cases, 

of  course,  get  well,  do  they  not? Yes, 

some  do. 

2546.  And  you  do-  not  think  it  should 

be  made  possible  for  all  of  them'  that  are 
going  to  get  well*  to  get  well  without  certi- 
fication?  1 think  that  would  be  a coun- 

sel of  perfection,  but  .1  do  not  think  it 
would  work  out  well  in  practice. 

2547.  What  advantage  do  you  think  there 

is  in  having  voluntary  patients  and  ordi- 
nary non-sratutory  patients? 1 think  we 

really  had1  in  mind  the  extension  of  what 
exists  at  the  moment  on  a small  scale, 
namely  psychiatric  wards  in  general  hospi- 
tals, teaching  or  otherwise. — ( Professor 
Lewis):  Perhaps  f could  give  what  seems 
to  me  a cogent  reason  for  retaining  volun- 
tary patients  as  distinct  from  non-statutory. 
Many  voluntary  patients  are  depressed,  and 
in  order  to  save  their  lives  or  to  maintain 
their  condition  it  is  necessary  to  feed  them 
against  their  will  with  artificial  methods.  1 
think  if  one  did  that  ‘frequently  to  patients 
who  were  in  no  way  legally  covered  as 
voluntary  patients  an  action  might  conceiv- 
ably be  brought  against  the  doctor  by  a 
resentful  patient  subsequently  on  the  ground 
that  he  had  committed  mayhem,  or  whatever 
the  appropriate  legal  term  is,  on  this  patient, 
and  therefore,  there  are  considerable  ad- 
vantages in  having  a.  distinction  drawn  toe- 
between  those  who  are  entirely  like  general 
patients  in  a hospital  and  those  who  are 
''there  because  oif  itheir  mental  disorder. 
Willing  patients  on  the  whole  may  some- 
times require  things  to  be  done  for  them 
towards  which  they  feel  unwilling.  I may 


say  we  have  never  found  any  practical 
difficulty  in  tube-feeding  voluntary  patients, 
to  take  that  instance,  but  I should  not  like 
to  have  to  do  it  on  people  who  arc  in  the 
ward  without  any  cover  at  all. 

2548.  You  do  not  think  that  after  the 
patient  has  signed  an  admission  form  the 
doctor  can  do  anything  that  he  likes  with 
him,  do  you? — -Certainly  not. 

2549.  Do  you  think  that  in  general  hospi- 
tals, where  the  patients  are  there  as  ordi- 
nary patients,  there  should  be  the  right  to 

detain  these  patients  in  locked  wards? 

I should  be  opposed  to  it. 

2550.  You  do  not  believe  you  should 
have  the  power  of  detaining  these  patients 

against  their  will  in  a locked'  ward? 

You  might  have  to  hold  'Somebody  under 
restraint  for  a very  short  period  in  an 
emergency,  but  I would  not  contemplate 
having  provision  for  the  detention  of 
patients  against  their  will  in  a general 
hospital. 

2551.  You  would  not  be  able  to  control 

itihem  against  ■their'  iwish? iNdt  detain 

them  against  their  wish  in  a general  hospi- 
tal, unless  you  had  special  provision,  such 
as  an  observation  ward,  wiitlh  legal  provi- 
sions. 

2552.  if  Mr.  Jackson):  You  are  contem- 
plating that  there  would  be  an  appreciable 
number  of  temporary  .patients  who  in  fact 
may  be  there  against  their  will,  but  that  if 
you  want  to  go  on  holding  them  against 
their  will  then  it  would  be  necessary  to 
call  in  the  justice,  is  that  it? — -(Dr. 
Strauss):  Yes. 

2553.  What;  sort  of  period  are  you  con- 
templating between  the  admission  and  the 

time  of  calling  in  the  justice? 

(Professor  Lewis):  The  Committee  did  not 
address  itself  to  the  problem.  II.  think  we 
were  more  concerned  with  seeing  that  if 
after  a few  weeks  the  patient  felt  he  was 
being  detained  unjustly,  he  should1  have 
this  right  to  appeal.  We  did  not  consider 
the  period. 

2554.  When  you  spoke  about  justices  go- 
ing to  hospitals,  what  were  they  to  do  if 
they  had  not  actually  got  any  particular 
case  to  decide?  You  said  they  were  not  to 
pry,  they  were  not  apparently  to  inspect, 

what  are  they  to  do? IMy  personal  view 

is  that  they  have  no  need  >to  come. 

2555.  They  would  only  come  in  fact  if 

there  is  some  decision  to  be  made? Yes, 

arising  perhaps  from  a request  by  a patient, 
or  by  his  relatives  or  from  the  .medical  staff 
of  the  hospital. 

2556.  (Sir  Russell  Brain):  Do  you  feel 
that  it  is  desirable  to  obtain  judicial 
authority  in  the  interests  of  the  doctor,  as 

a safeguard? (Dr.  Strauss):  That  I think 

was  the  chief  reason  behind  our  recom- 
mendation. 
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2557.  And  also  no  doubt  sometimes  in 

the  patient’s  interests? Yes,  frequently. 

2558.  So  that,  to  go  back  to  the  paranoid 
patient,  although  it  might  be  desirable  on 
theorelioal  grounds  to  treat  him  as  a tem- 
porary patient,  other  considerations  might 
enter  in  which  would  make  it  necessary  to 
detain  him?  Just  to  clarify  one  point,  would 
you  agree  that  some  -patients  might  protest 
very  much  against  being  detained,  yet 
might  not  be  capable  of  appreciating  what 
steps  to  take  to  apply  for  the  intervention 
of  the  judicial  authority,  and  that  would 
be  one  reason  why  the  hospital  authorities 
should  be  equally  free  to  call  them  if 

necessary? (Professor  Lewis):  May  I 

say  at  this  point  that  we  have  been 
stressing  the  paranoid  patient,  but  you 
must  have  regard  to  the  patient  who  is 
bent  on  suicide  and  in  that  sense  is  un- 
willing to  remain.  Clearly  to  give  him  his 
freedom  would  be  wrong.  There  must 
be  powers  of  detention,  and  for  that  reason 
I think  that  voluntary  patients,,  such  as 
these  patients  would  -be,  should  have  to  give 
at  least  twenty-four  hours’  notice  of  their 
intention  to  leave,  in  order  that  the  hospital 
may  make  appropriate  arrangements  for 
the  relatives  to  come  and'  take  responsi- 
bility, or  to  arrange  for  the  patient’s  trans- 
fer. To  give  complete  latitude  to  the  de- 
pressed patients  who  wish  to  commit 
suicide  would  be  improper,  and  steps  must 
be  taken  to  ensure  that  they  can  be  de- 
tained. 

2559.  (Chairman):  iDo  you  want  to  re- 
tain, under  Section  I of  the  Mental  Treat- 
ment Act,  the  formality  of  patients  signing 
an  application  and  having  to  give  notice? 
1 do  not  think  that  it  is  quite  so  im- 
portant that  they  should  sign,  I can  con- 
cede that  a verbal  statement  might  be 
sufficient,  although  on  the  whole  a written 
statement  is  preferable  since  verbal  state- 
ments can  be  disputed.  But  _ once  _ a 
request  has  been  made,  whether  in  writing 
or  otherwise,  'I  think  there  should  be  an 
interval  in  which  arrangements  can  be  made, 
bearing  in  mind  the  risks  that  attend  the 
summary  discharge  of  the  patient  from  hos- 
pital either  because  he  wishes  to  harm  -him: 
self  or  he  wishes  to  harm  others. 

25-60.  (Sir  Russell  Brain):  If  there  is  a 
need  to  obtain  judicial  authority  in  the 
interests  of  a .patient,  it  will  not  follow  that 
you  should  wait  a long  .period,  like  a year, 
before  calling  in  the  justice?  IHe  should 

be  called  in  before,  should  he  not? 

Yes. 

2561.  In  your  experience  do  duly  auth- 
orised officers  ever  refuse  to  accept  the 
advice  of  a doctor  when  they  are  called, 
let  us  say,  to  a patient  in  hospital,  and 
refuse  to  transfer  him? That  has  hap- 

pened in  my  experience — not  frequently,  of 
course — -when  a patient  has  -been  seen  in 
an  out-patient  department  and  has  been 

30593 


recommended  for  admission  to  -the  observa- 
tion ward,  and  the  duly  authorised  officer, 
acting  within  his  powers,  has  said,  “ I do 
not  agree.  I have  seen  this  .person  and  I 
do  not  think  he  needs  to  be  admitted  ”, 
and  he  has  refused  to  do  so.  I thought 
he  was  ill-advised,  hut  !I  do  not  think  he 
was  acting  outside  his  statutory  rights. — 
(Dr.  Strauss ) : In  my  experience  that  has  no-t 
happened  in  hospital,  but  it  -has  happened 
ori  more  than  one  occasion  outside  hospital. 

2562.  (Dr.  Rees):  Do  you  think  they 
should  'be  empowered  to  override  specialist 

advice  in  this  way? (( Professor  Lewis): 

I think  not,  but  it  is  difficult  to  distin- 
guish between  specialist  advice  and  non- 
specialist advice.  Sometimes  practitioners 
do  perhaps  make  a recommendation  which 
by  the  time  the  duly  authorized  officer 
arrives  may  appear  to  be  rather  unnecessary. 

2563.  (Chairman):  In  paragraph  5 you 

use  the  words,  “ or  mental  hospitals  ”. 
That  raises  the  third  question-  on.  desig- 
nation and  the  present  provisions  of  the 
law  that  nobody  but  a statutory  patient 
may  be  treated  in  a mental  hospital.  Do 
you  think  that  provision  of  the  law 
should  be  altered  and  there  should  'be 
greater  freedom  of  admitting  non- 
certifia-ble,  non-statutory  patients? Men- 

tal hospitals  do  at  present,  of  course,  admit 
large  numbers  of  people  who  are  not  certi- 
fiable. lLarge  numbers  of  neurotics  go  in 
as  voluntary  patients. 

2564.  You  are  speaking  of  statutory  vol- 
untary patients,  are  you? -Yes. 

2565.  'But  you  are  speaking  in  paragraph 
5 of  the  non-statutory  patient.  The  non- 
statutory  patient  cannot  now  be  admitted 
into  a mental  hospital  except  into  a special 

de-designat-ed1  section? (Dr.  Strauss): 

I think  it  was  felt  by  the  Royal  College 
that  mental  hospitals  should  (have  oppor- 
tunities for  admitting  non-statutory  patients-. 
-A(Professor  Lewis):  II  think  the  point  is 
that  -they  now  admit  non-statutory  patients 
to  special  parts  of  the  hospital  which  are 
not  designated:  I see  no-  particular  reason 
for  insisting  on  that  distinction. 

2566.  (Sir  Cecil  Oakes):  IMay  I ask  a 
question  on  -paragraph  4?  If  I understand 
Professor  Lewis’s  answers  aright,  he  hopes 
the  justices  will  go  and)  visit  only  when  they 
are  asked  to  go.  -I  cannot  quite  see  the 
reason  why  it  should  be  made  essential  that 
the  justices  should  be  informed  o-f  all  tem- 
porary admissions.  Why  is  i-t  necessary? 

1 am.  afraid  I was  not  present  when 

this  particular  point  was  discussed,  but  mv 
impression  has  been  that  if  a justice  gets 
a letter  about  a patient  he  would  have  some 
information  abou-t  the  existence  of  this  man 
and  would  not  be  confronted  with  an 
entirely  iioVel  application  if  or  when  it 
arose. 

A 3 
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2567.  'But  you  suggest  that  every  tem- 

porary admission  should,  ibe  notified1  to  'the 
visiting  justices.  What  is  the  purpose  of 
that? {Dr.  Strauss)-.  I think  the  pur- 

pose is,  .as  Professor  Lewis  just  stated,  that 
the  judiciary  should  already  have  the 
information  in  their  possession  that  such 
and1  suoh  a person  has  been  admitted  into 
such  and  such  a mental  hospital  as  a tem- 
porary measure  so  that  if  there  are 
enquiries  his  name  is1  already  on  an  official 
list. 

2568.  Hf  that  is  your  ground  .for  the  sug- 

gestion, would  dt  not  be  simpler  to  notify 
the  justices’  clerk,  rather  than  give  the 
justice  a file  of  names  that  mean  nothing  to 
him? Yes. 

2569.  {Sir  Russell  Brain)-.  It  would  mean 
really  that  no  person  couldi  foe  detained 
without  the  immediate  knowledge  of  the 
authorities,  even  if  no  action  was  called 
for  from  them? — • — Yes,  exactly. 

'2570.  {Chairman)-.  I have  a question  to 
ask  on  paragraph  6 about  urgency  orders. 
If  the  normal  procedure  is  to  be  on  the 
lines  of  Section  5 of  the  Mental  Treat- 
ment Act,  what  case  is  there  for  these 
summary  procedures  except  in  the  case  of 

real  emergency — violence,  and  so  on? 

I think  it  frequently  happens  that  a 
psychiatrist  is  called  in  to  see  a patient  in 
a private  house  where  the  circumstances  are 
suoh  that  'the  patient’s  removal  for  care 
and  protection  is  essential,  and  when  it  is 
felt  that  it  is  not  desirable  for  the  admis- 
sion to  a mental  hospital  to  take  place  by 
way  of  an  observation  ward — incidentally 
there  are  not  nearly  enough  observation 
wards — andi  also  when  the  observation  ward 
in  the  district  is  'full,  and1  there  is  no  pos- 
sibility of  admitting  him.  In  such  instances 
I think  it  is  absolutely  essential'  to  be  able 
to  sign  an  emergency  order  then  and1  there 
without  calling  in  the  duly  authorised 
officer. 

2571.  But  under  an  extended  Section  5, 

. the  formality  required  is  simply  the  con- 
sent of  the  receiving  hospital  and  two1  medi- 
cal certificates,  and1  the  consent  of  the 
relatives.  There  may  foe  cases  where  there 
is  no_  attempt  to  get  -the  consent  of  the 
receiving  hospital.  In  your  example,  where 
• the  psychiatrist  has  already  been  called'  in, 
if  there  is  a family  doctor  there  will  foe  no 
difficulty  about  the  two  medical  certificates. 
One  might  drop  one  or  two'  of  the  .require- 
ments of  Section  5 of  the  Mental  Treatment 
Act  ,in  the  case  of  real  urgency,  but  is  there 
a case  for  different  statutory  procedure?' 
I am  asking  only  because  one  knows  that 
like  'Gresham’s  Law  a summary  procedure 
drives  out  the  more  formal  procedure.  It 
is  so  easy  andi  so  'convenient  that  it  becomes 

universal.-; Of  course  there  is  always  the 

safeguard  that  the  urgency  order  is  only 
good  for  seven  days  and'  within  those  seven 
days  the  whole  situation  might  change.  T 


think  it  is  a useful  procedure  for  dealing 
with  those  emergencies. 

2572.  '{Mrs.  Adrian)-.  Are  you  suggesting 
that  what  you  want  is  not  only  an  emer- 
gency procedure  but  also  an  observation 
procedure,  that  there  are  cases  which  if  you 
could1  send  them  to  hospital  for  a short 
period  might  not  even  need  a temporary 

order? 1 think  it  is  highly  desirable  -that 

the  number  of  observation  wards  up  and 
down  the  country  should  foe  multiplied  so 
that  provision  could1  be  made  for  all  such 
cases  at  a moment’s  notice,  but  I do  not 
think  that  is  likely  to  take  place  for  some 
considerable  time. 

2573.  Have  you  any  views  on  the  designa- 
tion of  a mental  hospital  for  such  cases? 
R is  done  in  some  ports  of  the  country 
where  there  is  no  observation  ward  in  any 

other  hospital. 1 really  had  not  given 

much  thought  to  that  point. 

2574.  (Sir  Russell  Brain):  The  urgency 
order  is  a form  of  temporary  certification? 
Yes. 

2575.  {Chairman):  On  paragraph  8 of 
your  memorandum,  what  is  the  present 

practice  about  physical  treatment? The 

present  practice  is  that  in  the  case  of  the 
unwilling  patient  the  consent  of  relatives  is 
required  for  certain  physical  treatments, 
notably  electro-convulsion  treatment,  leuco- 
tomy,  and  insulin  coma. 

2576.  And  in  the  ease  of  the  certified 
person,  who  would!  continue  to  be  certified 
under  your  proposal  in  a small  num.be r 
of  cases,  there  might  quite  well  'be  cases 
where  there  are  no  relatives'  to  give  consent, 

what  happens  there? 1 should  think 

that  would  depend  upon  the  discretion  of 
the  physician  superintendent. — (Professor 

Lewis):  T think  the  physical  treatment  men- 
tioned here  is  intended  to  refer  o.nlv  to 
the  three  (procedures  of  electro-convulsion 
treatment,  insulin  treatment  and  leucotomy. 
There  arc  other  physical  treatments,  of 
course,  which  one  would  apply  even  against 
the  will  of  the  patient,  because  one  is  so 
much  more  certain  of  their  effect. 

2577.  There  are  always  on  the  horizon 
new  and  rather  doubtful  drugs;  do  they 

come  under  the  same  heading? iNo,  T 

think  they  should  be  proved  physical  treat- 
ments that  have  demons' rated  their  efficacy. 
T .think  that  so  long  as  the  physical  treat- 
ment is  in  the  experimental  stage,  where  the 
efficacy  has  to  be  proved,  it  should  not  be 
applied  ; certainly  not  if  the  patient  has  no 
relatives  to  consent  and  the  patient’s  own 
consent  cannot  be  obtained. 

(Chairman):  I have  nothing  more  to  ask 
on  mental  illness.  Paragraph  10  introduces 
the  subject  of  mental  defectives.  Have 
members  of  the  Commission  anv  aues'tipns 
to  put  up  to  the  end  of  paragraph  9? 

257<8.  (Mr.  Bartlett):  I would  like  to  ask 
the  witnesses  what  chronological  age  they 
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have  in  mind  when  they  speak  of  the 

“ aged  ” in  paragraph  9? {Dr.  Strauss) : 

I suppose  anything  from  70  onwards.— 
( Professor  Lewis):  I confess  I thought  of 
people  a little  older  than  the  average  age 
of  the  members  of  our  committee,  let  us 
say  people  about  -60  -and  -o-Vier.  We  may 
not  call  -ourselves  aged,  but  we  a-re  getting 
on ! — {Dr.  Strauss ):  On  the  other  -hand 
there  is  senile  dementia  which  has  to  be 
taken  account  of  ; I think  most  of  us-  have 
the  senile  dements  in-  mind. 

2579.  And  for  that  type  oif  patient  you 

are  suggesting  tha-t  there  should  he  no 
process  of  certification? Yes. 

2580.  {Chairman):  Have  the  words 

“ senile  dementia  ” which  are  used  very 
freely  iby  laymen  any  real  medical  meaning? 

Yes,  Sir. — ( Professor  Lewis):  I think 

dementia  has  a precise  meaning  which  can 
be  defined  very  narrowly  indeed.  If  one 
applies  “ senile  ”,  which  depends  on  one’s 
opinion  as  to  when  old  age  strictly  begins, 
there  are  really  two  terms,  pre-senile  and 
senile.  The  term  senile  dementia  is  com- 
monly applied  to  almost  anybody  over  the 
age  of  fifty  who  develops  dementia.  The 
point  at  which  dementia  can  strictly  he 
called;  senile  _ depends  on  the-  individual 
psychiatrist’s  view  as  to  when  senility  begins, 
and  he  has  no  means  of  determining 
whether  a particular  instance  ,of  dementia 
shows  the  characteristics  of  senile  dementia 
or  not  in  a person  of,  say,  over  fifty. 

2581.  I see.  Dementia  is  quite  definitely 
diagnosa-ble  'but  senility  is  a matter  of 

opinion? Yes.  It  really  depends  on 

this:  one  says,  “This  patient  exhibits  a 
dementia  of  the  type  that  is  connected  with 
elderly  people”. 

2582.  {Dr.  Rees) : Could  you  tell  us  what 
proportion  of  old  people  suffering  from 
mental  illness  are  in  fact  suffering  from 

senile  dementia? 1 have  no  idea.  It 

varies  enormously  according  to  the  method 
of  ascertainment.  In-  America  they  believe 
the  prevalence  is  very  high.  They  judge 
it  from  mental  hospital  statistics  in  certain 
Slates  -that  offer,  incidentally,  accommoda- 
tion to  these  people  on  so  generous  a basis 
that  they  get  a very  much  higher  figure 
than  you  get  in  -this  country,  where  beds  for 
admission  are  restricted.  So  -one  has  to 
consider  where  one  sets  the  dividing  line 
between  the  normal  processes  or  the 
depressions  of  age  and  this  gross  morbid 
condition  one  calls  senile  dementia.  I do 
not  think  there  could  be  an  accurate  answer, 
and  I cannot  give  even  an  inaccurate  one. 

25-83.  Would  you  regard  senile  dementia 

as  an  irrecoverable  condition? By 

definition  it  is  inherent  in  .the  term,  yes. 


2584.  But  in  fact  many  elderly  mentally 

ill  patients  do  get  well? They  do  not 

have  senile  dementia.  Many  elderly  people 
are  subject  to  illnesses  other  than  dementia, 
just  as  th-e  younger  people  are.  Senile 
dementia  must,  _'by  definition,  ibe  an  irre- 
coverable condition- ; it  would  not  be  right 
to  call  it  dementia  if  it  were  not. 

2585.  (Sir  Russell  Brain):  The  relation- 
ship between  the  age  and  the  dementia  is 
a very  complex  one  which  is  -by  no  means 

clear? If  is  extremely  obscure.  The 

difficulty  of  demonstrating  senile  dementia 
on  any  pathological  basis  is  very  great.  If 
you  examine  the  brain  for  senile  dementia 
it  commonly  shows  general  signs  of  ageing, 
and  therefore  the  relationship  is  a very 
difficult  one. 

2586.  Would  you  also  agree  that  degrees 
exist  between  normality  and  complete 
dementia  in  relation  to-  age? — —Certainly. 
— {Dr.  Strauss) : The  situation  I should 
think  is  further  complicated  by  the  type  of 
dementia,  which  may  not  be  altogether 
irrecoverable,  associated  with  arterial 
disease  in  the  elderly. 

2587.  {Chairman):  -Lot  us  pass  to  mental 
deficiency.  I was  a little  surprised  by  your 
proposal  in  paragraph  11  that,  “mental 
deficiency  should  be  conceived  as  a condi- 
tion -of  arrested  -or  incomplete  development 
of  mind  as  judged-  by  (the  patient’s  social 

inadequacy”. {Professor  Lewis):  This  is, 

badly  expressed.  We  did  not,  I am  sure, 
mean  just  that,  since  many  people  are 
socially  inadequate  who  are  not  mentally 
sub-normal  or  mentally  defective.  What  we 
had  in  mind  was  that  it  should  be  con- 
ceived as  a condition  of  arrested  or 
incomplete  development  of  mind  associated 
with  intellectual  inadequacy  confirmed  by 
intelligence  tests,  but  the  need  for  admis- 
sion to  a hospital  or  institution  should  be 
judged  entirely  by  the  patient’s  social 
inadequacy  and  not  by  the  low  intelligence 
quotient  alone. 

2588.  The  low  intelligence  quotient  then 
would  be  essential  -to  the  definition  as 

mentally  deficient? Yes.— (Dr.  Strauss): 

I d-o  not  think  -that  is  quite  the  intention 
o-f  -the  memorandum  of  the  Royal  College. 
I think  what  -the  Royal  College  bad  in-  mind 
was  that  a low  intelligence  quotient  should 
not  -of  itself  -be  regarded  as  the  criterion  for 
the  admission  of  a patient  to  a mental 
deficiency  institution-.  We  also  had  in 
mind  it-he  difficulties  which  arise  in  that 
respect  at  the  moment.  There  are  many 
mental  deficiency  institutions  which  will  not 
admit  a patient  with  am  intelligence 
quotient  of  over  60  when  such  a patient 
might  be  requiring  the  services  in  such  an 
institution  more  urgently  than  a patient  with 
a lower  intelligence  quotient.  _ The  patient 
wh-o  has  an  intelligence  quotient  of  70  or 
75  and  is  inadequate  from  the  social  point 
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of  view  might  require  the  care,  protec- 
tion and  'training  which  can  only  be  pro- 
vided' 'by  the  mental  deficiency  institution, 
and  I think  that  was  in  the  mind  of  the 
Committee. — i (Professor  Lewis):  The  use  or 
itihe  word  “.low”  is  important.  An  intelli- 
gence quotient  of  75  or  80  is  low,  and  I 
meant  that  when  I said  a low  intelligence 
quotient  was  essential. — (Dr.  Strauss ):  It  is 
very  difficult  to  get  a patient  with  an 
intelligence  quotient  of  75  or  80  admitted 
to  a mental  deficiency  institution. 


2589.  I 'have  visited  a mental  deficiency 
institution  where  some  of  the  younger 
inmates  have  an  intelligence  quotient  of  over 

100. \{Professor  Lewis ) : There  are 

certain  points  about  that.  I was  concerned 
in  a rather  careful  investigation  of  patients 
in  a particular  mental  deficiency  institution. 
These  people,  had1  been  admitted  at  a time 
when  it  was  supposed  that  their  intelligence 
quotient  was  about  80  or  90  but  when 
tested  after  they  had  been  in  the  institution 
for  some  time,  tested  it  is  true  by  other 
investigators,  itheir  intelligence  quotient  was 
of  the  order  in  some  cases  of  over  100. 
We  must  draw  a distinction  between  what 
the  patient’s  true  intelligence  quotient  may 
be  if  he  is  given  the  maximum  opportunity 
for  demonstrating  it,  and  what  it  was  found 
to  be  at  the  time  when  he  was  ascertained. 

I think  that  even  the  measurement  of  the 
intelligence  quotient  reflects  the  social  and 
emotional  background  of  the  patient,  and 
no  one  has  yet  succeeded  in  inventing  a 
method  of  measuring  intelligence  which  will 
by-pas9  Ibis'  difficulty. 

2590.  (Dr.  Thomas) : You  actually  would 
not  wish  a determination  of  intelligence 
quotient  'essentially  to  exclude  a patient 
from  a mental  deficiency  hospital  if  there 
were  other  personality  defects  which 
might  account  _ for  a previous  lower 
intelligence  quotient? Speaking  for  my- 

self I would  not  like  to  see  a person  of 
normal  intelligence  treated  in  a mental 
deficiency  institution,  unless  that  institution 
made  special  provision  for  such  people,  but 
I recognise  -that  the  dividing  line  is 
arbitrary.  You  lean  say  an  intelligence 
quotient  of  80  or  90  or  60  is  the  dividing 
line,  and  that  is  quite  arbitrary.  I have 
myself  tried  to  get  patients  with  intelligence 
quotients  of  102,  105  and  so  on  into  a 
mental  deficiency  institution,  because  I 
believed  they  would  get  better  care  there,  but 
I did  it  reluctantly,  and  I do  not  believe  it 
is  a 'sensible  plan.  There  should  be 
proper  accommodation  for  the  treatment  of 
the  initellectual'ly  normal  who  have  these 
abnormalities  of  emotional  development 
and  require  special  treatment.  I think  the 
insistence  on  provision  either  in  mental  hos- 
pitals or  general  hospitals'  for  the  mal- 
adjusted adolescent,  the  psychotic  child  and 
■so  forth  is  a step  in  that  direction.  Any 


provision  for  making  mental  deficiency 
institutions  serve  the  needs  of  that  group  of 
people  who  have  normal  intelligence  seems 
to  me  to  alter  the  purpose  of  the  mental 
deficiency  institution,  and*  would  require 
fresh  thought  on  the  whole  training  and 
purpose  of  the  work  in  -such  hospitals.  1 
can  see  a good  argument  for  a complete 
redirection  of  policy  in  regard  to  the  menial 
deficiency  institutions,  making  them 
psychiatric  institutions  for  the  young  or  for 
the  maladjusted,  but  unless  that  is  con- 
templated, I would  be  reluctant  to  picture 
the  intellectually  adequate  going  into  such 
places  because  they  were  socially  inadequate 
and  were  in  fact  psychopathic  personalities. 


2591.  (Chairman):  'Docs  that  indicate 

that  there  is  a case  for  a .new  line  of 
division,  with  the  term  “ mental  defective  ” 
being  used  for  a person  with  a low 
intelligence  quotient,  and  with  any  other 
person  showing  anti-social  factors  of 
maladjustment,  emotional  misbehaviour  and 
so  on  being  treated  under  your  heading 
for  paragraph  14,  “juveniles,  maladjusted 

persons  and  psychopaths”? It  seems  to 

me  that  the  mental  defectives  come  into  a 
hospital  either  because  they  are  idiots,  or 
low-grade  imbeciles,  or  because  they  are 
psychopathic  personalities,  and  practically 
all  the  high-grade  defectives  coming  into 
the  institution  are  people  with  psychopathic 
trends  of  one  kind  or  another,  not  neces- 
sarily the  anti-social  psychopath,  but 
psychopaths  in  other  ways,  unfitted  to  cope 
with  the  demand  of  ordinary  life  because 
of  their  personality  defects.  I do  not 
think  one  can  conceive  of  an  institution 
which  will  cope  satisfactorily  with  idiots 
and  imbeciles  on,  the  one  hand,  and  -with 
these  high-grade  psychopathic  people  on 
the  other.  The  former  group  present  no 
great  problem  ; it  is  a general  medical  issue 
with  which  one  is  familiar.  There  -would 
probably  be  great  advantages  in  dealing 
with  the  high-grade  defectives  and  the 
people  of  psychopathic  personality  or 
average  intelligence  together,  but  then  one 
would  have  to  dismiss  from _ ones  mind 
the  notion  of  the  mental  deficiency  institu- 
tion as  such.  The  institution  would  have 
to  provide  social  amenities,  and  would  nave 
to  be  located  near  an  industrial  community : 
it  would  have  'to  have  workshops  and 
psychotherapeutic  facilities  and  you  would 
have  to  recruit  a different  and  larger  number 
of  grades  of  ancillary  staff  than  is  done  at 
present.  The  whole  situation  would  be 
changed. 


2592.  Am  I right  ini  thinking  that  before 
the  National  Health  Act.  the  (London 
County  Council  made  special  efforts'  and 
had  sufficient  numbers  to  classify  institu- 
tions according  to  the  grade  of  mental 
defect?  Did  the  institution  which 
specialised1  in  high-grade  mental  defectives 
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approach  somewhere  near  to  the  special 
institutions  which  you  envisage  for 
maladjusted  and  psychopathic  personalities? 

1 do  not  think  that  before  the  war  they 

reached  that  level.  They  did  classify,  and 
that  classification,  had  many  advantages, 
but  I do  not  think  that  they  provided  in 
the  hospitals  reserved  for  the  .high-grade 
defectives  the  full  range  of  training  and 
social  rehabilitation  which  is  desirable,  and 
which  1 believe  has  been  attained  in  some 
hospitals  since  the  war. 

_ 2593'.  In  some  mental  deficiency  hos- 
pitals?  Yes.  The  Medical  Research 

Council  has  had  an  Occupational  Adapta- 
tion Unit  which  has  concerned  itself 
specially  with  this  problem  and  worked 
in  two  mental  deficiency  institutions  near 
London.  With  the  support  of  the  staff  of 
those  hopitals  they  were  enabled  to  bring 
a very  large  degree  of  rehabilitation  into 
evidence  in  those  places.  I assume  it 
happened  elsewhere  also  ; I am  not  suggest- 
ing it  is  limited  to  those  two  hospitals  in 
London. 

2594.  I suppose  that  you  would  advocate 
the  elimination  from  the  Mental  (Deficiency 
Act  of  the  category  of  moral  defectives? 
1 would,  yes. 

25(95.  (Dr.  Thomas ):  Following  what  you 
have  just  been  saying,  one  has  to  conceive 
an  arbitrary  _ dividing  line  somewhere 
between  the  idiots  and!  imbeciles,  and  what 
are  now  regarded  as  the  feeble-minded 
persons,  who  constitute  a large  proportion 
of  the  patients  in  the  average  mental 
deficiency  hospital.  'Have  the  College  in 
mind  that  new  legislation  should  separate 
the  lower  grade  cases  from  the  higher  grade 
cases,  and  that  the  higher  grade  should 
be  grouped  together  with  the  inadequate 
psychopaths  and  possibly  other  types  of 

psychopaths? 1 cannot  speak  for  the 

College,  .but  my  own  view  is  that  it  should. 
— (Dr.  Strauss ):  I think  that  was  the 
general  feeling. 

2596.  How  much  of  the  range  of  psycho- 
paths do  you  envisage  that  such  legislation 

should  cover? We  thought  that  the 

whole  problem  was  as  yet  so  purely  ex- 
ploratory and  so  full  of  difficulties, 
theoretical  as  well  as  practical,  that  we 
would  prefer  to  wait. 

2597.  Do  you  envisage  in  your  general 
attitude  that  there  should  be  a contraction 
in  the  range  of  patients  who  are  dealt  with 
now  by  the  Mental  Deficiency  Acts,  in 
other  word's  that  the  upper  limit  should  be 
brought  to  a lower  level?  Is  that  the  view 

of  the  College? No,  I should  not  have 

thought  so.  If  anything  expansion,  rather 
than  contraction. — {Professor  Lewis) : 
Could  I just  say  one  word  more  on  that 
point.  I did  not  quite  see  the  matter  as 
Dr.  Strauss  has  put  it.  It  seems  to  me 
that  the  high-grade  defective  only  gets  into 


an  institution,  and  probably  is  only  ascer- 
tained and  dealt  with  under  a statutory 
provision,  if  he  has  committed  an  anti-social 
act.  There  are  in  fact  large  numbers  of 
high-grade  defectives  in  the  community 
who  have  not  committed  an  anti-social  act 
leading  to  their  being  brought  to  the  notice 
of  the  authorities.  As  I see  it  there  is  no 
other  distinction  between  these  high-grade 
defectives  in  the  community,  whom  nobody 
thinks  of  as  defectives,  and  those  who  are 
dealt  with  under  the  Mental  Deficiency  Act, 
than  that  the  latter  group  have  annoyed 
society  in  some  way,  either  in  the  persons 
of  their  family  or  in  the  wider  sense. 

2598.  (Dr.  Thomas ):  You  would  include  in 
your  treatment  under  the  Mental  Deficiency 
Act  the  kind  of  defective  with  a limited 
intelligence  who  does  not  commit  an 
offence,  but  fails  to  maintain  himself  in  the 

community? Yes.  Of  course  anti-social 

is  the  wrong  word,  there  is  nothing  anta- 
gonistic to  society  as  such  in  that,  but  I 
regard  him  as  a social  problem,  a social 
misfit,  a person  who  requires  special  social 
bulwarks  or  support  in  society. 

2599.  (Mrs.  Adrian ):  Could  I ask  which 
authority  you  feel  could  give  him  possibly 
the  extra  and  longer  training  which  might 
enable  him  to  establish  himself  in  society? 

1 think  it  should  be  an  institution  not 

unlike  such  a place  as  Darenth  now  is,  in 
other  words  a hospital  organised  on  the 
basis  of  anticipating  the  return  to  the  com- 
munity for  the  bulk  of  those  whom  it 
receives,  having  a staff  who  concern  them- 
selves on  the  one  hand  with  care  and  super- 
vision, and  on  the  other  supervising  work- 
shops. There  would  be  a planned  series  of 
stages,  first  in  the  workshops,  then  on  piece- 
work brought  from  the  community,  we  will 
say,  into  the  workshops,  then  going  out  into 
the  community  but  returning  to  what  is  in 
effect  a night  hospital  only,  and  then  return- 
ing fully  to  the  community  under 
supervision. 

2600.  But  not  under  the  Mental  De- 
ficiency Act? -Not  under  the  Mental 

Deficiency  Act  unless  the  Mental  Deficiency 
Act  continues  to  care  for  the  people  in  the 
high-grade  defective  group. 

2601.  But  if  a division  is  to  be  made 

then  these  people  would  be  in  the  new 
division? Y es. 

2602.  (Sir  Russell  Brain):  Perhaps  it  is 

rather  difficult  to  decide  in  principle,  but 
would  you  agree  it  might  in  the  end  be  an 
individual  question  with  regard  to  the  high- 
grade  defective,  whether  he  should  be  in 
the  place  for  high-grade  defectives  or  in 
some  other  kind  of  training  place  asso- 
ciated with  psychopathic  personality? 1 

would  assume  that  in  the  institution  such 
as  I have  been  picturing  there  would  be 
doctors  specially  acquainted  with  the  prob- 
lems of  these  people  and  equipped  to  cope 
with  them,  and,  of  course,  to  supervise 
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workshop  training.  But  the  point  you  have 
just  made  arises,  if  only  because  people 
admitted  to  the  institution,  may  have  an 
intelligence  quotient  of  65.  or  70  and  after 
they  have  been  there  for  six  months  it  may 
be  much  higher,  and  you  might  not  wish  to 
move  them. 

2603.  (Dr.  Thomas ):  We  have  received 
a fair  amount  of  evidence  with  regard  to 
the  re-socialisation  of  this  particular  group 
you  are  talking  about,  and  it  has  been 
represented  to  us  that  the  responsibility  for 
the  care  of  that  particular  kind  of  person 
should  in  the  large  majority  of  cases  be 
under  the  local  health  authority.  What  are 
your  views  in  that  context  about  these 

people? It  is  bedevilled,  of  course,  by 

the  existing  division,  of  authority  between 
the  health  service  and  the  local  authority 
according  to  whether  the  patient  is  in  hos- 
pital or  attending  hospital,  or  whether  he 
is  not,  and  I do  not  suppose  one  can  get 
past  that  difficulty.  So  long  as  that  is  the 
legal  position  I do  not  see  how  it  can  be 
otherwise.  Once  he  is  out  of  hospita.1  then 
that  is  a matter  for  the  local  authority. 

2604.  I was  wondering  whether  you  could 

give  the  Commission  some  guidance  with 
regard  to  the  clinical  aspects  of  such  legis- 
lative supposition. 1 think  continuity  _ is 

essential.  If  a person  has  been  in  an.  in- 
stitution and  then  leaves  the  institution  it  is 
common  sense  that  the  after-care  should’  be 
in  the  hands  of  people  who  knew  him  when 
he  was  in  the  institution,  and  it.  is  better 
for  him  in  every  way.  . It  is  clinically  un- 
important whether  this  is  done  by  the  prin- 
ciple of  joint  user,  whether  the  local 
authority  employs  the  same  doctor  as  the 
institution  does,  or  whether  the  local 
authority  leaves  the  whole  matter  of  after- 
care to  the  hospital  staff. 

2605.  That  applies  also  to  these  new 
groups  that  you  envisage  including,  the 

psychopaths? Yes,  'I  would  regard  the 

principle  of  continuity  of  care  from  the 
moment  they  receive  attention  an  over- 
riding one. 

2606.  (Mrs.  Braddock):  Irrespective  of 

whether  they  are  still  in  the  same  area  or 
not?  Would  not  that  pre-suppose  that  the 
institution  or  hospital  to  which  they  are 
sent  would  have  to  be  in  the  area  in  which 
they  reside? Absolutely. 

2607.  And  that  does  not  apply  now,  does 
it  because  many  of  them  are  sent  all  over 

the  country? Quite,  and  also  when  there 

is  an  institution  close  to  the  person’s  home 
it  may  not  be  close  to  industry,  the  institu- 
tions are  sometimes  out  in  the  country.  I 
do  not  think  that  the  present  siting  of  the 
institutions  is  happy  or  that  one  would  in- 
variably be  able  to  apply  the  principle  I 
have  suggested.  People  would  have  to  go 
away  from  one  geographical  region  to 
another. 
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2608.  Would  not  that  make  it  very  diffi- 
cult for  the  hospital  to  supervise  a person 

released  or  out  on  trial? Quite  clearly 

the  further  away  the  person  who  is  out  on 
trial  goes,  the  more  difficult  effective  super- 
vision is,  but  a large  number  of  .patients 
in  areas  like  'London  do  remain  within 
easy  reach  of  the  hospital  where  they  were 
cared  for. 

2609.  (Dr.  Greenwood  Wilson ):  Could 
you  not  transfer  the  supervision,  to  the  local 

authority? You  can  of  course,  in  certain 

circumstances,  and  you  would  have  to,  but 
it  is  not  ideal,  because  this  boy  has  then 
got  to  accustom  himself  to  a new  lot  of 
people.  They  do  not  know  him  as  well 
as  the  others  did,  they  do  not  know  his 
background  and  the  trouble  he  has  had  and 
if  he  relapses  and  has  to  go  back  the  hos- 
pital will  have  to  look  after  him  again. — 
(Dr.  Strauss):  The  distinction  between 

treatment  and  after-care  is  a very  arbitrary 
one.  At  present  after-care  is  a local 
authority  matter,  whilst  treatment  is  a Min- 
istry of  Health  matter  and  the  whole  situa- 
tion is  bedevilled  by  that  arbitrary  dis- 
tinction. 

2610.  (Chairman):  Professor  Lewis  has  just 
stated  that  in  a good  mental  deficiency 
institution  the  intelligence  quotient  of  a 
fairly  high-grade  mental  defective  may  rise. 
As  'Professor  Lewis  knows,  that  would  have 
been  most  appalling  heresy  in  the  eyes  of 
educational  psychologists  30  years  ago,  but 
is  it  now  accepted?  In  the  case  of  a child 
who  has  been,  reported  by  the  local  educa- 
tion authority  to  the  health  authority  as  in- 
educable, and  the  health  authority  gets  him 
a place  in  the  mental  deficiency  institution 
and  he  proves  to  be  to  a significant  degree 
educable,  is  that  due  to  a frank  mistake  by 
the  local  education  authority,  or  is  it  due  to 
the  fact  that  there  are  a substantial  propor- 
tion of  late  developers  where  the  intelligence 
tends  to  expand  after  the  age  of  15?-—-- 
( Professor  Lewis):  I do  not  think  it  is, the 
fault  of  the  people  who  make  the  original 
assessment.  I think  it  arises  through  the 
performance  of  the  child  being  dependent 
on  the  emotion, al  state  he  is  in.  the  social 
opportunities  that  were  available  to  him 
and  his  general  background,  and  they  may 
restrict  his  capacity  so  .much  that  he  does 
badly.  Given,  conditions  quite  different 
his  performance  improves.  There  # is 
also  the  point  that  various  investiga- 
tors have  admitted  that  the  intelli- 
gence quotient  may  not  always  be  correctly 
ascertained  the  first  time.  A boy  of  five 
with  an  intelligence  quotient  of  75  may  on 
the  second  occasion  remain  absolutely  the 
same,  but  nevertheless  appear  an  absolutely 
different  person  when  he  is  tested  four  years 
later.  The  variation  is  not  as  great  as  you 
were  supposing  it  to  be  in  this  group  where 
the  emotional  factors  and  the.  social  factors 
play  so  large  a part  in,  oausing  the  initial 
poor  performance.  The  use  he  is  making  of 

i Digitisation  Unit 


EVIDENCE  OF  ROYAL  COLLEGE  OF  PHYSICIANS 


503 


this  later  endowment  depends  on  the  way 
in  which  he  lives  and  is  brought  up. 

2611.  That  suggests  that  if  the  public 

education  service  contained  a sufficient 
variety  of  special  and  residential  schools 
you  could  deal  with  a large  proportion  of 
your  high-grade  mental  defectives  within 
the  educational  system,  especially  if  you  ex- 
tended the  school  age? Whether  it  is  a 

large  proportion,  or  not  I would  not  care 
to  say  without  going  much  more  carefully 
into  it,  but  it  would  be  a bigger  proportion 
than  at  present.  An  appreciable  propor- 
tion are  successfully  dealt  with  within  the 
educational  service  at  present. 

2612.  (May  we  come  to  your  paragraph 
14,  which  I would  like  to  ask  you  to 
expand.  You  start  from  the  position  that 
you  are  dealing  with  people  who  do  not 
suffer  from  well  defined  mental  illness  or 
defect,  and  I should  like  to  know  how 
this  type  of  social  .problem  is  to  be  ascer- 
tained unless  the  .person  commits  a crime? 
— — (Dr.  Strauss ):  I suppose  by  parents 
who  find  they  cannot  manage  .their 
children  and  also  by  schoolmasters  and 
educationalists  in  general  who  find  the 
children  so  difficult  to  manage  that  they 
cannot  really  be  retained  in  the  schools. 
They  would  presumably  be  guided  by 
psychiatric  opinion. — (Professor  Lewis):  As 
I see  this  they  fall  into  two  groups' ; those 
who  have  committed  an  offence  and  have 
been  ascertained  by  the  local  authorities 
and  the  courts  and  come  under  probation 
officers,  and  those  who  have  not ; the  latter 
in  my  view  should  be  a very  small  group. 
I think  that  compulsory  measures  for 
coping  with  people  who  have  committed  no 
offence  and  who  have  no  well  defined  ill- 
ness have  to  be  regarded  with  .the  utmost 
caution,  but  there  aire  people  who  are 
persistently  cruel  ini  small  waysi  or  are 
quite  inadequate  to  look  after  themselves 
and  are  incapable  of  supporting  themselves 
and  drift  about,  such  as  tramps.  Although 
I think  it  is  a very  small  group,  it  would 
be  valuable  to  have  some  means  of  coping 
with  them.  We  have  none  at  present,  and 
they  drift. 

2-6113.  You  mean  that  all  these  people 
you  are  talking  about  under  paragraph  14 
who  do  not  commit  a crime  constitute  a 

very  small  group? In'  my  view  it  should 

be  a very  small  group.  We  have  to  be 
very  careful  or  we  may  mistake  them.  In 
the  definition  I would  prefer  to  say  “not 
suffering  from  well-defined  illness  or 
emotional  abnormality,  nor  physically  ill 
in  any  way”.  I think  .the  residue  that 
ought  to  be  dealt  with  is  very  small.  I 
think  any  extension  of  it  might  result  in 
grave  interference  with  the  rights  of 
individuals,  andi  none  of  us  could  feel 
secure.  • 


2614.  In  terms  of  statute  law  can  you 
think  of  any  approximately  safe  definition 
for  those  who  have  not  actually  committed 

a crime? No.  I cannot  remember  all  the 

points  listed  in  the  definition  that  has  been 
current  and  has  appeared  in  a nuimibeir  of 
documents,  but  I think  it  draws  attention 
to  the  fact  that  they  have  not  always  com- 
mitted a legal  offence,  but  are  people  who 
are  socially  insufficient,  who  create  problems 
for  society,  ox  create  problems  for  them- 
selves within  society.  The  alcoholic  would 
be  a case  in  point,  a man  who  is  in  a 
continual  state  of  intoxication,  has  quali- 
ties of  character  that  cause  him  to  be 
a nuisance  and  a misery  to  himself  and 
perhaps  to  his  family.  He  may  be  causing 
intolerable  trouble  in  many  quarters  that 
would  not  constitute  an  offence  such  as. 
would  lead  him  to  the  courts. — (Dr. 
Strauss) : Another  example  would  be  a 

person  exhibiting  the  so-called  epileptic 
temperament  or  epileptic  character. 

2615.  .A  very  large  proportion  of 
epileptics  are  quite  harmless,  are  .they  not? 

• Yes,  'but  quite  a proportion  are  poten- 

tially very  dangerous  and  cause  a great 
deal  of  suffering  both  to  themselves  and 
to  their  families.  Such  people  do  not  neces- 
sarily have  epileptic  fits.  _ I think  the 
epileptic  temperament,  or  epileptic  psycho- 
pathy as  it  is  sometimes  called,  is  a very 
reall  thing  even,  though  it  could  not  be 
described  as  a well-defined  illness—  (Profes- 
sor Lewis):  If  I might  express  an  entirely 
personal  view,  I would  not  mind  if  this 
particular  group  was  not  dealt  with  com- 
pulsorily if  they  did  not  commit  offences 
which  brought  them  before  the  courts,  but 
my  colleagues  on  the  Committee  thought 
there  should  be  compulsory  powers. 

2616.  (Dr.  Rees):  'How  long  would  you 
keep  those  patients  in  such  special  institu- 
tions?——(Dr.  Strauss):  Immediately  one 
is  faced  with  the  .possibility  of  the  indefinite 
sentence  and  I find  the  difficulties  enor- 
mous, almost  insuperable. 

2617.  (Mr.  Bartlett):  'How  would  .this 
type  of  accommodation  be  provided? 
Would  it  be  provided  by  the  local  authority 

or  by  the  Regional  Hospital  'Board? 1 

have  no  strong  views  on  that.  If  I were 
asked  to  express  a preference  1 should  say 
the  Ministry  of  Health. 

2618.  And  how  would  it  be  staffed  from 
the  medical  and  nursing  point  of  view? 
Would  there  be  psychiatrists  and  trained 
mental  nurses,  or  what  type  of  medical 

and  nursing  staffs? 1 think  it  would 

require  staffing  by  persons  with  a special 
kind  of  training  which  as  yet  does  not  exist. 

2619.  (Sir  Russell  Brain):  Is  it  not  rather 
arbitrary  to  distinguish  between  those  who 
commit  offences  and  those  who  do  not? 
There  are  offences  whioh  bring  these  people 
to  the  notice  of  the  courts,  but  the  same 
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sort  of  individual  may  steal  some  money 
at  school  for  which  -be  is  expelled,  and  no 
action-  is  taken.  That  kind  of  offence,  that 
kind  of  temperament  is  expressed  in  varying 
degrees  of  offences,  some  of  which  may  or 
may  not  -bring  him  to  the  notice  of  the 
courts.  Is  it  not  a little  arbitrary  to  say 
that  -the  individual  who  is  brought  -to  the 
attention  of  the  courts  may  be  dealt  with, 
but  similar  offences  -which-  can  be  p-assed 
over  or  dealt'  with  in  other  ways-  would 
not  qualify  him  Ifor  detention  which  might 
be  of  benefit  to  him?— — { Professor  Lewis): 
Yes,  except  that  there  is  a danger  in  placing 
the  emphasis  upon  instances  of  misbehaviour 
of  the  sort  that  in  the  eyes  of  some  ill- 
adtvised-  person  miay  Ibe  taken  as  psycho- 
pathy. I think  one  must  draw  as  narrowly 
as  possible  the  limits  within  which  people 
may  be  forced  to  have  institutional  treat- 
ment against  'their  will. 

(Sir  Russell  Brain):  I was  thinking  in 
terms  of  a prolonged  series  of  actions  of 
that  kind  rather  than  an  isolated  instance. 

2i620.  (Dr.  Greenwood  Wilson):  Is  there 
not  a case  for  devising  some  kind  of  (pre- 
ventive ascertainment  with  treatment  re- 
sulting, which  would  (prevent  a certain 
number  -of  these  (persons-  commit-ting 
offences  which  bring  them  to  court?  If 
you  had  a system  of  ascertaining  these 
people,  and  applying  treatment  in  an  institu- 
tion such  as  the  kind  you  recommended, 
might  not  the  group,  which  you  say  is 
small,  become  bigger  through  your  pre- 
ventive ascertainment  and)  correspondingly 
the  group  of  those  who  commit  offences 

might  become  smaller? 1.  should  want  to 

feel  m-orc  confident  about  the  effect  olf  s-uoh 
preventive  measures  'before  II  fo-roed  people 
to  have  -them,  'before  it  was  quite  evident 
that  they  were  in  trouble.  Although  in 
principle  preventive  measures  must  be  insti- 
tuted, 1 shouildi  be  sorry  to  make  them  a 
compulsory  measure. 

2i62 1 . (Dr.  Thomas):  Have  you  any  ad- 
vice to  offer  with  regard  to  disinguishing 
this  group  which  you  say  is  fairly  small 
from  the  large  problem  of  the  recidivist? 

The  recidivist  I think  would  often  be 

dealt  with  by  the  ordinary  type  of  hospital, 
whereas  these  people  would1  not. 

2622.  How  would  you  distinguish  them  in 

actual  -fact?-; -The  recidivist,  of  course, 

has-  forced  -himself  on  the  attention  of  the 
authorities,  whereas  the  other,  in  my  sub- 
mission small,  group  has  not. 

26231.  (Sir  Russell  Brain):  'It  is  a legal 

rather  than  a clinical  point? Yes, 

surely. 

21624  (Dr.  Thomas):  Xt  is  really  the  same 

group? 1 was  looking  at  it  from  the 

standpoint  of  the  rights  of  the  individual 
and  the  difficulties  of  ascertainment. 


21625.  (Chairman):  What  has  been  said 
leaves  me  with  the  feeling  -that  the  main 
difficulty,  w-hlich-  I think  Professor  Lewis 
has  mentioned,  is  to  distinguish  -between  the 
vicious  psychopath  and  the  kind  of  occluded 
personality  -we  all  'kn-i>w  olf  in  some  ohildrcn 
which  is  definitely  not  that,  although-  it 

looks  awfully  Dike  it  at  first  sight. 4 am 

sure  Shelley’s  'father  would  have  had  him 
dealt  with  under  t-h-is  provision  .if  it  had 
existed.  That  sort  of  thing  could  happen. 

2-626.  (Mr.  Jackson):  One  gets  into  diffi- 
culties if  anything  depends  too  much  upon 
conviction  by  the  courts.  It  tends  to  look 
as  if  one  1-ine  can  be  taken  if  there  ,has 
been  a con-v-iction,  even-  if  the  matter  is 
extremely  trivial,  and  if  there  has  not  been 
a conviction  the  same  line  cannot  be  taken 
with  the  same  kind  of  person-.  Qu-ite  often 
these  convictions  b-dforc  a magistrate  arc 
in  themselves  not  at  all  serious,  and  it  is 
very  probable  that  this  person  has  been 
caught  because  he  is  not  -quite  as  bright  as 
other  pep  ole  who  have  committed  the  same 
offence  and  who  have  not  been  caught. 
If  -one  makes  a good  deal  depend  upon 
conviction  does  not  the  impression  get  about 
that  this-  action  is  taken  because  of  this 
petty  theft?-—- --Voluntary  treatment  should 
always  -be  available.  People  who  have 
committed  no  offence  at  all  should  be  able 
to  come  in  of  their  own  free  will  to  get 
treatment,  but  where  compulsion-  is  -intro- 
duced it  seems  to  me  you  have  to  be  very 
much  m-ore  careful,  lift  is  only  suggested 
that  they  should  be  sent  to  this  place  for 
their  own  good  again s-t  their  will  if  there 
have  been  repeated  offences  ; a single  trivial 
offence  before  the  court  should  not  be 
the  occasion  for  their  compulsory  refer- 
ence to  suoh  a -place,  but  if  they  havc- 
repea-tedly  oommii-tted  offences,  there  is  a 
stronger  case  for  compulsion  being  exer- 
cised. 

2627.  With  compulsion  obviously  one  has 
to  be  m-orc  care-foul,  but  it  would1  bo  easy 
to  attach  too  much  importance  to  convic- 
tion or  even  a scries  of  convictions,  would 
if  nolt?— Yes. 

2i6i28.  its  there  not  a further  difficulty, 
that  when  we  arc  talking  about  offences  wc 
can-  never  know  what  is  trivial  and  what 
mot,  for  instance  with  a -category  like 
larceny? — —-Yes. 

2629.  Would  there  not  be  great  difficulty 
in  turning  your  scheme  Into  anything  of  a 

statutory  nature? Yes.  -I  appreciate  that. 

— (Dr.  Struim1):  There  is  another  clinical 
group  which-  might  cci-me  into  this  category, 
and  that  is  the  immature,  th-osc  exhibiting 
ve-iy  protracted  or  retarded  development, 
which  includes  a biochemical  process,  pass- 
ing through  so-called  pubertal  crises,  pro- 
tracted adolescence  and  so  on.  That  to  a 
certain  extent  provides  an  answer  to  the 
question  how  long  these  people  should 
remain-  in  such  institutions,  because  -it  Is 
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likely  that  this  category  of  patient  will 
remain  only  so  Long  as  the  condition  of 
retarded  development,  immaturity,  remains. 

2630.  (Mrs.  Adrian ):  Does  that  mean 
that  among  young  persons,  under  21,  say, 
taking  an  arbitrary  age,  there  might  ibe  a 
rather  larger  group  for  whom  you  would 
have  to  use  some  sort  of  compulsory 
powers,  where  parents  were  not  willing  to 
provide  the  very  long  training  needed  for 

the  slow  developer  to  mature? -Professor 

Lewis  thinks  the  group  would  he  very  small. 

2631.  It  would:  be  small  in  adults? 

Yes.  I think  it  might  he  rather  larger  if 
you  took  the  adolescent  group. — ( Professor 
Lewis):  You  can  deal  with  them  at  .present, 
can  you  not?  They  can  ibe  referred1  to 
schools  for  maladjusted  .persons,  or  a fit 
person  order  can  be  made  where  the  'parents 
are  incapable  of  Looking  after  a child  who 
Obviously  needs  supervision  or  direction. 

263-2.  It  is  not  always  easy,  where  parents 
are  unwilling  and  do  not  understand  the 
necessity,  to  get  a child  dealt  with  either 
as  in  need  of  care  and  protection  or  as 
beyond  control',  oir,  if  the  parents  consent 
to  .the  child  going  -to  a school  for  mal- 
adjusted children,  for  -the  education  autho- 
rity ;to  find  one? -No. 

2-6-33 . And  there  .are  cases  which  are 

extremely  difficult  to  deal  with? Yes.  I 

think  that  compulsory  action  in  respect  of 
children,  preferably  with  parental  con- 
currence, is  different  from  adullts.  What  I 
said  as  regards  small  numbers  reallv  applies 
to  adults. 

2634.  Would  not  it-he  age  ibe  rather  higher 

than  the  normal  age  of  children,? 1 think 

so.  Whether  It  should  be  1-8  or  21  I do 
no.t  know. 

2635.  (Chairman):  At  about  what  age 
would  you  say  that  this  rather  indefinite 
thing  called  a psychopathic  personality 
becomes  at  all  certainly  diagnosabl'e?  At 

what  age  does  it  tend  to  emerge? (Dr. 

Strauss) : There  is  practically  no  conformity 
of  opinion  in  psychiatric  circles  on  this. 
I can  only  express  a .particular  view  which 
would  not  be  agreed  to  by  everyone.  I 
think  it  can.  be  .ascertained  very  young 
indeed.  By  very  young  indeed  1 mean  in 
the  school  years.  .1  do  not  expect  many 
people  to  support  that  view. 

2636.  (Mrs.  Adrian):  Do  you  think 

having  ascertained  it  there  -is  any  treat- 
ment, in  the  widest  sense,  -that  is  -to  say 

training,  that  can  affect  it  -or  not? 1 

have  an  open  mind-  on  that  point,  -but  my 
provisional  view  is  yes. — (Professor  Lewis): 
If  there  were  not  I could  not  see  the  sense 
of  all  -this. 

2637.  (Chairman):  1 wonder  whether  if 
school  masters  or  educational  psychologists 
were  as  wise  and  had  as  much  experience 
as  the  head1  masters  of  some  approved 


schools  you  would  he  able  to  detect  these 
people  during  school  life,  in  which  case 
you  might  .be  able  to  -deal  with  them,  .by 

prolongation  of  infancy  at  the  school? 

In  principle,  abnormal  personalities  are 
readily  recognisable  during  childhood,  but 
the  difficulty  is  to  know  whether  with 
any  more  special  treatment  they  may  cease 
to  be  a problem.  The  difficulty  is  always 
to  decide  whether  one  is  confronted'  with 
the  kind  o-f  abnormal  personality  which  will 
•result  in  social  .trouble  later  on,  and  I would 
question  whether  even  the  most  expert  can 
do  that  with  confidence. 

263-8.  (Sir  Russell  Brain):  iHow  far  do 
special  investigations  help,  for  example 

abnormal  brain  rhythms? Very  little,  I 

think.  The  efforts  that  have  been  made  in 
-this  direction  have  shown  such  a variety 
of  brain  rhythms  in  children  in  various 
states  of  immaturity  and  so  very  little  regu- 
larity in  association  of  abnormalities  with 
delinquency  that  I should  have  thought  they 
would  no-t  be  particularly  helpful,  apart 
from  some  well  defined  groups.  My  own 
view  is  ithat  psycopathic  personality  is 
influenced  by  social  considerations,  and  it  -is 
only  partly  a straightforward  clinical1 
matter,  lit  is  a social  diagnosis  as  much  as 
a medical  diagnosis. 

2639:  (Chairman):  I gather  from  para- 
graph- 15  of  your  memorandum  that  you 
think  that  the  mental  hospital  is  not  the 
place  to  treat  alcoholics  or  drug  addicts. 
Do  you  think  that  special  institutions. 

should  be  devised  for  that  purpose? 

(Dr.  Strauss):  At  the  moment  it  may  be 
extremely  difficult  to  persuade  an  alcoholic 
or  drug  addict  to  go  to  a mental  hospital 
as  a voluntary  patient,  and  as  things  are 
at  the  moment  a large  proportion  of  them 
are  not  certifiable. 

2640.  You  do  not  think  they  could  be 

treated  as  voluntary  patients? In  a very 

great  number  of  cases  you  cannot  persuade 
them  to-  -go  in,  and  in  many  the  kind  of 
treatment  which  at  .present  they  would 
receive  in  a mental  hospital  might  be  con- 
sidered1 to  be  inadequate.  There  is  no 
difficulty  in  securing  the  admission  of  a 
psychotic  to  a mental  hospital,  but  it  is 
very  difficult  to  admit  a simple  drunk, 
even  a dipsomaniac,  to  the  mental  hospital 
as  things  a-re  at  the  moment. 

2641.  You  say  that  the  whole  problem 
should  come  under  review.  Is  there  any 
problem  except  the  provision  of  appropriate 

hospitals? (Professor  Lewis):  Yes,  the 

problem  of  compulsion.  There  is  the 
chronic  alcoholic  who  keeps  coming  back 
to  the  hospital.  He  is  psychotic  at 
intervals  and  threatens  his  wife  during 
phases  of  his  psychosis  and  is  taken  to 
hospital.  As  a result  of  treatment  for  the 
alcoholic  condition,  and  attention  to  his 
nutrition  and  so  forth,  he  recovers  and 
goes  -out.  The  whole  cycle  -is  so  plain  you 
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can  see  it  coming,  you  know  what  he  is 
exposing  his  family  to  and  have  no  power 
tu  do  anything  about  it.  It  is  distressing 
in  the  human  sense,  and;  unsatisfactory, 
but  the  alcoholic  personality  as  such  that 
many  of  these  people  seldom  submit  for 
a sufficiently  long  time  to  treatment,  cither 
as  in-patients  or  out-patients.  It  is  really 
a special  form  of  the  problem  of  the 
psychopathic  personality  with  which  we 
have  very  little  power  to  deal,  and  which 
is  very  distressing. 

2642.  The  person  who  is  abnormal  an 
this  respect  ditto  from  the  proper  psycho- 
path because  you  know  what  is  the  matter 
with-  him?— The  psychopathic  personality 
here  takes  one  easily  recognisable  torm 
and  it  usually  has  lots  of  others  which 
you  see  in  the  person's  relations  with  his 
family  and  his  occupation  and  so  forth. 

2643-.  {Dr,  Rees):  If  facilities  were 

available  for  the  treatment  of  alcoholics  m 
mental  hospitals,  <Jo  yo-u  think  it,  would 
really  be  possible  to  get  many  patients  an 
for  treatment?-' — {Dr.  Strauss):  Yes.  I 

think  so.  1 think  at  present  there  arc  many 
of  them  not  in  mental  hospitals,  but  we 
feel  sure  they  would  come  to  us  in  large 
numbers.  i should  not  lmve  thought  that, 
with  the  changing  altitude  ot  the  public 
towards  mental  hospitals,  this  clillloulty  was 
a serious  one. 

(The  witnesses 


{Chairman)-.  Hus  any  member  of  the 
Commission  any  further  questions  on  the 
memorandum? 

2644.  </.>r,  Strauss ):  Would  it  be  proper 
for  me  to  bring  up  a point,  although  it 
is  not  mentioned  in  the  memorandum?  I 
was  asked  to  bring  up  this  question  by 
the  .NorlhiEast  Metropolitan  Regional 
Hospital  Board  Psychiatric  Advisory  Com- 
mittee. it  is  a point  which  has  been 
mentioned  to  you  before,  namely  that  at 
present  whenever  n death  occurs  in  n 
mental  hospital  or  a mental  delieieney 
institution,  the  coroner  has  to  be  mlormcd 
immediately.  It  is  n point  of  urciu  practical 
importance.  Many  mental  hospitals  feel 
that  their  prestige  is  involved  if  the  law 
remains  ns  at  present,  and  they  would  like 
to  see  mental  hospitals  brought  into  line 
with  general  hospitals  in  that  rcspeci. 

2645.  ( Chairman ) : As  you  know,  that  Is 
a point  which  we  lmve  had  before  tu, 
and  a recommendation  has  already  been 
pul  to  us  on  it.  Is  there  any  olltcr  enlarge- 
ment of  your  views  you  would  like  to  put 
before  us,  or  any  comment  on  previous 
evidence  which  you  would  like  to  make? 
— -I  do  nut  think  so.  Sir, 

(Chairman):  Thank  you  very  much  for 
your  attendance  and  for  your  help. 

withdrew.) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

FOURTEENTH  DAY 

Tuesday,  23rd  November,  1954 


present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

Mrs.  H.  A.  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

(afternoon  only)  F.R.C.P.,  D.P.H. 

Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Miss  H.  M.  Hedley  ( Secretary ) 

Mr.  J.  C.  Davies  {Chairman),  Dr.  J.  Tizard,  Ph.D.,  Dr.  L.  T.  Hilliard,  D.P.M. 
( Physician  Superintendent)  and  Miss  E.  A.  Bell,  S.R.N.,  R.N.MD.  ( Matron ) on 
behalf  of  the  Fountain  Hospital  Management  Committee, 

called  and  examined. 


Memorandum  submitted  by  the  Fountain  Group  Hospital 
Management  Committee 


1.  The  experience  of  the  Fountain  Group  of  Hospitals  in  dealing  with  the  care 
and  treatment  of  mental  defectives  in  hospital  and  in  the  community  has  led  the 
Management  Committee  to  present  the  following  memorandum  to  the  Royal  Com- 
mission on  the  Law  relating  to  Mental  Illness  and  Mental  Deficiency. 


2.  The  Fountain  Group  of  hospitals  consists  of  the  following  units : — 

Fountain  Hospital,  London,  S.W.17. 

610  beds  for  mentally  defective  children  from  .London  and  Surrey. 

Ellen  Terry  Home,  Reigate,  Surrey.  _ . , 

50  beds  for  trainable  blind  mentally  defective  children  from  England  and 
Wales. 


South  Side  Home,  London,  S.W.16.  _ , r. 

80  beds  for  feeble-minded  adult  females  from  the  South  West  Metropolitan. 
Region, 


Osborne  House,  Hastings,  Sussex.  , . 

38  beds  for  trainable  older  boys  from  the  Fountain,  and  in  addition 
28  beds  for  holiday  use  by  Group  patients. 


Brooklands,  Reigate,  Surrey. 

21  beds  for  trainable  older  girls. 

30600 
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3.  In  soveral  respects  the  experience  of  this  Hospital  Group  is  unusual:  (a)  The 
Fountain  Hospital  itself  is  the  largest  hospital  in  the  country  caring  for  mentally 
defective  children,  and  one-tenth  of  all  children  in  mental  deficiency  hospitals  in 
England  and  Wales  are  under  Ihe  care  of  the  Fountain  Group.  ( h ) For  several 
years  an  out-patient  clinic  has  been  run  at  the  hospital.  In  this,  problems  of  mental 
defectives  who  live  at  home  are  discussed  with  parents,  (c)  Children  who  were 
not  iivpaticnts  of  the  hospital  were  for  some  time  able  to  receive  instruction  at  the 
Fountain  occupation  centre.  <rf)  The  Group  contains,  in  addition  to  the  parent 
hospital,  small  units  which  deal  with  special  categories  of  defectives,  (e)  South  Side 
Home  is  one  of  the  few  hostels  for  adult  defectives  which  is  situated  in  an  industrial 
area,  and  has  maintained  an  entirely  “ open  door  " policy  over  a period  of  several 
years. 

4.  It  is  difficult,  and  probably  undesirable,  to  separate  legal  and  administrative 
problems.  This  memorandum  gives  a brief  account  of  some  of  the  experience 
gained  -by  the  Hospital  since  the  coming  into  force  of  the  National  Health  Service 
Act,  and  makes  recommendations  for  future  mental  deficiency  legislation. 

5.  The  following  matters  are  discussed : — 

Mentally  defective  children 

(a)  Categories  to  be  dealt  with. 

( b ) Reasons  for  admission  to  hospital. 

(c)  Procedure  for  admission  and  discharge. 

(d)  Training  of  mentally  defective  children. 

(e)  School  leavers. 

Adults 

(a)  Categories  to  be  dealt  with, 

(h)  Procedure  for  admission  to  and  discharge  from  hospital. 

tic)  South  Side  Home  experience. 

General 

(a)  Notification  for  alternative  care. 

(A)  Need  for  trained  nursing  staff. 

(<•)  Reduction  of  restrictions. 

(it)  Notification  of  deaths. 

Financial  assistance. 

(f)  Co-ordination  of  services. 


MENTALLY  DEFECTIVE  CHILDREN 
(a)  Categories  to  be  dealt  with 

6 since  the  passing  of  tihe  1944  Education  Act  only  three  main  classes  of 
children  have  -been  dealt  with  as  mental  defectives.  Those  are  (i)  idiots,  (ii)  imbeciles 
and  (iii)  “ detrimental  ” children. 

7 The  1944  Education  Act  changed  o-ur  thinking  about  menial  deficiency  by 
virtually  abolishing  the  category  of  " feeblemindedness " as  applied  to  children. 
Flowever  the  concept  of  feoble-mindcdness  is  still  retained  as  far  as  adults  are 
concerned.  Mental  deficiency  in  adults  cannot  therefore  be  regarded  as  co-extensive 
-with  what  is  called  mental  deficiency  in  children. 

<b)  Reasons  for  admission  to  hospital 

8 Because  of  a serious  shortage  of  beds  in  mental  deficiency  hospitals  large 
numbers  of  seriously  handicapped  children  wait  months,  and  sometimes  years,  tor 
admission. 
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nl  4 r?u'penod  pnor  t0  adnusslon  causes  great  distress  to  many 

„ „ , ’ ® ,y  aU  the  cases  are  severe  and  urgently  need  removal  from  harassed 

■parents.  Ihur  homes  are  .often  overcrowded  or  in  other  ways  unsuitable  for  the 

o^emo tfonally^d istatied?  dliIdren’  Wh°  may  alS0  be  physically  handicapped 


417  children  wihose  names  were  added  to  the  waiting  list  of  the  Fountain 
Hospital  in  the  last  three  years,  12  per  cent,  died  before  a vacancy  could  be 
provided.  Another  12  per  cent,  were  admitted  to  some  other  mental  deficiency 
institution  and  16  per  cent,  had  their  names  removed  as,  owing  to  the  delay, 
alternative  provisions  for  care  had  been  made.  Of  the  remaining  256  patients  who 
did  gain  admission  to  the  Fountain  34  per  cent,  waited  up  to  6 months,  38  per  cent, 
for  6 to  12  months  and  28  per  cent,  from  1 to  2 years  before  a vacancy  could 
be  offered. 


1 1 .  An  analysis  of  the  main  symptoms  noted  in  200  consecutive  cases  added  to 
the  waiting  list  of  the  Fountain  Hospital  gave  the  following  results:  — 


Per 

Per 

cent. 

cent . 

Mongolism 

20 

Blindness  . . . 

8 

Epilepsy  

16 

Microcephaly 

5 

Imbecility 

16 

Spasticity  . . . 

5 

Idiocy  

16 

Deafness 

3 

Hydrocephalus 

10 

Gargoylism 

1 

100 


12.  Of  children  admitted  in  1953  to  the  Fountain  Hospital,  90  per  cent,  were  under 
five  years  old  and  20  per  cent,  were  under  two  years  of  age. 

13.  We  recommend  that 

Hospitals  for  children  should  be  encouraged  to  take  their  share  of  the 
nursing  of  very  young  children  with  severe  physical  handicaps  such  as 
hydrocephalus  or  spasticity. 

(c)  Procedure  for  admission  and  discharge 

14.  Children  are  now  admitted  to  the  Fountain  Hospital  for  either  temporary 
or  long-stay  care.  Temporary  care,  for  a period  of  up  to  eight  weeks,  of  patients 
in  mental  deficiency  institutions  without  any  legal  formalities  was  authorised  by 
the  Ministry  of  Health  in  January,  1952.  The  Fountain  Hospital  admitted  eight 
such  cases  in  1951,  36  in  1952  and  70  in  1953.  There  were  88  applications  for 
temporary  admission  during  1953. 

Temporary  Admissions 


Duration.  Reason 


1-2  -weeks  ... 

15 

Rest  for  mother  

25 

3-4  weeks  . . . 

26 

Confinement  of  mother  ... 

20 

J-6  weeks  . . . 

13 

Holiday  for  parents 

14 

7-8  weeks  ... 

16 

Illness  of  mother 

12 

Not  required 

6 

Domestic  crisis  

12 

Not  yet  due 

12 

For  investigation  ... 

5 

88 

88 

15.  Domestic  crisis  included  desertion  fey  father,  moving  house,  eviction,  flooding 
and  damage  by  fire. 

1,6.  The  total  number  of  bed- weeks  taken  up  by  temporary  cases  was  213  which 
is  the  equivalent  of  six  beds  for  one  year  or  1 per  cent,  of  the  available  beds  at 
the  Fountain  Hospital.  In  practice  the  actual  diversion  of  beds  for  this  purpose 
is  less  than  this  figure  because  it  is  possible  to  use  for  a temporary  admission  a 
bed  temporarily  unoccupied  as  a result  of  a permanent  patient  going  home  on  leave. 
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17  Of  73  long-stay  admissions  during  1953  more  than  80  per  cent,  were  admitted 
under  Section  3 of  the  Mental  Deficiency  Act.  This  procedure  allows  a child 
to  he  placed  in  the  hospital  by  his  parents  and  does  not  require  a ‘magistrates 
order  as  is  the  case  under  Section  6.  Our  experience  contrasts  with  that  of  the 
country  as  a whole  in  which  80  per  cent,  of  all  admissions  to  mental  deficiency 
institutions  and  guardianship  in  1952  were  under  Section  6.  At  the  end  of  the 
first  year  in  hospital  however  cases  admitted  under  Section  3 must  he  reviewed 
by  the  Visiting  Justices.  In  large  measure  the  control  of  the  patients  is  thus  -taken 
out  of  the  hands  of  their  parents. 

18.  There  is  no  essential  difference  -between  the  circumstances  of  those  who  are 
placed  in  the  Fountain  Hospital  on  a long-stay  'basis  and  those  who  are  placed 
on  a short-stay  basis.  Our  experience  indicates  clearly  that  parents  are  glad  to 
make  use  of  the  services  provided  by  the  Hospital.  This  is  shown  not  only  by 
the  size  of  the  waiting  list,  but  also  by  the  efforts  made  by  parents  to  help  the 
work  of  this  hospital,  through  their  organisation,  the  Friends  of  the  Fountain. 
In  the  exceptional  cases  where  compulsion  is  the  only  course  open  we  believe  it 
would  be  better  effected  through  the  Children  and  Young  Persons  Act,  the  Educa- 
tion Act  or  other  relevant  Acts,  rather  than  through  the  Mental  Deficiency  Act. 
No  special  problems  arise  in  cases  of  parental  neglect  when  the  child  is  a defective, 
and  it  would  seem  preferable  to  use  the  normal  method  of  procedure  in  dealing 
with  cases  of  parental  neglect  than  to  invoke  a special  procedure  for  defectives. 
In  this  connection  it  is  noteworthy  that  during  the  last  10  years  no  child  has  been 
placed  in  the  Fountain  Hospital  against  the  wishes  of  his  parents. 


19.  We  recommend  that 

For  children  there  should  be  no  formalities  in  securing  admission  to  a mental 
deficiency  hospital.  .Placement  in  a mental  deficiency  hospital  should  not 
differ  from  placement  in  any  other  children’s  hospital,  and  parents  should 
have  the  same  rights  regarding  the  admission  and  withdrawal  of  their  children. 
The  hospital  authorities  should  have  the  po-wer  to  admit  and  discharge  patients 
without  the  intervention  of  a judicial  authority. 


(d)  Training  of  mentally  defective  children 

20.  Serious  problems  arise  over  the  training  of  mentally  defective  children,  both 
in  institutions  and  in  the  community.  Because  of  the  shortage  of  occupation 
centres  some  children  have  to  -be  admitted  to  institutional  care  who  might  other- 
wise be  able  to  remain  with  their  parents  in  the  community.  Thus  they  lack  the 
training  and  education  and  the  social  experience  of  life  in  the  community  which 
are  of  great  value  to  defectives  both  during  childhood  and  in  later  life.  Not  only 
are  there  far  too  few  occupation  centres,  but  the  physical  environment  of  many 
occupation  centres  leaves  very  much  to  -be  desired,  and  the  qualifications  and 
conditions  of  service  of  supervisors  of  occupation  centres  are  often  inferior  to 
those  of  teachers.  The  teaching  of  mentally  defective  children  is  a skilled  task 
which  demands  training  and  qualifications  at  least  equal  to  those  needed  by  the 
nursery  school  or  junior  school  teacher. 

21.  We  recommend  that 

The  qualifications  and  conditions  of  service  of  supervisors  of  occupation 
centres  should  be  not  inferior  to  those  of  teachers. 

22.  The  category  of  ineducability  is  one  which  in  practice  causes  difficulty 
as  it  is  too  often  assumed  that  children  who  are  “ ineducable  ” are  always  mentally 
defective.  They  may  however  be  of  normal  or  even  superior  intelligence  but 
psychotic  or  grossly  handicapped  physically,  e.g.  by  spasticity  or  deafness. 

23  Problems  also  arise  when  diagnoses  are  changed.  During  the  last  five  years 
41  .patients  from  this  hospital  have  had  their  certificates  of  ineducability  cancelled 
and  have  been  transferred  from  the  care  of  the  mental  deficiency  authorities  to 
that  of  the  education  authorities,  in  order  to  attend  special  schools.  Where  special 
school  places  do  not  exist  such  transfers  are  difficult ; furthermore  there  is  a 
temptation  .to  grade  a child  according  to  the  facilities  available. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  FOUNTAIN  HOSPITAL  MANAGEMENT  COMMTFTEB 


513 


24.  We  recommend  that 

The  provision  of  suitable  education  and  training  for  all  children  of  com- 
pulsory school  age  should  be  the  responsibility  of  the  education  authority. 
Idiots  may  !be  excepted  if  independently  certified  on  medical  grounds  as 
untrainable.  Such  cases  should  be  subject  to  review. 

(e)  Problems  of  school  leavers 

25.  Many  of  the  problems  relating  to  mentally  handicapped  school  leavers 
would  be  solved  without  legal  formality  if  there  were  adequate  services  available. 
We  draw  attention  to  the  need  for  (1)  vocational  guidance  and  training  services, 
such  as  have  been  recommended  'by  the  Ministry  of  Health  to  meet  the  special 
welfare  needs  of  epileptics  and  of  spastics  (circular  26/53),  (2)  continued  educa- 
tion and  training  classes,  on  a voluntary  basis  or  through  the  establishment  of 
county  colleges  as  envisaged  in  the  1944  Education  Act,  (3)  foster  homes  and 
hostels  'for  school  leavers  of  limited  intelligence  with  inadequate  homes. 

26.  Services  of  this  kind  would  enable  more  defectives  to  be  kept  usefully 
and  happily  employed  in  the  community  and  would  free  beds  for  cases  whose 
needs  were  urgent. 

27.  We  recommend  that 

Suitable  educational  and  training  facilities  be  provided  for  mentally  handi- 
capped school  leavers. 


ADULT  MENTAL  DEFECTIVES 

(a)  Categories  to  be  dealt  with 

28.  We  suggest  that  there  are  five  main  types  of  adults  at  present  wth  as 
mentally  defective.  These  are  (i)  idiots,  (11)  imbeciles,  (in)  simpletons  with  mtdt- 
teence  auotients  below  70  per  cent,  who  constitute  the  true  feeble-minded,  (iv) 
so-called  “high-grade”  cases  who  need  care  and  education  but  whose  problems  of 
management  are  very  different  from  those  of  imbeciles  and  simpletons  and 
(v)  delinquents  and  criminals  who  may  be,  but  who  are  by  no  means  always,  below 
average  in  intelligence.  These  categories  are  discussed  below : — 

(b)  Procedure  for  admission  to  and  discharge  from  hospital 

I ft)  Idiots  and  (ii)  imbeciles  . 

■ 29.  For  legal  purposes  we  believe  that  these  should  be  regarded  as  too  seriously 

; handicapped  to  exercise  volition. 

30.  We  recommend  that 

Idiots  and  imbeciles  should  be  regarded  as  minors  and  the  .parents  or 
ni'-  guardians  should  have  the  same  rights  of  admitting  them  ^2  tospital  and  of 
removing  them,  as  we  have  recommended  for  children.  .There  mould  be  a 
medical  Recommendation  for  these  patients  but  no  magistrates  order. 

^ ”L  ' cHir  exnerience  is  that  the  institutional  care  of  non-delinquent  simpletons 
Voluntary  patients  in  a mental  hospital. 

wmrnrnmsm 

to  mental  illness. 
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(iv)  So  called  " high-grade  " defectives 

33  The  term  “high-grade”  as  applied  to  mental  defectives  has  no  precise 
significance.  Here  it  is  used  to  describe  those  non-delinquent  adults  of  dull,  or 
even  normal  intelligence  .wiho  are  to  ‘be  found  in  mental  deficiency  hospitals, 
either  because  of  bad  home  conditions,  mental  instability  or  other  reasons.  The 
number  of  such  patients  is  considerable.  It  is  however  iby  no  means  certain  that 
they  can  be  rightly  classed  as  .mental  defectives  at  all;  certainly  their  problems 
of  management  are  very  different  from  those  of  idiots  and  imbeciles  or  even 
simpletons. 


34.  We  recommend  that 

If  non-delinquent  “ high-grade  ” defectives  are  to  be  dealt  with  under  mental 
deficiency  legislation  the  same  procedure  regarding  admission  and  discharge 
should  apply  as  we  have  recommended  for  simpletons. 


(v)  Delinquent  defectives 

35  Many  “ high-grade  ” mentally  defective  delinquents  can  be  dealt  with  effec- 
tively under  the  normal  penal  system,  such  as  probation,  Borstal,  etc  Where 
the  delinquency  is  clearly  attributable  to  mental  deficiency  treatment  and  training 
m mental  deficiency  hospital  is  appropriate  but  the  detention  therein  should  be 
under  the  Criminal  lustice  Act  rather  than  the  Mental  Deficiency  Act  Such 
detention  should  be  for  a limited  period  and  if  further  training  is  needed  it  should 
then  be  on  the  same  basis  as  that  given  to  non-delinquent  defectives. 


36.  We  recommend  that 

Where  detention  of  .a  delinquent  defective  in  a mental  deficiency  hospital 
is  ordered  by  the  court  it  should  be  for  a limited  period  under  the  Criminal 
Justice  Act.  Should  any  subsequent  training  after  the  period  ordered  be 
required  the  patient  should  then  be  dealt  with  as  an  ordinary  defective  and 
not  as  a delinquent. 


(c)  South  Side  Home  experience 

37  Of  85  consecutive  admissions  of  certified  feeble-minded  women  to  the  Home, 
33  were  direct  admissions  (newly  certified)  and  52  were  transferred  from  11  other 
mental  deficiency  hospitals,  having  been  considered  unsuitable  for  licence.  Their 
ages  ranged  from  16  to  56  years.  Their  intelligence  quotients  were  from  55  to  110 
and  two-thirds  of  these  patients  had  an  intelligence  quotient  of  over  80  on  the 
Wechsler  full  scale. 

38.  Although  some  of  these  patients  have  been  in  the  Home  only  a relatively 
short  time  39  have  already  been  discharged  from  the  Mental  Deficiency  Acts. 
A further  21  are  earning  their  living  in  the  community  on  licence.  This  means 
that  of  85  consecutive  admissions  70  per  cent,  have  been  successfully  rehabilitated. 
Their  weekly  earnings  range  from  £3  in  factories  to  £5  as  hospital  domestics  and 
their  re-socialisation  represents  an  economic  gain  to  the  community.  Instead  of 
occupying  relatively  expensive  hospital  beds  these  patients  have  not  only  made 
vacancies  for  more  urgent  cases  but  have  also  become  self-supporting. 

39.  We  recommend  that 

There  should  be  increased  provision  of  hostels  to  reduce  the  number  of 
patients  at  present  detained  in  mental  deficiency  hospitals  under  order  and  to 
encourage  others  to  accept  training  voluntarily  in  the  knowledge  that  there 
were  good  prospects  of  their  early  return  to  the  community. 


GENERAL  RECOMMENDATIONS 
(a)  Notification  for  alternative  care 

40.  The  recommendations  made  above  .regarding  the  admission  and  retention  of 
mental  defectives  in  hospital  would  largely  do  away  with  the  need  for  the  interven- 
tion of  the  judicial  authority  in  cases  of  mental  defect. 
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41.  We  recognise  that  the  abolition  of  legal  safeguards  on  admission  and  retention 
in  hospital  imposes  additional  responsibilities  on  the  hospital  authorites.  There  is 
little  doubt  that  in  the  future,  as  in  the  past,  cases  will  occur  of  patients  remaining 
in  mental  deficiency  hospitals  for  whom  other  forms  of  treatment  would  be  more 
suitable.  Should  such  care  not  be  available  the  mental  deficiency  hospital  may  have 
little  choice  but  to  retain  them  as  patients.  We  believe  'both  that  the  hospital  autho- 
rities should  have  some  protection  in  such  circumstances,  and  that  the  public  has 
the  right  to  be" informed  about  shortages  in  our  medical,  educational  or  other  social 
services. 

42.  We  recommend  that 

The  Superintendent  of  a mental  deficiency  hospital  should  have  a statutory 
duty  to  send  to  the  Board  of  Control  particulars  of  all  cases  which  would  be 
better  dealt  with  by  some  service  other  than  the  mental  deficiency  hospital. 
Similar  duties  should  be  imposed  on  other  units  in  the  mental  deficiency  service. 
The  Board  should  publish  annually  the  statistics  regarding  such  cases. 

(b)  Need  for  trained  nursing  staff 

43.  The  improvements  suggested  in  the  mental  deficiency  hospital  service  are 
dependent  upon  the  number  and  quality  of  nurses  employed. 

44.  There  is  already  considerable  dilution  of  nursing  staff  with  untrained  personnel. 
Recruitment  of  staff  for  training  is  not  keeping  pace  with  losses  due  to  retirement 
of  qualified  staff. 

45.  We  recommend  that 

The  conditions  of  service  of  qualified  personnel  be  improved  to  ensure  a 
better  selection  of  recruits. 


(c)  Reduction  of  restrictions 

46.  Some  of  the  difficulties  of  looking  after  the  mentally  defective  in  hospital  arise 
because  of  the  shortage  of  staff,  the  overcrowding,  and  other  material  factors. 
Others  are  caused  by  the  special  restrictions  and  distinctions  applied  to  patients  in 
mental  deficiency  hospitals  which  do  not  apply  to  those  living  m other  kmds  of 
institutions. 


47.  We  recommend  that 

Every  effort  should  be  made  to  make  hospitals  for  the  mentally  defective 
similar  to  other  forms  of  institutional  care  for  handicapped  people.  Restrictions 
and  distinctions  which  are  no  longer  necessary  should  be  abolished,  Visitmg 
should  be  encouraged  and  leave  should  be  freely  granted.  Wards  and  rooms 
should,  in  general,  not  be  locked. 


(d)  Notification  of  deaths 

48.  We  recommend  that 

Deaths  in  mental  deficiency  hospitals  should  be 
in  unusual  circumstances. 


notified  to  the  coroner  only 


(e)  Financial  assistance 

49'  FhraSl^t^e  should  be  available  to  help  parents  who  could  suitably 
ca"t"ty  child  at  home  but  may  be  forced  £«£££«£ 

siderations  to  put  their  child  in  a hospital  a gr  defectives  to  remain  in 
Similar  grants  should  also  be  avaffabte  to  help  adult able 
the  community  when  owing  to  age,  health  or  otner  reasons  ui  y 
to  toe  fully  self  supporting.  A 3 

30600 
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(f)  Co-ordination  of  services 

50.  The  attitude  of  the  local  authorities  in  making  other  .provision  for  defectives 
in  the  community  (e.g.  home  visiting,  child  guidance  clinics,  out-patient  clinics, 
housing,  etc.)  is  also  important. 

51.  We  recommend  that 

There  should  be  close  co-ordination  between  the  local  and  national  health 
authorities  lest  the  local  health  authorities  rely  on  the  mental  deficiency  hospital 
as  a substitute  for  the  creation  of  independent,  comprehensive  domiciliary 


Examination 

( 'Chairman ):  Good1  morning.  Perhaps 
you  would  kimdlly  introduce  yourselves? 

(Mr.  Davies):  I am  the  Chairman  of 

the  iFounitain  Hospital!  Management  JGom- 
nui'tltee  ; on  miy  right  is  Dr.  Hilliard1,  the 
Physician  Superintendent ; on  my  extreme 
right  is  Miss  Bell,  the  (Matron-;  on  my  ldf-t 
is  Dr.  Tizard  who  is  a member  olf  the 
Hosipitlal  Management  Committee. 

21646.  -Would  you  .lake  to  make  any 
general  observations  'before  we  go  through 

your  miemorandlum.? Merely  to  point 

out  .that  our  terms  of  reference  are 
obviously  much  more  limited  than  the 
terms  of  reference  oif  the  Royal  Comms1- 
si-on.  We  are  primarily  concerned  with)  the 
administrative  consequences  of  mental 
deficiency  law,  and  broadly  speaking  our 
proposals  are  .those  which  commend'  them- 
selves  to  us  to-  increase  the  turnover  or 
patients  and  -to  -improve  tihe  facilities.  Ifor 
training.  1 think  .that  -seems  -to  ibe  the 
general  objective  o'f  -our  document,  and  -the 
limit  of  our  terms  of  reference. 

2647.  Your  memorandum  of  evidence 
seems-  t-o  lead'  to  ithe  conclusion  that  mental 
deficiency  legislation  -sh-onl-d1  be  abolished 
altogether.  If  would  become  unnecessary 
except  perhaps  for  two  points,  in  so  far  as 
it  may  be  necessary  to  put  statutory  duties 
-on  certain  authorities  to  -provide  the  nece-s-- 
sary  -accoimimo-diatioin,  and  secondly  in  so-  far 
as  you  pro-pose  an-  extension  olf  the  legal 
minority  oif  certain  -classes  of  heavily  hiand-i- 

capipeidl  -or  -gravelv  defective  children. • 

Yes. 

2-648.  iBut  apart  from  th-at  you  would 
wish  to  get  rid1  -of  .mental  deficiency  legis- 
lation -o-r  compulsion  on  -the  individual 

altogether? -Of  course  none  of  us  is-  a 

lawyer,  so  perhaps  we  have  -got  a -bia-s  in 
the  direction  away  from-  the  legal  approach. 
Our  own  impress-ion  is  that  the  ex-is-ti-nig 
sit-a-te  -of  the  la.w  tends  to  act  as  a barrier 
or  impediment-  -to  a more  -rapid1  turnover 
olf  -patients,  and  therefore  perhaps-  we  have 
a slight  bias  in  the  direction-  of  reducing 
the  i-n-terfeiremoe  -o-f  law  wii-th-  the  free  return 
of  -patients  to  tihe  community.  Also-  our 
own  experience  -has  largely  been  that  the 
legal  imipediimenlis  at  present  in  existence 


>f  Witnesses 

-have  -not  in  fact  contributed  to  the  safety 
of  the  subject  against  exploitation. 

2649.  Perhaps  we  could  clear  up  miy 
question  more  easily  after  we  have  been 
through-  your  memorandum.  I will  broadly 
speaking  confine  my  questions  to.  your 
actiual  recommendations,  but  there  is  just 
one  point  on  paragraph-  7 which-  is  -not  a 
frivolous  comment.  You  say,  “The  1944 
Education  Act  changed-  our  thinking.  . . ." 

I h-o-pe  that  scientific  thinking  changes  Acts ; 

I should  'be  sorry  to  -think  -that  legislation 
changed  scientific  thinking.  I wonder  whaf 

yioui  mean? (Dr.  Tizard }:  -I  think,  Sir, 

that  th-e  change  came  about  through-  the 
fact  that',  since  1'944,  children  who  w-ec-e 
formerly  called  feeble-minded  have  been 
regarded  as  merely  dull  normal  children 
from  the  point  of  view  of  education ; they 
do  not  have  any  special  certificate  or  any 
legal  or  other  handicap  to  their  education. 
Their  education  is  part  of  the  normal  system 
of  education,  as  opposed  to  that  for 
imbecile  children,  for  example,  who  still 
have  an  entirely  different  procedure  to  go 
through  in  order  to  obtain  such  training  as 
they  receive.  The  arrangements  for  feeble- 
minded children  are  purely  administrative 
arrangements  just  as  the  arrangements  made 
for  the  education  of  blind  children. 

2650.  Surely  that  -is-  not  peculiar  to  -the 
1944  Act?  It  was  -sio  -under  the  previous 

Acts  also? (Dr.  Hilliard):  I think  our 

p-oi-nt  is  that  until  1'944  a child1  wh-o  needed 
sipe-cial  education  had-  to  be  certified  as  a 
mental  defective. 

2(651.  Surely  not?  Was  n-ot  certification 
abolished  -in  practice  as  a result  o-f  the 
Wioioid  Comma ttee’is  re-pert  in  1929?  Accord- 
ing to  my  experience  -such  c-Ti-i l-dire-n  were 
sent  to  a special  school  as  being  high-grade 

defectives. T-h-e  -child  was  called  mentally 

defective,  but  s-ince  1944  the  same  child 
going  to-  -the  special  school  has-  been  called 
educationally  sub-normal,  and  the  whole 
emphasis  on.  t'he  public,  the  parents  and  line 
Children  is  quite  different.  'He  knows  he 
is  i.n  fact  from  the  -educational  -p-oint  of 
view  -s-ub-no-nmal,  and  h-e  needs  special 
education,  ibut  he  is  not  labelled  at  schoo-l 
age  as  being  mentally  defective  or  -feeble- 
minded. 
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2652.  Unless  he  is  rated  as  ineducable? 

The  large  'bulk  off  .children  we  submit 

are  the  ones  .who  are  going  to  special 
schools,  and  until  1944  they  were  labelled 
mentally  defective.  That  is  our  point,  that 
it  makes  a very  big  psychological  difference 
to  the  child,  his  .parents  and'  the  public  if 
when  he  leaves  the  special  school  he  has 
been  educationally  sub-normal  and  not 
mentally  defective  for  many  years.  (He  is 
more  likely  to  get  a job  if  the  employer 
knows  he  was  backward  at  school  rather 
than  that  he  has  been  ascertained  as  feeble- 
minded. 

2653.  What  is  your  experience  compar- 
ing the  present  day  with,  say,  the  situation 
twenty  years  ago  as  regards  the  numbers 
off  children  who  are  found  at  some  stage 
off  their  school  life  to  be  ineducable? 
Are  there  more  or  less  being  forced  out 
of  the  school  system  now  by  being  de- 
clared ineducable  than  there  used  to  _be? 

■ — have  not  got  the  figures.  Sir. — (Mr. 
Davies ):  I think  our  experience  would  be 
too  limited  to  generalise  on  that.  Sir. 

2654.  'Of  course  it  is  possible  the  Edu- 
cation Act  of  1944  has  avoided  the  stigma 
of  mental  deficiency,  only  to  affix  to  more 
children  than  it  used  to  be  affixed  to  the 
stigma  off  being  ineducable.  Your  experi- 
ence -does  not  shed  any  light  on  that 

point? We  are  conscious,  of  course, 

that  it  has  tended  to  fix  a greater  adminis- 
trative barrier  'between  the  two  categories 
of  the  educationally  sub-normal  and  in- 
educable, -but  there  is  a very  real  barrier 
between  those  two  categories,  and  what  we 
should  like  to  see  is  more  fluid  gradation 
of  children  from  the  lowest  possible  grade 
capable  of  benefiting  from  any  training,  up 
to  the  other  end  of  the  educational  ladder. 

2655.  On  your  recommendation  in  para- 
graph 13,  you  would  have  a good  deal 
of  opposition  from  children’s  hospitals, 
would  you  not?— — (Miss  Bell):  Our  prob- 
lem is  very  grave  in  mental  deficiency 
hospitals  by  virtue  of  overcrowding  and 
there  are  very  long  waiting  lists.  Quite 
frequently  we  receive  children  who  have 
come  from  children’s  hospitals  who  are 
suffering  not  only  from  physical  handicaps 
but  who  are  actually  ill.  Whilst  our 
nurses  are  very  competent  to  care  for 
them,  we  do  feel  that  at  a very  early  age 
it  is  not  necessary  for  them  to  come  to 
us ; they  could  be  equally  well  looked 
after  in  the  children’s  hospitals  where  I 
understand  there  are  quite  a number  of 
empty  beds. 

2656.  Is  it  a fact  that  children’s  hos- 
pitals have  a material  number  of  empty 

beds  in  these  days? (Dr.  Hilliard):  1 

think  we  can  assure  you  of  that.  The 
Ministry  of  Health  could  give  the  figures, 
and  I think  we  would  stick  to  that.  There 
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are  many  children’s  hospitals  which  are 
not  by  any  means  full. 

2657.  I think  perhaps  your  recommen- 
dation may  be  open  to  misunderstanding  by 
the  instances  you  give,  because  both 
hydrocephalus  and  spasticity  can  be  called 
incurable  diseases  or  they  are  at  least  of 
very  long  standing? — — ■ (Mr.  Davies ):  I 
think  the  point  here  is  that  the_  mental 
deficiency  hospitals  are  largely  designed  to 
take  care  of,  and  to  provide  a home  for, 
mentally  deficient  children.  In  the  case  of 
some  of  these  children  there  is  nothing  in 
early  infancy  to  distinguish  their  care  in  a 
hospital  from  the  care  of  normal  children. 
They  have  not  attained  a physical  stage 
which  requires  the  conditions  of  the  mental 
deficiency  hospital,  and  although  this  is 
largely  of  administrative  significance, 
rather  than  legal,  it  is  very  difficult  to 
disentagle  the  administrative  from  _ the 
legal.  Our  experience  at  the  Fountain  in 
particular  has  tended  to  be  that  an_  in- 
creasing number  of  children  are  admitted 
who  are  sick  primarily,  and  mentally  defi- 
cient secondly.  It  might  be  one  of  the 
ways  out  of  our  problems  if,  coupled  with 
the  possible  legal  relaxations,  those 
children  whose  prime  need  is  nursing  care, 
in  the  sense  of  illness,  could  be  cared  for 
in  the  general  hospitals  as  distinct  from 
the  mental  deficiency  hospitals. — (Dr. 
Hilliard) : We  stress  in  our  recommendation 
in  paragraph  13  that  this  refers  to  very 
young  children those  are  the  ones 
we  have  in  mind.  We  had  a child 
who  was  two  weeks  old  and  he  needed 
a lot  of  nursing  and  special  feeding 
owing  to  his  difficulty  with  swallowing, 
but  he  was  not  by  any  means 

obviously  mentally  defective.  It  was  too 
early  I think  to  diagnose  a mental  defect 
at  two  weeks  old  and  he  needed  very 
skilled  child  nursing.  It  is  much  easier  to 
give  that  in  a children’s  hospital  with  less 
to  do  than  in  a ward  for  50  or  60  chi.dren 
where  they  are  all  mentally  defective,  need- 
ing a great  deal  more  care  and  supervision. 
It  is  noisy  and  disturbing  for  the  poor 
child,  and  I do  not  think  there  is  any 
mental  deficiency  diagnosis  that  justifies  in- 
carceration under  order  at  the  age  of  two 
weeks.  There  are  other  children  of  one 
and  two  years  to  which  the  same  sort  of 
thing  applies.  They  may  be  paraplegic  and 
need  special  skilled  nursing  for  their.  in- 
continence; they  may  certainly  show  signs 
of  a defect  for  which  they  need  training, 
but  until  thev  need  the  special  training 
which  the  mental  deficiency  hospital  can 
give  them,  they  only  need  ordinary  nurs- 
ing. That  is  why  we  feel  that  until  the 
child  needs  the  special  training  for  his 
mental  deficiency  any  physical  nursing 
could  be  provided  in  a childrens  hospital. 
—(Mr.  Davies):  I would  also  stress  that 
the  Fountain  Hospital  is  primarily  a hos- 
pital for  children  and  not  a conventional 
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type  of  mental  deficiency  colony.  Our 
wards  have  accommodation  for  about  50 
children  in  each  ward.  Our  nursing  ratio 
is  one  nurse  to  five  patients.  In  a general 
•hospital  you  frequently  have  a staffing 
ratio  of  one  nurse  per  patient. 


children  instead  of  being  labelled  mentally 
defective. 


2658.  i (Dr.  Greenwood  Wilson):  In  the 
old  days  of  the  public  assistance  hospitals, 

■t  - _ £ l.X.  t.mor  nf  MC1M  1X7 PTP 


U'lU.  uuyo  w -- 

a good  many  of  these  types  of  cases  were 
■taken  in  (heir  children's  wards.  _ Do  yon 


'laitteiL  an  uku 

think  that  the  National  Health  Service 
has  added  to  your  difficulties  m that 
way  if  you  no  longer  get  certain 
numbers’  of  these  cases  being  taken  in 
public  assistance  hospitals?  Do  you  think 

that  is  a factor?- {Dr.  Hilliard):  I think 

it  may  be  a factor  that  many  more  were 
cared  for  in  that  way  and  _ they  _ were 
expected  to  look  after  young  children  in  the 
public  assistance  institution,  but  we  are  not 
suggesting  that  the  children  should  be  rele" 
gated  to  less  skilled  care.  We  want  the  best 
children’s  hospitals  which  will  give  the  most 
Med'  nursing  to  these  very  difficult  cases, 
for  instance  the  children  who  cannot 
swallow  need  very  careful  feeding,  otherwise 
they  get  pneumonia  from  choking  and  may 
die. 


26-62.  < Chairman ) : I suppose  these  people 
you  are  speaking  of  now — the  child  of  two 
week's — was  not  transferred  straight  from 

the  children’s  hospital  to  you,  was  it? 

The  child  of  two  weeks  odd  was  bom  in 
a maternity  hospital.  They  said  he  was  a 
mongol  and  must  be  mentally  defective,  and 
so  they  started  the  thing  straight  away  and 
had  him  certified  and  sent  to  us.  I think 
the  child  was  there  because  the  mother 
could  not  have  him  at  home  for  some 
reason.  The  child  if  he  needed  care  should 
have  gone  to  a children’s  hospital.  I do  not 
see  there  was  any  need  to  certify  him  as  a 
mentally  deficient  person  at  two  weeks  old. 
I do  mot  think  it  is  physically  possible  to  do 
that. 


2659.  (Dr.  Thomas ):  Would  you  leave  the 
admission  -of  such  cases  to  the  discretion  of 

the  Medical  Superintendent? It  is  a 

difficult  question.  There  is  considerable 
pressure  put  on  the  Fountain  Hospital  by 
other  hospitals  who  have  these  children  and 
say  they  are  not  suitable,  but  I visualise  that 
the  children’s  hospitals  oould:  cope  with  all 
sorts  of  neurological  problems  such  as  we 
have  listed. 


2660.  There  is  the  case  you  have  quoted 
of  the  child  of  two  weeks  old.  Many  are 
entirely  normail  children  and  you  are  not  in 
a position  to  accept  such  a person.,  are  you, 
in  most  cases? They  are  sent  to  us  certi- 

fied by  experts.  We  do  not  do  certification 
ourselves,  but  the  child  has  been  certified  by 
two  medical  experts  and  a justice’s  order. 
He  reaches  us  and  we  accept  him  but  we  do 
not  decide  whether  he  is  to  be  certified. 


2661.  Have  you  come  across  any  cases 

which  are  mot  certifiable? Yes,  Sir,  we 

recommend  the  discharge  under  the  Mental 
Deficiency  Act  of  quite  a few  patients  who 
turn  out,  in  our  opinion,  not  to  be  mentally 
defective  after  more  diagnosis  and  more 
time  has  been  given  to  investigating  them. 
Also  when  they  are  older  they  show  they 
are  more  normal  than  was  anticipated.  The 
figures  we  give  in  paragraph  23,  referring 
to  the  education  system,  show  that  in  the 
last  five  years  41  children  who  were  origin- 
ally diagnosed  as  imbeciles  or  mentally 
defective,  left  the  Fountain  to  go  to  special 
schools.  If  they  did  not  come  m so  quickly 
they  would  'have  more  time  to  survive  in 
the  community  and  with  _ nursing  and  other 
care  develop  into  educationally  suh-normal 
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2663. 1 was  going  to  ask  you  that.  At  what 
age  can  there  be  a diagnosis  of  mental 

deficiency?  What  is  the  earliest  age? 1 

think  in  some  very  severe  conditions  where 
there  is  obviously  gross  maldevelopment  of 
the  brain,  such  a severe  _ sltate  of  micro- 
cephaly and  other  severe  signs,  it  would  be 
possible  at  a fairly  early  age  to  be  pretty 
sure  that  that  child  will  always  be  severely 
handicapped,  but  with  the  bulk  of  children 
and  'the  majority  of  children  who  are 
mentally  defective  in  the  higher  grades  I 
would  be  very  hesitant  to  make  a definite 
diagnosis  until  the  child  was  probably  three 
or  four  years  old'.  I think  if  we-  could  have 
an  arrangement  whereby  mo  child  iinder  five 
was  finally  certified,  he  would  stand  a better 
chance.  He  could  perhaps  be  given  training 
or  whatever  is  needed,  without  signing  ana 
sealing  any  document.  He  is  not  able.  to 
eo  to  school  until  he  is  five  and  the  decision 
can  be  taken  when  he  is  put  down  for 
school  and  they  find  he  is  mot  able  to 
benefit  from  the  ordinary  school  or  from 
special  school,  and  then  if  he  fails  he  can 
be  called  mentally  defective.  'Many  of  the 
patients  that  come  to  us  under  the  age  of 
five  are  certified  as  mentally  defective  and 
when  they  reach  the  age  of  five  they  become 
educationally  sub-normal  and  'they  have  to 
be  de-cert  ified.  It  seems  a pity  to 
label  the  .child  as  mentally  defective  before 
he  is  found  to  be  educationally  sub-normal. 
—•(Dr.  Tizard):  I think  that  it  would  -be 
a mistake  in  any  case  to  say  that  once 
a child  was  labelled  as  an  imbecile  he 
must  necessarily  remain  an  imbecile  for 
life  We  get  changes  m grades  from 
imbecile  to  feeble-minded,  and  vice  versa, 
and  these  changes  happen  frequently 
enough  to  make  the  pinning  of  a label 
once  and  for  all  very  undesirable  for  any 
individual  case. 

2664.  A good  many  of  your  recommen- 
dations seem  rather  to  assume  that 
ascertainment  of  mentally  defective  children, 
ascertainment  that  there  is  something  pretty 
seriously  wrong,  can  he  complete  before  the 
age  of  five.  You  seem  to  assume  that  all 
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children  can,  come  -within  the  net,  so  to 
speak,  of  mental  deficiency  doctors  or 

institutions  at  an  early  age. (Dr. 

Hilliard ) : I am  sorry  if  we  (have  given  that 
impression.  'Our  opinion  is  that  it  is  very 
unwise  to  make  decisions  before  the  age 
of  five,  but  our  factual  experience  is  that 
we  receive  certified  children  under  that 
age.  Twenty  per  cent,  of  our  admissions 
are  under  two  years  old.  We  receive  them, 
we  cannot  avoid  it,  they  are  handed  to  us 
and  the  diagnosis  is  made  too  readily.  We 
do  not  think  that  they  should  he  diagnosed. 

— (Mr.  Davies ):  If  the  consequences  of 
incorrect  ascertainment  were  minimised  by 
a change  in  the  law,  we  should  be  in  a 
better  .position  to  take  such  cases,  just  as 
a general  hospital  would  take  a case  for 
pneumonia,  or  any  acute  illness,  deal  with 
the  case,  provide  for  specialised  supervision 
of  the  child  during  a period  of  observation,, 
and  then  discharge  that  child  with  a mini- 
mum of  formality  if  the  ascertainment  was 
found  to  be  incorrect  or  could  be  modified 
in  any  form  to  a degree  less  acute  than  was 
originally  supposed. 

2 665.  (Mr.  Jackson ):  Could  I ask 
whether  there  is  any  useful  purpose  served 

by  certifying  at  that  very  early  age? 

(Dr.  Hilliard ) : Today  it  is  essential  if  we 
want  to  get  a bed  at  Che  (Fountain  Hospital 
because  it  is  impossible  to  be  admitted, 
except  for  a temporary  period  of  eight 
weeks,  by  any  other  means,  so  it  is  done 
to  get  the  child  some  nursing  care.  We  do 
not  want  to  suggest  that  the  children  should 
not  come  to  the  hospital  and  should  not 
receive  the  nursing,  except  those  who  we 
Chink  would  be  better  in  the  children’s 
hospitals.  If  they  could  go  to  the  Fountain 
Hospital,  as  they  go  to  other  hospitals,  to 
receive  treatment  and  training  without  the 
legal  impediment  of  being  regarded  as  a 
certified  mental  defective  with  all  the  con- 
sequences which  it  has  for  the  individual, 
his  parents  and  the  public,  I think  it  .would 
be  more  satisfactory.  We  are  not  objecting 
to  giving  care  under  Che  'National  'Health 
Service  Act.  We  feel  there  should  be  every 
facility  for  children  to  come  to  hospital. 

2666.  I appreciate  that,  but  .1  wanted  to 
get  it  clear  on  the  record  that  at  present 
there  are  reasons  which  would  have  to  be 
removed  before  one  could  alter  it?  Yes, 
if  these  rules  that  they  have  to  be  certified 
under  the  'Mental  Deficiency  Act  in  order 
to  be  admitted  were  abolished,  children 
could  come  in  to  the  hospital  without  any 
difficulty.  There  would  be  the  same  situa- 
tion in  the  wards ; it  would  not  prevent 
them  coming  in. 

2667.  {Chairman)-.  You  say  there  would 
be  the  same  situation  in  the  wards,  tfiey 
would  come  in,  but  that  is  part  of  my 
question  about  ascertainment.  If  you 
abolish  certification  how  far  do  You  , t*11I~ 
the  parent  of  the  child  who  ought  to 
receive  some  kind  of  treatment  would  be 
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advised  where  to  send  the  child?  I suppose 
he  has  got  to  be  advised  by  the  health 
visitor  or  by  the  family  doctor,  and  the 
family  doctor  nowadays  very  often  does 
not  get  into  the  home  very  much,  and  if 
the  child  is  not  positively  ill  he  probably 
does  not  see  him.  How  many  cases  do 
you  think  there  would  be  that  would 
never  be  dealt  with  if  there  was  not  this 

certification  procedure? At  the  Fountain 

Hospital  we  run  an  out-patient  department 
with  people  seeking  advice  there  from 
literally  all  over  the  country ; we  get  a 
number  of  people  who  cannot  get  their 
child  into  the  hospital  but  they  want 
advice.  If  you  have  out-patient  depart- 
ments to  examine  the  patient  and  give 
advice,  parents  will  be  advised  to  put  the 
child  in  the  hospital,  just  as  with  any 
department  of  medicine  or  surgery  you  see 
the  surgeon  at  an  out-patient  department 
who  advises  you  to  go  into  the  hospital 
for  an  operation.  At  present  the  work  is 
split  up ; one  .person  gives  advice  to  die 
patients  and  the  hospital  has  to  deal  with 
the  result.  It  would  be  better  for  the  per- 
son who  is  making  the  diagnosis  also  to 
give  the  treatment.  All  the  patients  who 
have  come  in  the  last  few  years  would 
have  come  just  as  quickly  if  they  did.  not 
have  to  have  a certificate ; in  fact  it  is 
the  certificate  that  delays  it  three  weeks. 
When  I have  had  a bed  empty  we  notify 
the  local  authority  and'  they  take  three 
weeks  to  get  the  formalities  completed, 
which  wastes  three  weeks.  .If  it  were  as 
informal  as  any  other  hospital  I do  not 
think  the  child  would  not  have  come  in. 
I do  not  think  any  child  would  not  have 
come  in  had  they  been  able  to  come  in 
freely  and’  there  was  no  compulsion  on  the 
child.— (Mr.  Davies ):  There  is  a distinction 
between  ascertainment  and  certification. 


2668.  I am  using  the  word  ascertainment 
with  no  implication  of  certification  at  all. 

If  we  could  simply  have  ascertainment 

without  certification,  I cannot,  see  that  ascer- 
tainment would  be  less  efficient  than  now, 
and  as  ascertainment  would  not  have  the 
legal  consequences  I should  not  be  sur- 
prised if  ascertainment  tended  to  increase. 

2669.  You  would  not  advocate,  as  has 
been  recommended  at  least  by  one  of  our 
witnesses,  .that  mental  deficdency  should  be 
notifiable  by  the  family  doctor  to  the  local 
authority?— — (Dr.  Hilliard ):  I think  the 
Management  Committee  have  not  actually 
dealt  with  that  point  I think  as  far  as  pos- 
sible one  wants  to  make  this  part . of 
clinical  medicine,  dn  so  far  as  it  is  clinical 
medicine,  similar  to  others.  Unless  there 
is  anv  real  need  to  have  formalities  I think 
that  the  work  will  be  done  equally  well 
without  them  by  the  people  m the  profes- 
sion, if  they  are  given  the  opportunity.  1 
am  sure  that  parents  today,  as  a result  of 
their  Parents’  Associations  and  the  various 
propaganda  and  information  which  has 
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been  'given  to  them,  arc  only  too  willing  to 
set  skilled  advice  and  to  use  the  services 
provided  freely,  t do  not  think  they  will 
need  any  compulsion  or  notification  of 
ascertainment  to  'become  aware  of  nt. 

2670.  You  are  not  at  all  worried,  in 
thinking  of  the  future,  by  the  problem  of 
the  homes  where  the  parents  are  both  dis- 
tinctly sub-normal  and  slightly  irrespon- 
sible, even  if  they  are  not  positively 

detrimental? <JMr,  Davies):,  Ini  our 

recommendations  we  have  retained  provi- 
sion for  the  mailed  fist  fiehmd'  the  velvet 
glove  in,  the  last  resort,  ibut  we  want  to 
reduce  the  element  of  compulsion  to  the 
absolute  minimum. 


2671.  Perhaps  you  would  draiw  my  atten- 
tion to  the  mailed  fist  when  we  come  to 

it  in  your  memorandum. -{Dr.  Hilliard): 

We  do  not  find1  these  homes  in  the  case 
of  the  children  coming  to  the  Fountain. 
l,t  may  he  exceptional,  but  we  find1  that 
children  needing  care  come  from  ordinary 
homes  very  much  like  any  other  children, 
and  it  lias  not  been  our  experience  in  the 
last  few  years,  perhaps  owing  to  increased 
welfare  services-  in  other  directions,  that 
there  are  such  lurid  homes  that  one  reads 
of  in  hooks.  Quite  frankly  in  our  experi- 
ence there  is  not  a single  parent  that  comes 
under  that  description.  'Every  case  that 
has  been  admitted  to  the  Fountain  has 
come  with  the  parents’  approval,  so  there 
is  no  particular  question  in  this  branch  ot 
young  children  of  having  any  difficulty 
there.— Wr.  Vizard):  A much  more  serious 
problem  is  likely  lo  be  that  ot  the  normal 
children  of  menially  defective  parents,  who 
are  likely  to  be  more  common  than  mentally 
defective  children  of  mentally  defective 
parents.  At  the  present  lime  we  deal  with 
Ihesc  normal  children,  if  they  are  not  being 
cared  Tor  by  their  parents  properly,  under 
the  Children  and  Young  Persons  Act,  or 
some  other  general  legislation.  What  we 
have  suggested  is  that  when  the  mental 
defectives  arc  not  properly  looked  allcr,  they 
should  he  dealt  with  in  the  same  way  as 
one  deals  with  other  children  who  ure  not 
being  properly  looked  nfler. 

2672.  You  think  the  Children  and  Young 
Persons  Act  powers  are  sufficient  to  deal 
with  them? Yes. 


2673.  (Sir  Cecil  Oakes):  Am  I right  in 
deducing  from-  your  evidence  that  you  think 
that  if  your  recommendation  were  adopted 
an  appreciable  number  of  the  children  who 
come  to  you  would  go  to  the  ordinary 
genera!  hospitals?— —(Mr.  Davies):  suitt- 
ally,  perhaps,  whilst  their  mam  need  was 
for  normal  nursing  oarc. 

2674,  'Do  you  think  that  would  follow? 

1 think  that  should  follow.  It  would 

certainly  relieve  the  congestion1  which  ’? 
an  administrative  rather  than  a legal 
problem. 


2675.  (Dr.  Rees):  In  general  you  would 
not  admit  anyone  to  a mental  deficiency 
hospital  unless  they  were  ‘likely  to  benefit 
from  'Such  special  facilities  as  are  available 

there? (Dr.  Hilliard):  No. — [Dr. 

Vizard):  1 think  the  point  is  that  the 
patient  would  be  able  to  go  to  a general 
hospital  rather  than  that  he  would  neces- 
sarily go  to  a general  hospital.  If  the 
distinction  between  a general  hospital  and 
a mental  deficiency  hospital  were  mini- 
mised, the  importance  of  the  decision 
whether  he  should  go  to  one  or  the  other 
would  be  correspondingly  minimised,  but 
at  the  present  time  it  is  a very  serious  step 
indeed  to  send  a child  to  a mental  deficiency 
hospital, 

2676.  (Mrs.  Adrian):  Am  I right  in  think- 
ing that  in  dealing  with  younger  children 
you  are  dealing  with  the  more  extreme 
forms  of  mental  delect  which  show  them- 
selves in  young  children,  and  that  on  the 
whole  the  parenls  of  those  children,  the 
condition  being  traumatic  in  origin,  are 
likely  to  be  more  normal  than  the  parents 
of  higher  grade  defective  children  who 
only  'become  noticeable  possibly  in  their 
teens  or  at  school  age,  wlto  are  more  likely 

to  he  on  the  unsatisfactory  border-line? 

l Dr.  Hilliard):  Yes,  1 think  that  is  the  point. 
With  the  younger  child,  in  order  to  make 
a diagnosis,  you  have  to  have  a very 
glaring  physical  condition,  because  you  can- 
not diagnose  on  menial  grounds,  and  these 
glaring  physical  conditions  fend  lo  be  an 
accident  that  happened  lo  the  child  in  its 
development  and  are  not  usually  inherited. 
So  it  is  a fact  that  you  have  normal  parents, 
and  I am  sure  if  we  .published  tlw  social 
groups  of  out-  parents  people  would  be  sur- 
prised lo  find  how  many  of  the  professional 
Classes  are  among  the  parents  of  children 
in  the  hospital.  In  these  days,  since  the 
poor  law  atmosphere  has  been  abolished, 
our  waiting  list  is  full  of  .professional 
people  trying  to  get  their  children  in  rather 
than  hawing  children  dragged  from  then 

homes. (Or.  Vizard):  Ruthcr  than  saying 

they  are  all  normal  it  would  be  more  true 
to  say  that  they  represent  a cross  section  of 
the  community. 


2677.  (Dr.  Thomas):  Would  we  be  sale 
in  assuming  that  the  experience  of  the 
Fountain  'Mental  iHospital  is  unique  in  -that 
wav?  You  have  a waiting  list  of  417 

patients? ( Dr . Hilliard):  Not  400,  about 

150. 

2678.  In  view  of  'that  it  is  obvious  that 
the  hospital  will  deal  with  cases  where  the 
parents  are  anxious  for  'treatment.  Does 
it  answer  ilhe  problem  of  flie  tub-cultural 
family,  and  the  problem  of  raping  with  the 
sub-cultural  family’s  off-spring  where  they 

are  defective? We  are  dealing  with 

children  under  five  In  paragraph  12  and 
wo  have  not  found  many  of  the*  type  in 
the  sub-cultural  .group.  We  do  not  adinil 
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children  over  five  years  old.  We  deal  with 
a specific  problem  of  the  young  child  before 
school  age,  but  directly  you  get  to  school 
age  your  problem  is  altered  because  the 
bulk  of  the  children  will  'be  educationally 
suib -normal,  and  even  if  they  come  from 
sub-cultural  families  they  will  be  educa- 
tionally sub-normal  and  not  be  dealt  with 
as  mentally  defective. 

2679.  You  are  not  then  dealing  with  the 
whole  of  ithe  problem  of  mental  deficiency? 
No. 

2680.  It  is  difficult  to  follow  the  classifi- 
cation of  the  main  symptoms  noted  in  the 
200  defective  cases  mentioned  in  paragraph 
11.  Tihe  -mongols,  for  instance,  would  all 

be  admitted  as  defectives? They  are  all 

certified  as  ineducable  before  the  age 
of  5, 

2681.  Whereas  you  quote  imbecility  and 

idiocy  as  two  groups,  all  the  other  cate- 
gories that  you  have  there  would  also 
probably  fall  into  the  categories  of  the 
imbecile  and  idiot  as  well? Yes. 

2682.  It  would  tend  to  be  rather  mis- 
leading to  lay  people  unless  that  point 

was  clarified. All  these  children  are 

certified  as  mentally  defective.  Their 
symptoms  as  reported  to  us  were  either 
mongolism  with  mental  deficiency,  or 
imbecility  without  any  physical  handicap, 
but  every  single  one  has  been  ascertained 
and  certified  as  defective. 

2683.  {Chairman):  Is  your  recommenda- 
tion in  paragraph  19  also  confined  to 

children  under  five? {Mr.  Davies ):  I do 

not  think  it  need  be,  but  we  were  confining 
it  to  children  under  five  because  our 
experience  is  centred  in  children  of  that  age 


group. 

2684.  {Mrs.  Adrian) : Would  it  not  apply 

to  any  children  excluded  from  the  school 
system  as  ineducable? Yes. 

2685.  Certainly  then  up  to  the  age  of 

15? Yes. 

2686.  {Chairman):  You  would  rely  on 
the  .parents  olf  such  older  children  to  send 
them  to  the  hospitals  if  they  need  it?—— 
(Dr.  Hilliard) : Yes,  because  they  are  the 
lower  grade  children,  the  imbecile  and 
idiot,  and  if  they  are  higher  grade  they  have 
gone  to  special  schools  under  the  Education 
Aot.  They  would  be  the  lower  grade 
children  who  would  tend  to  have  the  more 
normal  parents. 


2687.  Is  not  that  a very  large  assump- 
tion, that  you  do  not  get  any  what  you 
would  medically  call  higher  grade  children 
certified  as  ineducable,  especially  under  the 
sub-section  of  the  Act  dealing  with  children 
wiho  are  unsuitable  to  foe  educated  along 

with  other  children? The  number  of 

detrimental  children  is  comparatively  small 
I think. — ( Dr.  Tizard):  Detrimental  ohtldren 
are  often  children  who  perhaps  might  foe 
regarded  as  psychotic. 

30600 


2688.  They  are  of  comparatively  high 
grade  intelligence,  and  there  are  mental 
deficiency  institutions  where  a very  large 
proportion  of  the  inmates,  or  young 
inmates,  have  a quite  high1  intelligence 

quotient? Not  children  of  school  age. 

Sir. — {Mr.  Davies):  Another  fact  is  that  the 
Fountain  Hospital  serves  the  catchment  area 
of  London  and  the  schools  for  the  educa- 
tionally .sub-normal  and  day  occupation 
centres  are  more  highly  developed  than  in 
many  other  parts  of  the  country,  so  perhaps 
it  would  be  true  to  say  that  the  experience 
of  the  Fountain  may  not  necessarily  be 
typical  of  the  country  at  large. 

2689.  (Dr.  Thomas):  I think  that  is  a 
point  to  bear  in  mind  especially  in  rela- 
tion to  this  category  of  children  whom  it  is 
inexpedient  to  mix  with  others  at  school, 
for  instance  the  feeble-minded  group  of  edu- 
cationally sub-normal  who.  may  have  addi- 
tional handicaps  of  a physical  nature  which 
will  exclude  them  from  the  normal  grade 
•in  the  schools  for  the  educationally  sub- 
normal. There  is,  is  there  not,  a real  short- 
age of  accommodation  for  the  educationally 

sub-normal? Yes  .—(Dr.  Tizard):  There 

is  also  a great  shortage  of  mental  deficiency 
accommodation. 


2690.  -But  it  is  not  true  to  say  that  it  is 
only  psychotic  children  who  come  within 
the  category  of  those  whom  it  is  inex- 
pedient to  educate  in  association  with 

other  children? {Dr.  Hilliard):  They 

may  have  a double  handicap. 

2691.  Surely  there  is  quite  a substantial 
proportion  of  children  who'  are  education- 
ally sub-normal  and  who  have  in  addition 

•other  handicaps? Yes.  We  fed  very 

strongly  that  those  children  with  the  double 
handicap  .should  be  given  the  special  train- 
ing and  education  they  need  m the  special 
schools  of  which  there  are  very  few  and 
not  be  put  under  the  Mental  Deficiency 
Act  We  do  not  see  that  it  is  a good  way 
of  treating  the  child  to  put  him  somewhere 
else  when  you  know  he  needs  something 
which  cannot  be  .provided  at  present.  If 
these  children  were  provided,  for  under  the 
Education  Act  in  places  designed  foi _ such 
children,  you  would  not  have  to  certify  the 
child.  Many  of  the  41  children  who  have 
•been  laboriously  got  back  into  the  educa- 
tion system  were  children  with  double 
handicaps,  hut  there  was  nowhere  to  put 
them  so  they  were  certified  as  mentally 
defective,  and  that  is  what  we  think  has 
been  wrong.— (Mr.  Davies)  t That  may 
arise  where  there  is  no  double  han*oap 
and  the  handicap  is  purely  physical.  I can 
quote  you  a case  of  a child  who  is  now  at 
a perfectly  normal  school  for  deaf  children 
-ADr.  Hilliard)-.  He  had  been  certified  as 
a mental  defective  and  sent  to  us  at  the 
age  of  three. 

?69'J  That  would  be  a case  of  wrong 

diagnosis,  would  it  not? (Mr.  Davies)-. 

A 6 
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Yes,  1 would  say  that  that  was  definitely 
a case  of  wrong  diagnosis. 


2693.  (Sir  Cecil  Oakes):  Could  you 
amplify  the  last  sentence  in  paragraph  17, 
“ In  large  measure  the  control  of  the 
patients  is  thus  taken  out  of  the  hands  of 
their  parents  ”?  I am  not  quite  sure  1 
understand  the  sequence  of  the  paragraph. 

. ...  (Dr.  Hilliard):  The  parent  signs  a paper 
saying,  “ I wish  to  place  my  child  in  a 
particular  hospital”.  'He  feels  he  has 
done  it  voluntarily,  as  he  would  with  a 
voluntary  patient  under  the  Mental  Treat- 
ment Act,  and  then  it  appears  that  it  takes 
the  Board  of  Control  to  discharge  the  child. 
At  the  end  of  the  year  the  child  is  lined 
up  for  review  with  the  others  who  are 
oertified,  and  there  is  no  possible  distinction 
between  the  child  who  has  been  placed 
there  and  the  child  who  has  been  detained 
under  order.  The  magistrate  sees  all  the 
children  during  the  visit  and  the  Section  3 
ones  are  dealt  with  indiscriminately  with 
the  ones  who  have  been  detained  under 
Section  6 under  order.  The  psychological 
point  is  that  the  parent  feels  there  is  not 
much  of  a voluntary  nature  about  it  if  you 
deal  with  them  in  the  same  way  as  the  ones 
who  have  been  ordered  to  be  detained. 


2694.  (Chairman):  In  paragraph  21,  you 
say  “The  qualifications  and  conditions  of 
service  of  supervisors  of  occupation  centres 
should  not  be  inferior  tO'  those  of  teachers. 
There  is  a rather  wide  difference,  do  you 

not  think? (Mr.  Davies ):  Yes,  there  is 

a very  large  psychological  barrier  between 
the  educationally  sub-normal  child  and  the 
child  in  the  occupation  centre,  and  that 
barrier  is  evidenced  by  the  legal  aspects  of 
certification  of  ineducability,  which  is  the 
sort  of  entrance  condition  to  the  occupation 
centre.  We  are  also  conscious  of  the  dif- 
ferentiation in  background  qualifications  of 
the  supervisors  of  occupation  centres  who 
must  not  be  described  as  teachers  because 
they  do  not  conform  to  the  qualifications  of 
teachers  under  the  Ministry  of  Education. 
Our  recommendation  would  'be  to  integrate 
the  whole  of  training  from  the  lowest  to 
the  highest  level,  that  supervisors  should  be 
brought  much  more  into  line  with  teachers, 
even  if,  for  practical  administrative  reasons, 
they  could  not  be  officially  designated1  m 
the  same  class. 


2695.  That  leads  on  to  the  recommenda- 
tion in  paragraph  24  where  you  propose 
to  integrate  the  education  and  training  or 
all  children  up  to  the  age  of  16  under 

the  local  education  authority? Yes. 

Our  proposal  is  that  even  occupation  centres 
in  -hospitals  would  be  under  the  education 
authority,  in  the  same  way  as  schools  an 
orthopaedic  hospitals  and  tuberculosis 
hospitals  are  recognised  as  .schools.  By 
putting  responsibility  for  all  forms  of  train- 
ing on  one  authority  you  would  fend  to 
minimise  the  normal  resistance  that  may 


be  set  up  in  trying  to  transfer  a child  from 
one  administration  to  another. 

2696.  Yes,  but  a number  of  .these  children.' 
have,  during  their  school  life,  been  certified 
at  the  instance  of  the  education  authority 
as  ineducable,  that  is  that  they  are  in- 
capable of  benefiting  from  the  school  sys- 
tem as  it  is  run  for  normal  children.  Is 
an  authority  which  excludes  the  child  like 
that  a really  suitable  authority  for  training 

it  afterwards? 1 can  see  the  practical 

snags,  but  I should  say  that  the  gains  to 
be  obtained  from  making  that  one  autho- 
rity responsible  for  all  children  who  are 
to  receive  any  form  of  training  whatsoever 
would  probably  outweigh  the  disadvantages. 

2697.  And  the  category  “ ineducable " 

therefore  would  disappear? Yes,  it  is  an 

unfortunate  word.  1 think  it  is  a word 
that  might  be  allowed  to  become  dead  and 
buried. 

2698.  (Dr.  Rees):  Education-  does  not 
mean  merely  learning  how  to.  read  and- 

write,  that  is  what  you  mean-,  is  it  not? 

Yes,  and  many  of  the  higher  grade  children 
in  occupation  centres  can  master  some,  of 
the  simpler  aspects  of  academic  education. 
—{Dr.  Hilliard):  I think  it  is  a fact  today 
that  the  best  children  in  the  occupation 
centres  are  brighter  and  more  competent 
than  the  lowest  ones  in  the  special  schools, 
and1  there  is  a very  wide  overlap.  It  is- 
because  of  this  overlap  that  we  want  to  see 
a power  of  progression  from  the  different 
classes.  If  the  scope  o-f  the  education 
authority  were  widened  to  include  these 
training  centres,  as  we  would  like  to  call 
them,  not  occupation  centres,  they  would 
obviously  be  taking  on  a new  field,  and 
they  would  have  to  absorb  the  staffs,  and 
so  on.  The  fact  that  the  child  is  called- 
ineducable  does  not  mean  that  he  would 
not  be  eligible  for  training  under  the  Edu- 
cation Act  if  the  Education  .Act  was 
amended  to  -include  that  child.— (Mr. 
Davies)  The  only  -sort  of  ineducability  we 
envisage  is  the  un trainable  child,  the  com- 
plete idiot. 

2699.  (Dr.  Greenwood  Wilson) : On  para- 

graph 21,  you  know  that  at  the  present 
time  there  is  a professional  course  of  train- 
ing I think  run  by  the  National  Association 
for  Mental  Health  for  supervisors  of  train- 
ing centres,  and-  if  they  get  that  qualification- 
they  qualify  under  the  N-A.iL.G.O.  scales 
of  salary  and  so  on.  Would  you  say  that 
those  qualifications  are  not  so  good1  as 
those  of  a certified  teacher? The  train- 

ing is  not  so  extensive. — (Dr.  Hilliard): 
The  training  is  only  for  one  year,  whereas 
the  teacher  has  much  longer  training,  so 
you  would  not  expect  them  to  be  paid1  the 
same.  With  all  respect  to  the  people  doing 
the  job,  they  would  do  it  better  if  they 
had  better  training  and  the  appropriate 
•status ; they  are  regarded  as  being  not  up 
to  the  teachers’  standards. 
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2700.  (Dr.  Thomas ):  Do  you  feel  that 
the  kind1  of  approach  that  is  necessary  there 
is  for  them  to  undergo  special  training 
under  the  Ministry  of  (Education  or  for  an 
extension  of  ordinary  school  training  as  it 

is  now? ‘We  want  them  to  have  special 

training  for  a special  job,  just  as  teachers 
of  the  blind  or  deaf,  or  teachers  of  other 
handicapped  children  are  regarded  as 
having  the  teaching  qualification  plus 
special  knowledge. 

2701.  Teachers  of  the  blind  go  on  to 
special  training  after  they  have  done  their 
general  teacher’s  training  usually,  do  they 
not?  Is  that  what  you  have  in,  mind  with 
regard  to  these  children? — -(Mr.  Davies ): 
The  teachers  of  the  handicapped  require  the 
full  qualifications  and  training  of  the  nor- 
mal teachers  and  an  additional  qualification 
as  well,  but  as  soon  as  you  enter  the  sphere 
of  ineducability,  the  supervisors  of  occupa- 
tion centres  have  a status  that  is  based  on 
the  qualification  of  one  year’s  full-time 
■training.  There  is  quite  a big  difference 
between  the  qualifications  that  are  neces- 
sary for  the  teachers  in  the  schools  for  the 
educationally  sub-normal  and  the  supervisors 
in  the  occupation  centres. 

2702.  To  clear  up  a technical  point  on 
paragraph  22 ; you  mention  the  category  of 
ineducable  children,  who  may  be  of  normal 
or  even  superior  intelligence  but  handi- 
capped physically.  There  is  at  present,  of 
course,  a definition  under  the  education 
service  for  categories  of  special  handicaps 
which  cover  all  these  factors,  so  that  they 
are  actually  provided  for  statutorily  now, 

are  they  not? The  schools  exist,  but  it 

is  a question  of  the  label  to  be  put  on  the 
child. 

27*03.  These  are  within  the  ambit  of  the 

education  authorities  now? We  are 

dealing  wiitih  a question  otf  fact  rather  than 
o»f  law  hare  and  I think  that  certain  child- 
ren are  categorised  as  ineducable  who  need 
not  be. 

2704.  Again  is  it  a matter  of  mistaken 

diagnosis? In  some  cases,  I would  say, 

but  there  must  be  a very  strong  tempta- 
tion on  the  part  of  the  administrative 
officer — I would  not  like  to  'generalise  on 
this  too  much,  it  is  a rather  thorny  ques- 
tion— but  there  must  be  a strong  tempta- 
tion to  regard  the  label  as  qualification 
for  adlmission  to  available  facilities.  If 
there  were  facilities  available  in’  a special 
school  but  no  occupation  centre  the  temp- 
tation mtighlt  be  to  grade  the  child'  as  edu- 
cationally sub-normal ; likewise  if  there  is 
an  occupation  centre  available  and  no 
special  school  there  would  be  reason  to 
commence  getting  the  child  some  form  of 
training  by  giving  it  the  label  of  mental 
deficiency  rather  than  leave  the  child  at 
home  with  no  attention  or  supervision  at 
all. 


2705.  These  recommendations  would  not 
really  apply  if  services  -provided  for  under 

(the  present  statutes  were  available? 

That  is  a counsel  of  perfection  ; I think 
we  must  always  legislate  for  the  possibility 
of  shortages  and  surpluses  occurring  in 
different  parts. 

2706.  (Chairman) : I wonder  how  far  these 
defects  Of  the  present  system  in  schools 
are  partly  due  to  the  bulge  in  school  popu- 
lation an,d  the  natural  tendency  to  force  the 
dullest  children  out  to  the  bottom  end  of 
every  kind  of  school.  You  have  no  ex- 
perience or  opinion  to  express  on  that? 

1 think  we  would1  have  an  opinion,  but 

I could1  not  support  it  with  evidence. — (Dr. 
Tizard):  The  number  of  places  in  schools 
for  the  educationally  sub-normal  has 
always  been  inadequate,  if  one  accepts 
the  Wood  Report  figure  of  one  per  cent, 
of  children  at  school  age  as  being  educa- 
tionally sub-normal.  You  never  had 
one  per  cent,  of  school  places  for  educa- 
tionally sub-normal  children  in  special 
schools.  To  this  extent  it  is  not  due  to 
the  bulge,  but  it  has  been  an  absolute  short- 
age of  places.— (Mr.  Davies ):  There  is  also 
the  problem  of  sheer  geography.  I imagine 
the  education  system  findfe  difficulty  in 
keeping  up  with  the  re-distribution  of 
population  in-  providing  school  facilities 
even  for  normal  children.  I should  imagine 
that  we  should  always  be  faced  with  the 
necessity  of  improving  the  present  distribu- 
tion of  facilities.  We  could  never  hope  to 
reach  the  stage  of  anywhere  near  perfection. 

2707.  In  paragraphs  25-27  we  come  to 

the  question  of  compulsion.  Would  you 
suggest  that  the  attendance  for  education 
at  continuation  schools  should  be  compul- 
sory?  1 think  there  are  two  elements 

to  compulsion,.  We  believe  in  the  minimi- 
sation of  compulsion  in  the  sense  of  direct- 
ing the  child  to  be  put  into  an  institution, 
but  compulsory  educational  attendance  is 
part  of  the  accepted  pattern  of  social 
life  and  I do  not  think  it  would  be  the 
feeling  of  our  Committee  that  there  should 
be  any  relaxation  of  such  compulsion  either 
at  school  age  or  after  sohool  leaving  age. 

2708.  But  you  recommend  some  special 
form  of  compulsion  here  for  the  mentally 
handicapped,  do  you  not?  Continuation 
education  as  provided  by  the  county  col- 
leges is  not  very  much  good  to  the  severely 
mentally  handicapped,  eight  hours  a week, 
is  it  not,  or  something  like  that?  You  will 
want  something  more  regular  and  intensive 

for  the  mentally  handicapped  child? It 

is  a question  of  degree.  For  adults  one  of 
the  London  County  Council  evening  classes 
offers  reading  and  writing  ; administrative 
provision  for  evening  classes  such  as  these 
could  be  made  elsewhere.  The  number  of 
hours  of  attendance  is  small  and  I think  it 
depends  entirely  upon  the  circumstances  you 
are  meeting.  For  the  immediate  school 
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leaver  1 would  say  that  toe  administrative 
provisions  for  providing  continued  eduea- 
don  for  normal  children  could  probably  be 
adapted  to  meet  the  needs  of  mentally 
handicapped  .children,  although  possibly  it 
might  foe  desirable  to  increase  the  proportion 
of  time. 

,2709.  (Mrs.  Adrian):  It  is  not  at  all  popu- 
lar and  at  is  a very  difficult'  thing  to  enforce. 
With  your  suib-ioultural  family  and  yiour 
high-grade  defective  child  at  about  15  or  16 
very  anxious  to-  leave,  this  is  °ne  of  the 
moments  when  compulsion  ^ most  difficuU, 

is  it  not?- (Dr.  Tizard) : Though  it  exists 

in  law,  it  is  difficult  to  achieve  in  fact. 

2710.  Mow  many  education  authorities 
will  ini ’fact  insist  upon  a child  staying  until 
16?  Admittedly  the  more  that  can  -be  done 
■by  voluntary  persuasion  the  better,  but  it 
is  a very  big  problem,  is  it  not,  -to  decide 
how  far  you  should  and  could  compel  the 
unwilling  adolescent  from  sixteen  to  twenty 
to  take  the  necessary  further  training  in 
order  to.  make  him.  into  an  efficient  citizen.? 

(Dr.  Hilliard ):  If  they  do  not  continue 

they  get  certified  and  sent  to  an  institu- 
tion as  being  unable  to  make  their  way  in 
the  world  on  leaving  the  special  schools. 

A large  number  of  boys  and  girls  are  certi- 
fied; under  the  Mental  Deficiency  Act  f,or 
continued  care  and  training  .when  they  leave 
the  special  school.  Of‘f  they  had1  the  chance 
of  saying,  “ Perhaps  if  we  carry  on  with 
education,  for  a year  we  may  make  the 
grade  and  avoid  being  certified  _ , I should 
have  thought  that  would  be  quite  a strong 
argument.  We  suggest  that  many  of  the 
children  who  are  certified  oni  leaving  special 
schools — and  there  is  quite  a large  group— 
whose  homes  are  regarded  as  unsuitable,  or 
who  would  not  be  able  to  manage  in  a job 
— perhaps  they  have  had  one  or  two  jobs 
and  very  quickly  lost  them — could  avoid 
being  certified  and  being  -sent  to  an  insutu- 
tjo.ni  if  they  were  given,  .more  .training, 
Because  (hey  take  longer  to  develop  they 
need,  more  training.  They  manage  in.  the 
community  all  the  time  they  are  in  a special 
school ; then  when  they  leave  the  special 
school  and  find,  they  cannot  manage  a job 
they,  are  sent  to  an  institution,  we  think 
that  continued  training  and  education,  to 
teach  them  a little  reading  and  writing,  and. 
special  training  for  a suitable  job,  might 
keep  them  in  the  community. 

2711.  (Chairman)-.  IBut  you  cannot  avoid 
the  fact,  can  yo.u,  that  at  that  point  you 
will  be  applying  compulsion  to  -the  child 
because  it  is  ascertained  to  be  mentally 
defective,  and  there  you  will  inevitably1  get 
the  stigma?  You  may  postpone  the  day 
when  you  affix  the  stigma  to-  the  child,  but 
you  are  proposing,  are  you  not,  to  apply 
a kind  of  compulsion,  to  mentally  hand!- 

capped  children? (Sir  Cecil  Oalces).  As 
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an,  alternative  if  they  do  not  accept  at  volun- 
tarily, that  is  what  I gather  your  point  to 
ke  7 — While  the  child  was  at  the  special 
school  he  was  under  the  Education  Act. 
We  are  suggesting  that  if  the  education 
authorities  and!  the  (Ministry  of  Labour  pro- 
vided suitable  special  classes  for  education 
and  training  after  16,  say  to  1*8,  the  parents 
would  carry  on  just  as  they  carried,  on,  with 
the  special  school,  but  it  does  not  need  to 
be  done  under  the  Mental  Deficiency  Act. 
We  feel  you  can  put  off  the  evil  day  and 
when  -the  child  reaches  the  age  of  18,  with 
special  industrial  training  he  will  possibly 
manage. — (Mr.  Davies ):  There  is  far  less 
stigma  attached  to  a child  attending  a 
special  school  than-  to1  a child  attending  an 
occupation,  centre,  because  the  expression 
“ mental  deficiency  ” comes  into  the  occu- 
pation centre.  If  there  were  special  clauses 
introduced  to  cover  these  special  forms  of 
training,  in  the  same  way  that  special  clauses 
to  the  .Education  Act  cover  the  special 
schools,  I think  the  stigma  would  be 
removed. — (Dr.  Tizarit):  I am  not  at  all 
sure,  ISir,  that  we  would  need  compulsion 
after  the  age  of  16.  It  may  -well  be  that 
the  number  of  cases  who.  would  be  unwilling 
to  continue  their  education  would  be  small, 
and  the  management  of  these  cases,  if:  they 
remain  in  the  community,  would  not 
be  difficult.  It  is  also  possible  that  people 
who  want  to  apply  compulsion  may  not  be 
right,  that  in  actual  fact,  the  young  person 
may  'be  able  to  fend  for  himself  in  the 
community. 

2712.  (Chairman):  We  now  come  to  adult 
mental  defectives.  You  suggest,  and  some 
of  your  subsequent  recommendations 
assume,  that  there  will1  be  a statutory 
classification  into  these  various  grades.  Is 
this  to  be  a compulsory  mental  examination 
taken  before  entry  into  school  and  before 

school  age? 1 (Mr.  Davies ):  I think  we 

have  been  more  concerned  here,  Sir,  with 
the  practical  classification  of  adults  as 
distinct  from  the  legal  classification.  In 
considering  this  matter  we  were  more  con- 
cerned with  the  practical  approach  to  the 
different  problems  of  these  categories, 
rather  than  trying  to  write  an-  Act  or  IPar- 
.liament  in  precise  terms. — (Dr.  Lizard): 
The  only  legal  distinction  is  in  the  recom- 
mendation in  paragraph  30,  where  we  say 
.that  idiots  and  imbeciles  should  be  regarded 
as  minors ; something  like  that,  as  I 
understand  it,  was  already  in  existence 
in  the  old  Idiots  .Act  of  188-6. — (Dr. 
Hilliard):  Our  -point  in  presenting  the  prob- 
lem of  the  adult  mental  defective  m this 
way  is  to  suggest  the  five  mam  types. 
These  are  not  the  legal  distinctions,  ol 
course,  but  in  paragraphs  31-34  we  want 
to  make  a sharp  division . between,  the 
simpleton,  as  we  call  him,  with  an 
intelligence  quotient  below  70,  whom  we 
regard  as  a truly  feeble-minded  person,  ana 
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the  so-called  high-grade  case  who  needs 
care,  supervision  and  control  hut  does  not 
usually  have  the  same  problem  or  need 
the  same  treatment  asi  the  truly  feeble- 
minded. We  suggest  that  if  these  people 
were-  diagnosed  in  these  two  different 
groups  and  dealt  with  according  to  their 
need®,  whether  it  is  ultimately  under  the 
Mental  Deficiency  Act  or  some  other  aspect 
of  the  mental  health  services,  and  not 
grouped  together  and  put  into  a mental 
deficiency  institution,  it  would  be  easier  to 
help  them  to  get  back  to  normality.  We 
believe  the  simple-minded  ones  can  he 
dealt  with  quite  effectively,  and  the 
approach  needed  for  them,  with  increasing 
.opportunities  for  training,  is  quite  different 
from  the  more  penal  approach  to  the  disu 
tunbed  and  probably  delinquent,  and  pos- 
sibly psychotic  person, — the  psychopath,  as 
many  people  call  him — who  needs  quite  a 
different  approach.  We  feel  it  is  a dis>- 
service  to  the  truly  feeble-minded  person 
,to  be  locked  up,  as  he  often  is,  with  the 
psychopath. 

2713.  And  you  equate  the  high-grade 
mental  defective  with  the  psychopath,  in  so 

.far  as  he  needs  to  be  dealt  with  at  all? 

.In  our  experience  at  South  Side  Home, 
.we  have  a number  of  patients  who  are  of 
.fairly  high  intelligence  quotient,  if  one  uses 
.that  as  a standard,  but  who  are  disturbed 
in  their  social  behaviour  and  obviously  need 
a certain  amount  of  training  and  care, 
.possibly  detention,  but  they  are  all  on 
parole.  We  feel  you  do  not  want  to  mix 
.the  two  groups  and  put  them  altogether 
under  one  heading. 

2714.  And  you  think  that  the  simpleton 
can  be  dealt  with  as  an  autonomous 
voluntary  patient ; he  can  be  persuaded  to 
come  into  the  institution,  if  that  is  what  he 

needs? Yes.  Jif  he  has1  the  prospect  of 

getting  training  and  going  out  to  a job, 
under  proper  supervision,  or  being  given 
hostel  accommodation  later,  if  he  were  more 
or  less  guaranteed  that  something  would  be 
done  to  get  him  out,  he  would  come  in ; 
he  hesitates  to  come  in  now  because  he 
thinks  he  is  going  to  be  locked  up  for 
several  years. 

2715.  It  is  a little  bit  difficult  to  deal 
with  this  under  the  heading  of  adult  mental 
defective.  Do  you  not  hope  these  problems 
will  arise  before  they  come  fully  adult, 
because  they  will  probably  be  ascertained 

in  one  place  or  another? 1 (Dr.  Tizard ): 

We  have  used  the  term  “ adult  ” in  the  way 
in  which  it  is  used  .in  mental  deficiency 
practice  sometimes,  namely,  people  who  are 
over  the  age  of  16  years. 

27 Id.  You  recommend  that  idiots,  and 
imbeciles  should  .be  regarded  as  minors, 
that  is,  that  there  should  be  some  statutory 
procedure  for  prolonging  their  minority. 


Have  you  thought  what  you  would  do  in 
the  case  of  idiot9  and  imbeciles  who  have 

no  parents  or  who  lose  their  parents? 

(Dr.  Hilliard ):  We  visualise  that  they,  Sir, 
being  deprived  children,  would  'be  under  the 
Children’s  Officer  and  he  would  take  what 
necessary  steps  were  required  for  the  child’s 
training,  education  or  medical  care.  The 
Children’s  Officer,  we  hope,  will  act  in  the 
place  of  the  parents,  if  the  parents  are  not 
there. 

2717.  In  practice  the  local  authority 

would  require  powers  of  guardianship? 

We  would  rather  say  that  the  Children’s 
Officer  will  deal  with  cases  as  he  does  if 
the  child  is  normal.  If  you  have  a deprived 
child  who  is  normal,  the  Children’s  Officer 
looks  after  him,  and  we  hope  that  the 
so-called  defective  will  have  the  same 
benefit,  although  he  may  have  different 
training. 

2718.  (Do  you  think  the  care  and  protec- 
tion procedure  under  the  Children  Acts 
would  be  sufficient  for  the  idiot  and  the 

imbecile? {Mr.  Davies):  It  should  only 

arise  where  the  parent  or  guardian  is  not 
doing  his  job.  /If  the  parent  or  guardian 
is  neglectful,  or  if  there  is  no  parent  or 
guardian,  the  Children’s  Officer  can  step  in. 

2719.  (Mrs.  Adrian ):  Are  you  suggesting 
that  if  you  have  an  idiot  or  imbecile  at 
home  who  is  being  neglected,  instead  of 
his  being  dealt  with  under  the  Mental 
Deficiency  Act,  the  Children’s  Officer  should 
be  given  power  to  say,  “ This  child  is  being 
neglected  and  we  are  assuming  the  right  to 

place  it  in  an  institution  ”? Yes,  the 

same  procedure  will  apply  to  all  children. 
—(Dr.  Hilliard ):  If  there  are  two  children 
in  a bad  home,  being  neglected,  one  normal 
and  one  defective,  we  want  the  Children’s 
Officer  to  care  for  both  children,  and  send 
one  to  a normal  school  and  the  other  to 
a mental  deficiency  institution.  They  are 
both  children  needing  care  and  he  should 
deal  with  both,  you  should  not  have  to 
say  the  Children’s  Officer  will  only  deal 
with  the  normal  child,  and  somebody  else 
will  deal  with  the  defective. 

2720.  (Chairman):  But  you  do  not  pro- 

pose to-  deal  with  them  under  any  pro- 
cedure of  extending  their  minority? If 

they  are  non-delinquent  then  we  suggest 
that  if  they  have  had  proper  .training  and 
education,  I think  better  than  they  get 
now,  they  may  very  likely  carry  on  with 
ordinary  social  welfare  supervision. 

2721.  That  again  pre-supposes  that  all 
these  cases  are  going  to  be  ascertained 
before  they  become  adult,  and  that  they 

have  been  under  some  care  already? 

(Dr.  Tizard):  If  they  have  not  been  ascer- 
tained before  they  become  adult  at  present 
they  cannot  be  called  mentally  defective; 
in  that  respect  the  situation  would  be  no 
different.— (Dr.  Hilliard):  The  majority  of 
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the  simple-minded  people  in,th^.c0?.?“tive 
have  not  'been  ascertained  as  detective 
today.  They  are  only  ascertained  if  some 
thing  definite  'happens. 

2722  I .thought  you  implied  they  would 

already  have  been? They  may  have 

been  to  a special  school,  and  after  leaving 
tht  special  school,  if.  they  have  vocations 
training  and  education,  we  believe  that 
they  could  probably  get  into  industry . If 
they  have  no  home  they  could,  go  into  a 

hostel  and  be  given  all  ^ ^MentTf^DS- 
not  .necessarily  under  the . Mental  ue 
ficiency  Act ; we  feel  there  is  no.  need  to 
diagnose  them  as  mentally  defective  topro- 
to  'With  the  hostels,  Risers 
and  all  the  things  that  are  needed  for 
community  care. 

2723.  (Dr.  Thomas) : How  would  you 
nrotect  them  from  exploitation? — -MJDt- 
Tirard)'  Their  status  would  he  very. similar 
5 that  of  say,  a mild  schizophrenic.  He 
could  only  be  dealt  with  in  certain  particu- 
lar circumstances,  unless  he  had  broken  the 

w 

2724.  ( Chairman ) : One  , point  which  does 
not  carry  conviction  to  me  is  y°uJ‘  Pf°" 
posal  .to  rely  on  the  simpleton  becoming 
a voluntary  patient  Hi  a mental  deficiency 
.hospital  with  a view  to  ..training.  You  say 
that  he  is  very  simple-minded,  and  easily 
influenced,  and  could,  ibe  very  easily  in- 
fluenced into  the  hospital ; surely  he  could 
also  be  very  easily  influenced  to  stay  away 

from  the  hospital? The  fact,  remains 

that  there  are  quite  a number  of  simpletons 
in  the  community  today,  quite  ..a  lot  or 
people  with  low  intelligence  quotients  who 
are  managing  to  work  «n  factories  and 
various  places.  If  they  keep  out  of  harm  s 
way  'they  remain  in  the  community,  and 
■they  are  admittedly  simple-minded.  It  is 
only  if  they  need  special  interference  in 
their  lives,  if  they  have  got  into  trouble 
or  done  something  which  brings  them  into 
Use  care  of  some  authority  that  they  arc 
dealt  with ; 'but  the  bulk  of  s™‘P'e'™“fed 

people  in  ‘this  country  are  not  dealt  with, 
they  are  not  diagnosed  or  ascertained  or 
anything.  There  are  these  large  groups  of 
people  who  avoid  any  legislation,  provided 
they  turn  up  at  work  and  do  not  do  any- 
thing wrong. 

21725 . (Mrs.  Adrian)'.  But  you  are  dealing 
now  with  non-delinquent  simpletons;  are 
you  assuming  they  have  been  in  special 
' schools,  or  have  they  been,  excluded  as  in- 
educable?  They  leave  special  schools, 

get  a job  in  a factory  and  .live  at  home  ; they 
manage  all  right  and  after  they  leave 
special  school  they  are  just  oidmary 
citizens. 


needs  to  be  dealt  with.  We  think  the  bulk 
of  them  will  stay  in  the  community  and 
that  those  who  need  special  training  wall 
probably  come  to  an  appropriate  institution 
for  training,  if  it  is  explained'  in  a sensible 
way  that  'their  problems  can  be  helped. 

2121.  {Mrs.  Adrian ):  In  the  case  of  a 
child  leaving  a special  school,  who  the 
head  of  the  school  thinks  will  almost  neces- 
sarily fail  because  of  the  home  circum- 
stances and  the  child’s  own  nature  and  who 
could  benefit  by  two'  or  three  years’  train- 
ing in  a mental  deficiency  institution,  dio 
you  think  that  the  child  and  the  parents 
can  be  persuaded  to  agree  to  admission 
to  the  institution  when  they  realise  he  can 
probably  get  a job,  earning  immediately  £2 

a week? We  have  to  be  very  careful  on 

this  matter.  The  same  problem  arises  when 
children  win  places  to  grammar  schools  and 
would  benefit  from  education  up  to  18,  but 
their  parents  may  not  wish  them  to  have 
education  beyond  the  age  of  14  or  15,  and 
therefore  in  some  cases  they  do  not  take 
up  their  places.  The  problem  is  essentially 
a very  similar  one  to  that. 

2728.  It  is  similar,  but  there  is  a dif- 
ference, surely,  because  grammar  school 
education  is  generally  desirable  and  most 
parents  are  rather  pleased  that  their  child 
is  going  to  a grammar  school.  It  will  be  a 
long  time  before  institutional  training  for 
the  simpleton  is  regarded  as  a desirable 

thing,  will  it  not? (Mr.  Davies):  If  he 

is  competent  to  hold  a job,  that  additional 
training  may  not  be  desirable,  but  we  have 
still  got  the  fact  that  from  school  leaving 
age  up  to  the  age  of  18  he  can,  in  the  last 
resort,  be  protected  from  exploitation  under 
the  Children  Acts  procedure. 


27126.  {Dr.  Thomas):  Then  who  is  going 
fo  call  them  simpletons?  Is  .it  only  on  the 
‘ intelligence  quotient  that  you  determine 
that?  Is  it  only  if  a person  has  an  lntein- 
gerace  quotient  of  65  per  oent.?  And 
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2729.  ( Sir  Cecil  Oakes):  Is  it  the  group 
who  may  be  able  to  get  a job  on  leaving 
school,  but  go  from  job  to  job,  that  you 
have  in  mind1  as  benefiting  from,  this  pro- 
posal 7 Yes,  the  general  category  is  con- 

cerned with  those  who  are  not  going  to  get 
into  trouble,  I think  the  members  of  the 
Commission  may  be  concerned  as  to 
whether  by  'limiting  interference  to  those 
cases  that  do  get  into  trouble  we  are  go- 
ing to  have  a sub-division  of  those  who  . are 
left  behind  subject  to  exploitation.  It  IS  a 
marginal  point  as  to  whether  some  children 
who  leave  normal  schools  at  normal  school 
leaving  age  and  are  only  distinguishable  by 
degree  from  the  children  about  whom  we 
are  talking,  are  not  also  subject  to  . that 
degree  of  exploitation.  .After  attaining 
majority  there  is  no  provision  under  the 
present  legal  code  for  interference  with  an 
incompetent  adult  who  is  being  perhaps  un- 
duly influenced  by  his  parents.— (Miss 
Bell)'  The  discussion  has  concentrated  on 
the  ones  that  are  just  leaving  school.  There 
are  also  the  older  patients  who  have  lived 
at  home  for  a considerable  number  or  years, 
perhaps  may  not  have  been  out  to  work  but 
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have  'been  quite  satisfactory  in  the  home  and 
have  not  required1  any  care  .until  some 
tragedy  happens  in  the  family;  they  then 
require  oare  in  an  institution,  and  I think 
it  is  that  group  particularly  who  should  be 
able  to  be  admitted  without  very  great  legal 
powers,  and  possibly  only  on  the  persuasion, 
say,  of  a solicitor  or  family  friend,  some- 
one who  feels  they  should  come  to.  a place 
•that  will  look  after  them  for  the  remainder 
of  their  lives. 

2730.  Yes,  and  you  do  feel  that  the  men- 
tal deficiency  institution  is  the  right  place 
for  a youth  of  that  kind,  who  has  been  in 

regular  work? (Dr.  Hilliard ):  No,  Sir, 

we  have  not  made-  our  point  clear.  If  a 
youth  is  in  regular  work,  and  living  at  home 
— perhaps  he  is  a bit  simple  and  is  looked 
after  by  his  mother — if  his  mother  dies  we 
suggest  he  needs  a hostel  where  the  super- 
visor of  the  hostel  will  see  that  he  looks 
after  his  money  and  gets  his  clothes,  and 
sio  on.,  and  he  will  carry  on  with  the  same 
business  ; he  has  lived  in  the  community 
and  there  is  no  problem,  and  all  he  really 
needs  is  a foster  mother.  If  there  are 
hostels  for  'that  type  there  is  no  problem. 
The  other  category  we  are  talking  about 
are  those  who  are  unable  to  manage,  who 
have  repeatedly  lost  jobs,  and  after  the  first 
half  dozen  jobs  they  will  be  willing  to 
discuss  the  fact  that  they  need  training ; 
they  have  seen  that  they  fail,  they  are  con- 
scious of  their  failure. — ( Miss  Bell) : There 
are  the  two  types  of  case,  one  who  is 
repeatedly  failing  out  at  work,  the  other 
one  who  may  not  have  been  aible  to  under- 
take .'satisfactory  work  but  has  only  been 
able  to  be  a housekeeper  at  home,  and 
there  are  a number  of  the  latter  who  do  in 
later  life  require  some  care  to  be  given  to 
them.,  and  settle  down  quite  happily  in  a 
mental  deficiency  hospital. 

2731.  {Mrs.  Adrian)-.  Is  it  your  point  that 
it  is  best  to  leave  them  .to  fail  three  or  four 
times,  and  then  persuade  them  to.  come  in 
voluntarily,  and  that  there  is  not  even  a 
residlue  of  cases  who  will  never  come  in 

although  they  ought  to? (Dr.  Hilliard ): 

I think  that  is  quite  true.  We  have  noticed 
some  people  who-  have  been  in  institutions 
as  certified  patients,  when  they  are  given 
a chance  to  get  out  they  manage 
surprisingly  well,  and1  we  feel  perhaps  if 
they  had  not  come  in  quite  so-  quickly  on 
leaving  school  they  might  have  done  better. 

2732.  Perhaps  they  only  manage  so  well 
because  they  have  had  training  m_  .the 

institution?- Maybe,  but  I think  it  is 

better  ini  making  a diagnosis  to  be  sure  or 
the  facts,  because  you  may  be  depriving 
somebody  of  their  liberty  unnecessarily. 

2733 . (Chairman) : You  seem  to  be 

dividing  your  high-grade  mental  defectives 
and  your  simpletons  into  non-delinquent 
and  delinquent,  but,  from  the  point  of  view 
of  humanity,  not  from  the  point  of  view 


of  the  law,  is  delinquency  sufficient  _ to 
create  a difference?  You  are  comparing 
the  child  who  has  never  been  before  a 
juvenile  court  and  the  child  who,  having 
perhaps  taken  a milk  bottle  from  a door- 
step, is  found  to  be  mentally  defective,  and 
is  referred  to  a mental  deficiency  institution. 
That  sentence  has  not  been  rendered  for 
•the  seriousness  of  his  crime  but  for  the 
seriousness  of  his  mental  state.  That  is  in 
fact  what  happens,  and  the  mere  fact  of 
having  filched  a milk  bottle  from  a door- 
step does  not  seem  quite  to  justify  that? 

The  problem  of  diagnosis  is  whether 

he  was  regarded  as  defective  before, 
because  he  has  been  through  school  and 
all  his  experiences  have  been  watched-.  The 
day  before  he  stole  the  milk  bottle,  was 
he  subject  to  be  dealt  with?  If  it  is  only 
because  he  becomes  delinquent  that  he  is  • 
being  dealt  with,  we  want  to  make  sure 
that  he  is  being  dealt  with  in  the  best 
way. 

2734.  (Dr.  Thomas):  I think  there  is  a 
principle  involved  here.  It  applies  also 
to  the  simpleton  who  may  be  subject  to 
exploitation.  'Does  your  recommendation 
not  really  mean  that  we  withdraw  from  the 
concept  that  the  person  who  is  mentally 
in  need  of  care  as  a patient  should  be 
given  such  care  rather  than  being  dealt 
with  under  the  penal  code?— — {Dr. 
lizard):  I think  what  we  recommend  is 
an  extension,  of  the  principles  of  the 
Criminal  Justice  Act.  We  think  in 
principle  a similar  sort  of  machinery  should 
be  available  for  dealing  with  mental 
defectives  as  is  available  for  dealing  with 
psychotics  or  people  who  are  mentally  ill 
who  offend  against  the  law. 

2735-.  (Sir  Cecil  Oakes):  I wonder  what 
part  of  the  Criminal  Justice  Act  you  have 
in  mind?  Is  it  the  probationary  aspect,  is 
that  the  type  of  thing  you  have  in  mind? 

(Dr.  Hilliard):  Yes,  it  is  the  probation 

aspect  we  feel  is  important.  The  court 
deals  with  the  person,  and  decides  it  will 
be  best  for  that  particular  person  to  receive 
training  in  a particular  institution. 

2736.  {Chairman):  But  do  you  feel  quite 
comfortable  about  drawing  a line  and 
saying  that  on  one  side  of  that  line  is  a 
high-grade  mental  defective  or  simpleton 
who  ought  not  to  be  subject  to  any  com- 
pulsion as  to  treatment  or  control,  and  on 
the  other  side  of  that  line  is  the  delinquent, 
the  one  who  has  taken  the  milk  bottle, 
who  ought  to  be  subject  to  the  full  com- 
pulsion of  treatment  and  control  with  no 
limits?  If  the  line  consists  in  petty  larceny, 
are  you  quite  happy  about  drawing  a line 
there?- — —{Dr.  Tizard ):  This  is  where  the 
line  is  drawn  for  other  citizens  of  the  State, 
Sir.— (Mr.  Davies):  In  our  recommendation 
we  are  anxious  that  any  penal  order  for 
training  or  treatment  should  be  strictly 
limited,  and  then  should  any  subsequent 
after-care  period  be  required  the  patient 
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should  then  be  dealt  with  as  an.  ordinary 
defective  and  not  as  a delinquent.  We  want 
to  get  away  from  this  principle  that  a 
person  may  be  sent  to  a mental  deficiency 
institution  by  order  of  the  court  and  remain 
there  under  that  order  for  an  indefinite 
period.  We  want  to  see  a definite  limit 
placed  upon  compulsory  treatment  accord- 
ing to  the  seriousness  of  the  offence  which 
has  caused  him  to  be  sent  there. 


2737.  According  to  the  seriousness  of  his 
offence,  and  not  according  to  his  mental 

state  or  mental  needs? (Dr.  Hilliard)-. 

He  would  remain  there  afterwards  as  a 
non-delinquent.  We  feel  the  term  delin- 
quency should  come  to  an  end  after  an 
appropriate  time,  and  he  should  be  the 
same  as  any  ordinary  defective. 


273i8.  (Dr.  Thomas)-.  But  the  Criminal 
Justice  Act  merely  defines  the  period  for 
which  he  is  regarded  as  delinquent ; subse- 
quently to  that  he  is  still  regarded  as  defec- 
tive?— —Yes,  he  may  be,  but  he  will  not 
be  detained'  in  an  institution  as  a criminal, 
as  he  would  be  if  his  order  is  renewed1 — 
It  is  still  the  same  order  which  was  made 
because  of  the  milk  bottle— and  then  if  he 
runs  away  he  is  recaptured  as  a delinquent. 


2739.  (Chairman)-.  Do  you  feel  entirely 
happy  about  a mental  deficiency  hospital 
being  treated  by  the  courts  as  a prison? 
At  .the  present  moment,  as  II  understand  it, 
if  an  order  of  the  court  sends  a delinquent 
to  an  institution,  the  court  relinquishes  all 
control  of  him  and  be  becomes  a patient 
under  the  Mental  Deficiency  Act.  But  if 
the  court  is  to  send  him  for  three  months 
to  a mental  deficiency  institution,  that  mental 
deficiency  institution  becomes  ipso,  facto 
a jail  and  responsible  to  the  court  for  keep- 
ing that  person  in.  Do  you  feel  entirely 

happy  about  that? (Mr.  Davies) : I think 

the.  distinction  may  not  be  apparent  to.  the 
recipient  of  the  order  under  the  present 
legislation.  'He  may  be  committed  to  the 
care  of  the  mental  deficiency  hospital  as  a 
mental  defective,  hut  to  his  .mind  that  is 
likely  to  denote  a form  of  punishment. 
Under  our  proposal  he  would  still  be  com- 
mitted to  the  care  of  the'  mental  deficiency 
hospital  as  a mental  defective  requiring 
training,  ibut  the  compulsory  element  of 
training  should  bear  some  relationship  to- 
the  gravity  of  the  offence  or  the  gravity  of 
his  delinquency.  At  .the  end  of  that  period 
he  should  cease  to  be  on  the  books  of  the 
mental  deficiency  hospital  as  a delinquent, 
and  should  be  retained  there  as  an  ordinary 
defective  of  .whatever  category  of  defective 
he  happens  to  be.  if  he  happened  to  be 
an  imbecile  he  might  ibe  retained  under  the 
suggestions  we  have  made  for  imbeciles ; 
11  a simpleton,  he  might  be  persuaded,  to 
stay  _ 00  as  a voluntary  patient,  or  if  on 
medica1  recommendation  it  seemed'  neces- 
sary mat  he  should  be  retained  for  a further 
period1  for  hrs  own  .good,  .the  procedure  for 


retaining  the  patient  who  is  dangerous  to 
himself  and  .others  might  then  be  invoked 
in  order  to  lengthen  .the  period  of  his 
training ; .but  he  will  cease  to  be  there 
under  the  order  of  the  court,  he  will  be- 
come subject  to.  .treatment  as  an  ordinary 
defective. 

2740.  I was  thinking  rather  of  .the  position 
of  .the  institution  'becoming  responsible  .to 
the  court  for  .the  safe-keeping  of  the  person 
during  his  period  of  compulsory  detention. 
(Dr.  Hilliard ):  The  institution  is  re- 
sponsible now  for  patients  dealt  with  under 
'Section  8.  of  the  Mental  Deficiency  Act. 

2741.  'But  not  .toi  the  court? There  is 

a magistrate’s  order  for  every  patient,  and 
it  is  penal  in  the  sense  that  he  has  to.  stay- 
in,  so  the  patient  would  not  notice  any 
difference.  You  have  to  notify  the  Home 
Office  if  you  want  to.  get  them  out  before 
their  sentence  has  expired.  Those  cases 
are  .today  in  the  mental  deficiency  institu- 
tion on  the  same  terms  as  a prison,  and 
the  Superintendent  could  not  discharge  them 
without  getting  permission  of  the  .Home 
Office. 

2742.  (Mrs.  Adrian) : That  does  not  apply 

to  Section  8 cases? No,  but  to  Section 

9.  ft  would  not  alter  the  character  of  the 
institution,  because  an  those  institutions 
today  you  have  to.  have  Locked  doors  and 
you  have  to-  detain  all  patients. 

2743.  (Sir  Cecil  Oakes):  Is  your  point 
that  Section.  8 cases  should  at  the  expira- 
tion of  x months  or  years  become 
ordinary  mental  defectives,  whatever  the 

category  appropriate  to  them? Yes. 

Under  the  present  system  it  goes  on  for 
years  on  end.,  and  they  cannot  get  national 
insurance  benefits,  and  so  on.— (Dr. 
Tizard ):  I would  think  that  whether  they 
were  retained*  in.  .the  same  conditions  as* 
ordinary  defectives  or  put  in  special  places 
would1  depend  on  the  behaviour  and  state 
of  mind  of  the  person  concerned' ; violent 
and'  dangerous  defectives,  for  example, 
would  need  to  toe  put  somewhere  else,  but 
a simpleton  might  well  be  in  an  ordinary 
mental  deficiency  institution,  just  as  some 
psycho. tics  can.  go  -from  the  courts  or  from 
prison  to  ordinary  mental  hospitals,  and 
others  .need  a special  kind  of  hospital. 

2744.  1 (Mr.  Jackison ):  Does  not  a great 
deal  off  the  trouble  come  from  this,  that  a 
court  in  sentencing  in  these  days  may  be 
applying  one  of  two.  distinct  processes*.  It 
may,  and  is  compelled  .to  in  the  case  of  a 
child  or  young  .person,  do  ithat  which'  is 
considered  the  best  thing  for  the  child  or 
young  person ; if  it  makes  an  order  on  the 
ground  .of  mental  deficiency  it  is  not  doing 
it  because  he  stole  .the  milk  bottle ; that  is 
the  occasion  which  has  brought  this  state 
of  affairs  to  light  and  the  court  is  perform- 
ing its  statutory  duty  in  trying  to  d'o  the 
best  thing  it  can  do  for  that  child  or  young 
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person.  In  the  case  of  the  adolescent  or 
admit  it  ds  under  no  statutory  obligation  to 
do  its  best  for  the  person  in  that  sense, 
and  the  courts  are  sometimes  trying  to  do 
that  and  sometimes  acting  on  the  principle 
of  'punishment.  Is  not  the  difficulty  that  a 
court  may  deal  with'  an  adult  'person  with 
one  of  these  orders  because  they  think  it 

is  the  best  thing  to  do? From  our  point 

of  view  we  can  only  consider  the  interests 
of  the  young  persons,  we  cannot  really  con- 
sider the  function  of  justice.  We  are  not 
competent  to  do  that. — (Mr.  Davies):  This 
does  not  necessarily  refer  to  a young  person, 
of  course,  but  to  any  defective. 

2745.  (Chairman):  There  is  one  question 
I .want  to  ask  you  on  paragraph  3*7.  From 
your  experience  in  .the  South  Side  Home, 
do  you  'think  that  these  85  women  would 
have  come  .to  the  home  if  they  had  not 

initially  been  subject  to  compulsion? 

(Dr.  Hilliard):  il  think  most  of  .them  would, 
Sk,  if  'they  had!  .needed  institutional  care, 
in  some  eases  I was  not  convinced  myself 
— it  is  only  a personal  opinion — that  .they 
needed  institutional  care  of  that  type  at 
all.  I think  perhaps  a different  way  of 
dealing  with  that  problem  might  have 
helped  them  more.  But  we  know  from  ex- 
perience that  this  type  of  patient  does  come 
to  the ‘home  voluntarily.  Sometimes  .this 
•type  of  person,  after  -they  have  been  dis- 
charged', lose  their  job,  and  come  back  to  the 
South  Side  /Home,  they  stay  a couple  of 
nights,  we  find  them  another  job  and  they 
carry  on  for  a number  of  years.  It  is  'be- 
cause we  provide  thisi  voluntary  service 
•that  they  see  the  value  of  coming,  and  if 
they  do  this  today  when  strictly  speaking 
we  are  not 'allowed  to  let  them  in  'because 
there  are  no  facilities  for  voluntary  patients 
it  seems  to  me  that  those  people  would: 
come  if  they  knew  the  hospital  could  pro- 
vide them  with  the  help  they  need.  What 
they  object  to  is  -being  incarcerated  for  an 
indeterminate1  time  with  little  .prospect  ot 
getting  out. 

2746.  (Sir  Cecil  Oakes):  That  was  very 
much  emphasised  during  the  war  when  they 
went  out  doing  war  work?-— Yes,  they 
will  respond  much  better  to  this  feeling  that 
the  hospital  is  trying  to  help  them  on  a 
voluntary  basis,  than  feeling  they  have  been 
deprived  of  their  liberty  and  that  if  they 
walk  out  one  evening  the  police  ot  the 
whole  country  are  after  them. 

2147.  { Chairman ) : The  point  about  the 
way  in  which  they  come  back  to  you  may 
not  be  entirely  convincing  ; they  also  come 
back  to  the  approved  school  where  they 
have  been-  delinquents,  because  it  is  the 
only  place  they  have  got  to  advise  them. 

1 have  had  a few  ca-ses  that  have  come 

back  to  us  first  on  that  basis,  but  we  have 
had  patients  who  come  quite  voluntarily 
because  they  realise  they  need  help. 
One  patient  I can  think  of  has  been 


with  a foster  mother  for  some  time, 
she  is  incompetent,  and  something  has 
got  to  be  done ; she  has  had  a look 
at  the  place,  thought  it  would  be  quite 
reasonable,  and  she  has  come  in ; actually 
she  came  in  under  the  temporary 
arrangements  for  eight  weeks  to  see  how 
she  likes  it.  She  is  an  example  of  the  type 
of  patient  who  could  have  stayed  as  a 
voluntary  patient;  she  thinks  it  is  a very 
nice  place,  but  she  will  have  to  'be  certi- 
fied -in  a few  weeks’  .time  because  she  is 
not  allowed  to  stay  in  the  place  unless  she 
is  certified1  under  a magistrate’s  order. 
There  is  no  provision  for  it  under  the 
Mental  Deficiency  Act;  I must  not  receive 
into-  .the  institution  a patient  who  has  not 
got  a magistrate’s  order  authorising  me  to 
detain  her. 

2748.  On  your  recommendation  in  para- 
graph 39,  have  you  any  views  as  .to  who 
should  be  responsible  for  providing  the 
hostels?  'Generally  speaking,  the  two  main 
views  are,  firstly,  .that  it  is  desirable  that 
hostels  should  be  provided  by  the  hospital 
authority,  because  a proportion  of  the 
people  in  them  will  either  have  oome  from 
hospitals  or  be  needing  to  visit  hospitals 
occasionally ; and  secondly,  that  it  is  not 
a hospital  business  at  all,  but  should  be 
under  the  local  authority.— — (Mr.  Davies') : 

I think  it  depends  on  the  type  of  hostel. 
Hostels  for  those  leaving  schools  for  the  edu- 
cationally sub-normal,  who  have  never  been 
conditioned  to  hospital  surroundings,  in  my 
opinion  would  tend  to  be  more  germane  to 
a local  authority,  but  for  persons  who  have 
spent  a considerable  time  in  the  hospital, 
in)  thait  case  it  would  be  more  natural  that 
such  a hostel  should-  be  attached  to  the 
hospital  as  South'  Side  'Home  is  attached. 
It  is  the  same  problem,  I believe,  as  the 
problem  of  old  age  where  a similar  question 
has  arisen. — (Dr.  Hilliard):  It  would  be  a 
great  pity  if  only  one  system  was  used. 
If  yo,u  have  the  hospital  service  doing  the 
whole  thing,  then  those  leaving  schools  for 
the  educationally  sub-normal  who-  have 
never  been  classified'  as  mentally  defective 
would  come  under  that  system,  and  if  they 
suddenly  have  to  transfer  to  a completely 
new  set  of  people  it  is>  more  difficult  for 
the  patient.  'We  hope  that  there  will  be 
the  hospitals  with  their  hostels  in  the  com- 
munity, and  also-  local  authority  hostels. 

2749.  (Mrs.  Adrian):  Is  the  possibility  of 
a joint  service  out  of  the  question? 

No,  H think  that  is  the  correct  answer. 

2750.  And  linked  up  with  joint  social 

visiting? The  same  team  would  be  able 

to  help  both  groups. 

2751  (Dr.  Thomas):  Do  you  think  it  is 
desirable  that  psychiatric  -services  should  be 
provided  for  the  people  in  these  hostels? 

j think  it  is  very  important,  because 

many  of  .these  people,  whether  they  are 
defective  or  not,  certainly  have  psychiatric 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


530 


ROYAI.  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


problems,  their  behaviour  is  fairly  clearly 
due  to  a psychiatric  condition,  it  is  just 
luck  whether  they  go  to  a neurosis  centre 
and  have  .that  angle  on  their  problem,  or 
whether  they  come  under  the  Mental  De- 
ficiency Act.  The  problem  fundamentally 
is  a psychiatric  one,  and  1 think  they  should 
have  access  to  an  appropriate  psychiatric 
service  if  they  arc  in  these  hostels.  Cer- 
tainly our  figures  show  that  quite  a number 
of  them  have  obsessional  states,  or  hysteria, 
which  you  cannot  treat  under  the  ordinary 
mental  deficiency  set-up,  they  need  a much 
broader  scope. 

2752.  (Chairman)1.  The  recommendation 
in  paragraph  42  seems  to  imply  that  if  you 
give  to  a mental  deficiency  hospital  a statu- 
tory duty  of  what  I think  in  the  Soviet 
Union  is  called  self-oriticism,  no  inspection 
would  be  necessary? — Mr . Davies)'.  It  is 
not  so  much  self-criticism ; there  may  be  a 
conflict  of  interests  between  local  authority 
assessments  and  hospital  authority  assess- 
ments; and  again,  expediency,  from  the 
point  of  view  of  providing  some  facilities 
rather  than  none,  may  cause  a child  to  he 
kepi  in  a place  where  he  has  got  the  wrong 
label.  We  fed.  Sir.  that  the  best  way  of 
drawing  attention  to  this  fact  is  that  it 
should  be  published.  One  may  continue  to 
accept  an  expediency,  but  the  fact  of  that 
expediency  being  adopted  should  not  be 
disguised  in  statistics  which  may  tend  to 
infer  that  the  number  of  people  actually 
enjoying  a facility  connotes  the  number  of 
people  requiring  that  particular  facility.— 
(Dr.  Hilliard)  i It  was  not  intended  to 
abolish  any  inspection,  Sir.  it  is  just  that 
if  you  have  a number  of  children  who 
need  a deaf  school  rather  than  a mental 
deficiency  institution,  the  sooner  that  is 
known  to  the  authorities  the  more  quickly 
they  will  provide  a special  school,  whereas 
if  the  need  is  not  known  the  special  school 
is  not  likely  to  be  provided. 

2753.  In  •paragraph  49,  I do  not  know 
whether  you  want  to  express  an  opinion  as 
to  whom  the  financial  assistance  should 

come  from? (Mr.  Davies)'.  I do  not 

think  we  would  wish  to  express  an  opinion 
on  that,  Sir. 

(Chairman)'.  >1  do  not  think  that  I 
wunt  to  ask  any  further  questions,  but  I 
have  no  doubt  some  of  my  colleagues  do. 

2754.  (Mr.  Bartlett ):  I would  like  to  ask. 

oil  paragraph  48,  if  the  witnesses  would  tell 
us  what  itheir  objections  are  to  ithe  notifica- 
tion of  deaths  to  the  coroner. <Dr. 

Hilliard)'.  I think  (he  parents  of  the 
patients  in  the  hospital,  if  they  .place  the 
child  voluntarily,  arc  quite  willing  to 
accept  that  the  hospital  is  a suitable  place 
to  care  for  that  child.  In  a general  hospital, 
•they  would  not  have  any  notification  to  the 
coroner  if  the  child  died  and  the  suggestion 
that  the  coroner  has  to  deal  with  the  death 
implies,  I think,  to  their  minds,  that  the 
treatment  is-  not  as  it  should  be  and  so 


something  ought  to  be  enquired-  into.  We 
suggest  that  where  there  are  no  unusual 
circumstances'  there  is  no  need  to  have  a 
distinction  between  an  ordinary  children’s 
hospital,  or  an  adult  hospital,  and  a mental 
deficiency  hospital. 

2755.  And  are  you  suggesting  also  that 
this  should  apply  to  adults  as  well  as 
children?- —Personally,  Sir,  I would  say 
that  if  a person  was  detained  under  order, 
it  might  be  reasonable  to  suggest  those 
deaths  should  be  notified  to  the  coroner, 
but  I think  the  majority,  all  the  cases  where 
they  are  voluntarily  placed,  would  not  need 
to  go  to  the  coroner  unless  there  were 
unusual  circumstances.  It  has  been  a com- 
plaint we  have  received  from  parents,  who 
object  to  policemen  coming  to  their  homes 
and  interviewing  them  about  their  child 
when  they  have  hardly  had  time  to  know 
the  child  was  dead. 

275b.  (Dr.  Rees):  Is  there  any  .particular 
gain  in  notifying  the  coroner  even  in  cases 
of  patients  who  have  been  detained?  —I 
do  not  know.  Sir,  hut  it  may  be  wise  ia 
present  conditions. 

2757.  1 have  one  more  point.  Your 
recommendations  are  that  children  should 
be  dealt  with  outside  the  .Mental  Deficiency 
Act.  is  that  right?—  (Mr.  Davies):  As  far 
as  possible. 

2758.  And  that  should  al-so  apply  to  adult 
idiots  and  imbeciles?— Yes. 

2759.  We  arc  then  left  with  your 
simpletons  and  your  delinquent  feeble- 
minded ; would  it  be  possible  to  deal  with 
those  under  the  same  laws  as  deal  with 
other  forms  of  mental  illness  such  as 
neurotics  and  psychotics? — (Dr.  Tiz.ard) : 

I think,  Sir,  that  is  what  wc  had  in  mind. 
If  I may  just  come  back  to  this  point  about 
what  we  call  high-grade  defectives.  1 think 
it  can  be  illustrated  if  we  consider,  for 
instance,  Tredgold's  book,  which  is  the 
standard  book  on  mental  deficiency.  In  the 
latest  edition  of  that  book  you  find  in  an 
appendix  an  account  of  the  case  of  Neville 
Heath,  who  was  a murderer  of  a particu- 
larly unsavoury  kind ; Tredgold  seriously 
discussed  the  question  whether  Heath  could 
be  regarded  as  a moral  defective,  and 
I think  our  feeling  is  that  people 
who  have  as  high  an  intelligence  as 
Heath  had,  but  who  are  grossly  abnormal  in 
other  respects,  should  not  under  any 
circumstances  be  classed  as  mentally 
defective,  We  think  it  is  doing  a terrible 
disservice  to  the  true  defectives,  the 
simpletons,  the  idiots  and  imbeciles,  to  have 
people  of  this  kind  also  called  defectives. 
It  leads  to  a tremendous  amount  of  public 
misunderstanding  and  a great  many  diffi- 
culties which  wc,  as  a Hospital  Committee, 
feel  something  of. — (Mr.  Davies):  We 

have  read  the  Ministry’s  evidence  on  this 
point  and  see  that  the  Ministry  would  like 
to  pigeon-hole  that  particular  category  into 
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the  mental  deficiency  legislation.  We  have 
looked  at  it  from  the  point  of  view  of  the 
pigeon-hole,  and  wc  are  not  so  enthusiastic 
about  the  prospect  of  having  that  type  of 
case  mixed  up  with  the  other  type  of 
case  with  which  we  have  to  deal,  and  which 
constitute  the  great  majority.  Wc  also 
dislike  some  of  the  consequences  of  mixing 
these  categories ; if  you  deal,  under  the 
same  code  of  legislation  and  administrative 
provision,  with  a high-grade  intellectual  hut 
low-grade  moral  defective  and  a lower 
grade  intellectual  defective,  you  tend  to 
bring  together  one  class  of  persons  who  can 
have  a bad  influence  with  another  class  of 
persons  who  are  extremely  susceptible  to 
bad  influence. 

2760.  (Sir  Cecil  Oakes):  Is  not  that  really 
a question  of  accommodation  rather  than 
definition?—— To  some  extent,  but  it  is 
also  a classification  that  will  affect  public 
opinion,  if  they  come  under  the  same 
code,  public  opinion  tends  to  be  influenced 
in  the  direction  of  assuming  that  mental 
defectives  who  come  under  the  same 
category  are  all  tarred  with  the  same  brush. 

2761.  {Mr.  Bartlett):  On  paragraph  49 
am  I right  in  assuming  that  the  suggestion 
here  is  that  the  financial  assistance  which 
should  be  made  available  to  parents  should 
be  from  some  source  other  than  the 

National  Assistance  Board? {Dr. 

Hilliard):  I think,  as  our  Chairman,  Mr. 
Davies,  has  said,  we  do,  not  really  have 
strong  views  as  to  where  it  should  come 
from.  The  main  thing  is  to  be  able  to 
provide  financial  assistance  to  certain 
families,  to  keep  people  in  the  community. 
Often  they  have  to  certify  the  child  be- 
cause it  is  not  practicable  to  keep  the  child 
or  the  adult  at  home,  but  I think  our 
Committee  have  not  got  strong  views  as 
to  who  exactly  should  do  it.  It  could  be 
done  by  the  hospital  authority  if  they  had 
the  money,  but  it  is  the  problem  of  getting 
the  money. 

2762.  But  where  there  is  need,  have  they 

not  got  that  assistance  now? -They  have 

not  got  the  money  to  do  it  in  more  than 
one  or  two  cases.  There  is  quite  a large 
group  which  could  be  benefited  in  that  way, 
but  the  budgets  of  the  hospitals  do  not 
cater  for  a large  number  of  patients  on 
licence  in  the  community.  . 

2763.  {Dr.  Thomas):  In  other  words  it 
is  only  at  the  expense  of  the  present  popu- 
lation of  hospitals  that  you  could  do  that, 
because  your  budget  is  very  fixed?—  Yes. 

2764.  On  paragraph  47.  what  kind  of 
restrictions  have  you  in.  mind  in  that  para- 
graph?— — 'It  was  a general  impression 
that  some  mental  deficiency  hospitals  if  in 
doubt  perhaps  play  for  safety,  and  perhaps 
have  more  restrictions  on  visiting  than  are 
really  necessary  today.  Some  hospitals 
have  tried  having  much  more  freedom,  and 
more  give  and  take  between  the  relatives 

( The  witne 


and  the  hospital  authorities,  and  they  find 
it  does  not  cause  any  real  problem- ; but 
the  old  fashioned  view  was  that  we  had 
to  have  these  very  strict  regulations  in  case 
anything  went  wrong.  We  want  to  have 
the  atmosphere  of  the  mental  deficiency 
hospital  as  near  normal  as  possible,  for 
the  benefit  of  the  patients  concerned. 

2765.  (i Sir  Cecil  Oakes):  There  is  a 

tendency  in  that  direction  very  markedly 
now  to  relax  the  restrictions  gradually? 

Yes,  I think  that  is  happening.  In 

South  Side  Home  we  have  relaxed  them 
completely.  Every  patient  there  has  a full 
day  out  every  week,  completely  free,  no 
restrictions  on  their  coming  and  going.  Giv- 
ing them  some  feeling  of  responsibility  of 
that  sort  will  develop  them  for  life  in  the 
community. 

2766.  {Mr.  Bartlett ):  On  the  question  of 
the  locking  of  wards  and  rooms,  do  you 
feel  tihat  your  existing  staffing  position  is 

adequate  to  permit  of  that  being  done? 

We  only  have  experience  of  our  own 
hospital,  Sir,  and  there  are  no  locked  doors 
either  in  the  Fountain  or  in  the  otheT 
annexes. 

2767.  {Dr.  Rees):  Does  it  not  need  less 
staff  with  open  doors  than  with  locked 

doors? 1 think  so  ; it  takes  less  time  to 

go  through  the  doors. 

2768.  (Dr.  Greenwood  Wilson):  You  still 

believe  in  letting  patients,  out  on  licence 
from  an  institution  for  a trial  period?  You 
would  not  put  them  straight  from  a hospital 
into  a hostel? -No,  licence  is  very  im- 

portant, Sir,  and  we  feel  if  we  had  the 
hostel  at  the  end  of  the  road  it  would 
be  easier  to  put  them  there. 

2769.  (Chairman) : Under  your  proposals 
there  would  be  no  more  licences,  because 
the  patients  would  not  be  under  compulsory 

detention? We  did  not  mean  to  go  as 

far  as  that. 

2770.  (Mrs.  Braddock ):  Do  you  notify 

the  National  Assistance  Board  of  the  area 
of  the  release  of  a person  on  licence,  in 
order  that  financial  assistance  can  be  con- 
sidered?  ilf  you  license  a patient  to  their 

home,  the  hospital  has  to  provide  the  up- 
keep of  that  patient  while  they  are  under 
order ; it  is  only  when  they  are  discharged 
that  we  notify  the  National  Assistance 
Board.  That  is  our  difficulty,  we  have  not 
got  the  money  to  provide  for  them,  and 
we  solve  the  problem  by  discharging  them, 
and  then  they  come  on  to  the  National 
Assistance  Board. 

(Chairman):  We  are  very  grateful  to 
you  for  the  very  clear  way  in  which 
you  have  presented  your  evidence,  both 
written  and  verbal. 

(Mr.  Davies) : On  our  behalf,  Sir,  I 
should  like  to  thank  the  Commission  for 
receiving  us  and  for  giving  us  the  oppor- 
tunity to  present  our  evidence. 

?ses  withdrew.) 
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Major  G.  Canty  ( Chairman  of  the  Association’s  Public  Health  and  Housing  Committee), 
Mr.  R.  R.  Adam,  Lt.-Col.  N.  G.  Richards,  Mr.  G.  H.  Davis,  Dr.  A.  Elliott  M.D., 
Mr.  H.  Paling  and  Mr.  R.  R.  Metric  Hughes  (Deputy  Secretary)  on  behalf  of  the 
County  Councils  Association, 

called  and  examined. 


Memorandum  submitted  by  the  County  Councils  Association 

Status  of  memorandum 

The  membership  of  the  County  Councils  Association  comprises  representatives 
appointed  by  each  of  the  county  councils  (except  the  London  County  Council)  m 
England  and  Wales,  and  this  memorandum,  which  lhas  been  prepared  by  a Sub- 
Committee  specially  appointed  for  the  purpose,  is  submitted  on  the  understanding 
that  it  awaits  formal  confirmation  by  the  Public  Health  and  Housing  Committee 
and  by  the  Executive  Council  of  the  Association  whose  next  meetings  will  take  place 
respectively  on  the  lOfh  November  and  24th  November,  1954.  The  Royal  Com- 
mission will  immediately  thereafter  be  informed  of  any  alterations  which  may  then 
be  made. 


PART  I— INTRODUCTORY 


Lay-out  of  memorandum 

1.  To  assist  them  in  the  preparation  of  this  memorandum  the  Association  have 
sought  the  views  of  a large  number  of  county  officers  wlho  are  regularly  concerned 
with  the  administration  of  the  mental  health  services  provided  by  county  councils. 
Part  I of  the  memorandum  is  of  an  introductory  nature  'and  refers,  an  particular, 
to  the  desirability  of  having  a single  statute  dealing  with  both  mental  illness  and 
mental  deficiency.  Parts  II  and  III  refer  to  difficulties  which  appear  to  have  been 
experienced  'by  county  councils  in  carrying  out  their  responsibilities  under  the 
Lunacy  and  Mental  Treatment  Acts  and  the  Mental  Deficiency  Acts  respectively. 
Part  IV  contains  the  Association’s  observations  upon  certain  evidence  already  sub- 
mitted to  the  Royal  Commission  and  refers  also  to  a number  of  miscellaneous 
matters  relative  to  the  existing  mental  health  services. 

Statutory  functions  of  county  councils 

2 The  Association  believe  that  the  Royal  Commission,  from  evidence  submitted 
to  them  are  already  fully  apprised  of  the  powers  and  duties  of  county  councils, 
as  local  ’health,  welfare  and  education  authorities,  in  the  field  of  mental  health  and 
welfare.  It  is  not  proposed,  therefore,  to  reiterate  the  existing  position  in  this 
memorandum,  though  if  the  Rioyal  Commission  so  desire  the  Association  will  be 
glad  to  submit,  in  the  form  of  a supplementary  memorandum,  a short  factual 
statement  outlining  the  precise  extent  of  these  powers  and  duties. 

Need  for  new  legislation 

3 The  basic  statutory  provisions  relating  to  mental  illness  and  mental  deficiency 
have  in  the  view  of  the  Association,  served  their  purpose  reasonably  adequately 
and  ’by  means  of  amendments  and  adaptation  (e.g.  the  passing  of  the  Mental 
Treatment  Act,  1930)  efforts  have  undoubtedly  been  made  to  beep  them  abreast 
of  modern  thought  in  relation  to  this  subject.  Having  regard,  however,  to  the  more 
enlightened  public  attitude,  which  in  recent  years  has  become  apparent,  towards  the 
problems  of  mental  affliction,  the  Association  consider  that  mere  adaptation  or 
amendment  of  the  existing,  already  much  modified,  legislation  would  be  likely  to 
cause  both  dissatisfaction  and  confusion. 

4.  The  Association  are  accordingly  of  the  view  that  all  the  existing  statutory  pro- 
visions should  be  repealed  and  re-enacted,  with  appropriate  amendments,  in  a single 
statute  dealing,  in  separate  parts,  with  mental  deficiency  and  mental  illness. 
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5.  In  the  fulfilment  of  this  purpose  one  aim  should  be,  so  far  as  is  practicable, 
to  model  the  services  for  persons  suffering  from  mental  affliction  of  any  kind  upon 
those  now  .provided  for  persons  suffering  from  other  forms  of  illness  or  physical 
handicap  Clearly,  however,  some  persons  suffering  from,  mental  affliction  must, 
in  the  interests  of  public  safety,  and  for  the  protection  of  themselves  and  their 
property  be  placed,  with  proper  safeguards  of  personal  liberty,  under  restraint  of 
one  form  or  another. 

6  In  preparing  such  a single  statute  as  has  been  suggested  above,  a further  aim 
should  be  to  simplify  procedure  and  practice  with  a view  to  making  these  more 
readily  intelligible  not  only  to  professional  and  l'ay  workers  in  the  field  of  mental 
care  and  welfare,  but  also  to  members  of  the  public  to  whom  they  may  at  any 
time  become  a matter  of  the  utmost  personal  concern.  The  present  labyrinth  of 
distinct  procedures  designed  to  deal  differently  with  often  quite  similar  circum- 
stances is  such  as  'to  be  quite  unintelligible  to  the  “man  in  the  street  ” and  to  cause 
no  little  confusion  in  the  minds  even  of  those  whose  daily  task  is  to  put  these 
procedures  into  effect, 


PART  II— LUNACY  AND  MENTAL  TREATMENT 
Existing  procedures 

7 In  the  opinion  of  the  Association  the  number  of  different  procedures  whereby 
a patient  may  enter  a mental  hospital  is  both  bewildering  and  unnecessary. 
Admission  may  be  under  a reception  order  on  petition  (Section  4 of  1890  Act} ; 
a summary  reception  order  (Sections  14-16  of  the  1890  Act)  ; an  urgency  order 
CSection  11  of  the  1890  Act) ; a “ fourteen-day  order  (Section  21  of  the  1890  Act) , 
as  a voluntary  patient  (Section  1 of  1930  Act)  ; as  a temporary  patient  (Section  5 
of  the  1930  Act) ; through  removal  to  hospital  iby  a duly  authorised  officer  or 
constable  (Section  20  of  1890  Act)  ; on  being  found  to  be  of  unsound  mind  by 
inquisition  (Sections  12  and  90  of  1890  Act)  ; or  by  reception  order  made  by  a 
magistrates’  court  under  Section  30  of  the  Magistrates  Courts  Act,  1952. 

8 The  Association  welcome  and  endorse  the  statement,  in  the  Fortieth  Annual 
Report  of  the  Board  of  Control  (1953)  that  “ the  aim  is  to  secure  that  everywhere 
certification  shall  be  the  last  resort  Although  this  statement  was  made  in  reference 
to  elderlv  patients,  the  Association  believe  it  to  be  of  more  general  application.  With 
this  in  mind  the  Association  have  considered  to  what  extent  the  existing  formal 
procedures  for  obtaining  admission  to  hospitals  for  the  care  and  treatment  or 
persons  suffering  from  mental  illness  might  be  reduced  and  simplified,  consistent 
with  the  need  {a)  to  safeguard  the  interests  of  the  patient  and  to  protect  his 
property  ; and  (b)  to  protect  the  public. 


Inquisition 

9.  It  is  understood  that  the  inquisition  procedure  is  very  seldom  resorted  to  m 
practice  and,  if  the  procedures  suggested  in  subsequent  paragraphs  of  this  memo- 
randum are  adopted,  there  would  seem  to  be  no  justification  for  retaining  it.  The 
Association  accordingly  recommend  its  abolition  as  being  out  of  keeping  with  the 
more  enlightened  outlook  on  the  subject  of  mental  illness  which  already  exists  and 
to  the  furtherance  of  which  every  encouragement  should  be  given. 

Reception  order  on  petition 

10  The  Association  believe  that  in  practice  little  use  is  made  of  the  procedure 
of  recepticm  o“n  petition  under  Sections  4-8  of  the  1890  Act  and  m the  light 
of  present  diay  experience,  it  may  be  that  this  procedure  also  could  be  discontinued. 
The  need  for  it  will  in  any  case  disappear  if  “certification  of  a patiem  comes  to 
be  regarded,  ,as  the  Association  hope  it  will,  only  as  a last  resort  i.e.  a step 
to  betaken  only  after  a considerable  .period  of  dbservation  and  treatment  have 
shown  beyond  reasonable  doubt  that  no  substantial  degree  of  recovery  is  likely. 
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“ Urgent  ” cases 

11.  Clearly  cases  will  continue  to  arise  from  time  to  time  when  it  is  imperative 
to  place  a person  under  immediate  physical  restraint,  and  for  such  cases  a procedure 
similar  to  that  provided  by  Section  20  of  the  1890  Act  seems  essential.  The  existing 
power  of  a duly  authorised  officer  or  constable  temporarily  to  remove  a person  to 
a “ designated  ” hospital  without  a judicial  order  should  be  retained  but  there  should 
be  added  to  it  the  power  for  a husband,  wife  or  relative  of  the  'patient  (or  any 
other  person,  provided  the  application  is  signed  also  by  a duly  authorised  officer) 
to  obtain  an  “ urgency  order  ” — supported  by  a medical  certificate,  for  the  patient’s 
immediate  temporary  admission  to  a “ designated  ” hospital,  likewise  without 
recourse  to  a judicial  authority. 

12.  Removal  by  a duly  authorised  officer  or  admission  under  such  an  “ urgency 
order  ” as  has  just  been  described  should  not,  however,  permit  the  detention  of  the 
patient  against  his  will  for  more  than  three  clear  days  though  the  period  should 
be  extendable  for  a further  fourteen  days  on  the  certificate  of  the  appropriate 
hospital  medical  officer.  Any  further  detention  of  the  patient  would  have  to  be 
in  accordance  with  the  judicial  procedure  outlined  in  paragraph  18  of  this 
memorandum. 

13.  The  Association  envisage  that  the  “urgency”  arrangements  described  above 
would  take  the  place  of  the  existing  procedures  under  Sections  11,  20  and  21  of  the 
1890  Act. 

Voluntary  admission 

14.  Turning  .to  the  question  of  voluntary  admission — the  fact  that  the  number  of 
“voluntary  ” patients  in  mental  hospitals  (8,629)  in  1938  was  nearly  doubled  (16,544) 
by  1947  and  more  than  trebled  (29,715)  by  1952  demonstrates  a steadily  growing 
readiness  on  the  part  of  persons  suffering  from  mental  illness  voluntarily  to  submit 
themselves  for  treatment — thus  bringing  the  treatment  of  certain  forms  and  degrees 
of  mental  illness  more  into  line  with  that  of  physical  illness.  The  Association 
consider  that  the  provisions  of  'Section  1 of  the  1930  Act  should  be  retained  and 
that  greater  use  would  Ibe  made  of  those  provisions  if  more  psychiatric  units  were 
made  available  in  general  hospitals  and  if  more  separate  accommodation  for 
voluntary  patients  were  provided  in  association  with  existing  mental  hospitals. 

15.  This  process  of  gradually  placing  the  treatment  of  mental  and  physical  illness 
on  a similar  footing  would,  in  the  Association’s  view,  be  accelerated  if  a greater 
use  were  to  be  made  of  out-patient  clinics  and  if  domiciliary  visitation  'of  patients 
by  consultant  psychiatrists,  in  cases  where  there  is  doubt  as  to  the  procedure  or 
the  need  for  treatment,  were  to  become  the  general  practice. 

Temporary  treatment  without  certification 

16.  Section  5 of  the  1930  Act  has  been  criticised  because,  it  is  said,  the  conditions 
which  have  to  ibe  fulfilled  (i.e.  “ likely  to  benefit  from  treatment  ” and  “ for  the 
time  being  incapable  of  expressing  himself  as  willing  or  unwilling  to  receive  such 
treatment  ”)  are  too  rigid  and  in  practice  exclude  many  cases  for  whom  a short 
stay  in  hospital  might  be  very  beneficial.  A further  criticism  of  Section  5 has  been 
that  medical  officers  find  difficulty  in  deciding,  for  the  purpose  of  Sub-Section  (12), 
at  what  point  a temporary  patient  can  be  said  to  “ have  become  capable  of  express- 
ing himself  as  willing  or  unwilling  to  continue  to  receive  treatment 

17.  The  very  small  .and  apparently  declining  number  of  patients  admitted  to 
mental  hospitals  under  Section  5 of  the  Act  of  1930  seems  to  indicate  a reluctance 
to  make  use  of  the  provisions  of  that  section— partly  because  .of  the  difficulties 
already  referred  to,  and  in  part,  perhaps,  because  relatives  of  a patient  who  is 
likely  to  recover  hesitate  to  take  steps  on  his  behalf  which  he  may  later  strongly 
resent.  Nevertheless,  the  Association  consider  that  a provision  on  similar  lines 
should  be  included  in  any  new  statute,  though  its  scope  should  be  considerably 
broadened  so  as  to  enable  application  to  be  made  in  all  cases  (whether  or  not  the 
conditions  of  the  existing  Section  5 are  fulfilled)  either^  by  the  husband,  wife  or 
relative  or  by  a duly  authorised  officer,  for  a patient’s  admission  to  a mental 
hospital  as  a temporary  patient. 
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18.  Application  should  in  all  these  cases  continue  to  'be  supported  by  two  medical 
certificates  (one  of  them  signed  by  a medical  practitioner  approved  by  the  Minister  of 
Health)  but,  in  the  case  of  patients  who  cannot  be  said  to  comply  with  the 
conditions  at  present  imposed  by  Section  5,  it  should  be  made  obligatory  for  them 
to  be  examined  by  a judicial  authority  (who  for  this  purpose  might,  it  is  suggested, 
be  one  only  of  the  justices  of  the  peace  specially  appointed  for  the  purpose),  and 
their  continued  detention  after  the  expiration  of  fourteen  days  should  be  dependent 
upon  the  making  by  the  judicial  authority  of  a “detention  order”  which  would 
be  valid  initially  for  six  months  and  extendable  for  not  more  than  six  months 
by  further  order  of  a judicial  authority. 


19.  Such  a judicial  authority  as  is  mentioned  in  the  preceding  paragraph  should 
be  authorised,  likewise,  to  make  “ detention  orders  ” for  up  to  two  consecutive 
periods  of  six  months  each  in  respect  of  patients  removed  to  hospital  by  a duly 
authorised  officer  or  constable  or  admitted  under  an  emergency  order  under 
the  procedure  envisaged  in  paragraphs  11  to  13  above.  The  point  which  the 
Association  wish  again  to  stress,  in  this  connection,  is  that  initially  there 
should  be  no  “ certification  ” of  a patient  but  merely  an  order  placing  such  temporary 
restraint  upon  him  as  is  reasonably  necessary  for  the  protection  either  or  himselr 
or  his  property  or  of  the  general  public. 

20  If  the  above  suggestions  were  accepted  the  position  would  be  that  no 
person  suffering  from  mental  illness  could  be  formally  “certified  as  of  unsound 
mind  until  at  least  one  year  bad  expired  from  the  date  of  his  originally  being 
placed  under  restraint.  It  follows  that  the  need  for  admission  to  mental  ho^itals 
by  the  “summary  reception  order’  procedure  (Sections  14-16 .of  the  1890  Act) 
under  which  the  majority  of  admissions  are  at  present  effected-^would  disappear. 

91  Tn  the  case  of  “voluntary”  patients,  whose  condition  or  behaviour  after 
admission  rendered  it  necessary  tot  toy  should  be  the  object  of  a “ deletion 
order  ”,  similar  provisions  would  apply,  tough  the  same  rule  sh°uMbe  <*< ierved 
that  no  patient  should  be  “certified"  until  the  expiration  of  at  least  one  year 
from  the  date  of  his  being  first  placed  under  restraint. 

EHf SHEkSSb  sftrssx  mar- 


“ Certification  ” , , 

23  There  remains  the  question  what  is  to  happen  to  foe  jphent  yl hen  the 

±K3  £ 

continue  treatment  as  a ™lumaiT  pa  however,  he  has  not  made  such  a 

that  category  and  no  difficulty  arises  It,  however  certifiei  Such  certifica- 

recovery,  he  will  have  to  be  felS)frA  ~.0cia.t5> n be  undertaken  by  a judicial  authority 
tion  should,  in  the  opinion  of  the  Ass°mticn . be  unaena^  medical 

comprising  not  less  than  ^“^t^reqffirid  on  the  making  of  a detention 
evidence  should  not  be  less  at  r q ds  fcr  which  recepti0n  orders 

order  (see  paragraph  18  ante).  The  exis  ^ fores__namdy,  one  year, 

(including  summary  reception  j neriods  of  five  years— are,  in  the  opinion 

two  years,  three  years  and ■ , -jd  wdi  appiy  to  any  order  made  for  the 

detot^  “ “ thiS  Para8IaP 

24.  The  Association  are  wL^coffiT  bSter  ^6°  cared  forPin  special 

present  detained  in  mental  h P , Association  recognise  the  gravity 

coSer*  in  Part  IV  of  this  memorandum. 
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PART  III— MENTAL  DEFICIENCY  ACTS 

(Except  where  otherwise  stated,  references  in  Part  III  are  to  Sections  of  the 
Mental  Deficiency  Aol,  1913) 

Definition 

25.  The  Association  consider  that  the  terms  "idiot",  "imhceile"  and  “feeble- 
minded person”,  which  arc  defined  in  Section  1 (I)  of  the  Mental  Deficiency 
Act,  1913,  arc  hurtful  to  the  interests  of  those  to  whom  they  are  applied - and 

particularly  to  their  relatives and  may  even  deter  parents  of  defective  children 

from  taking  the  necessary  steps  to  obtain  for  thorn  the  best  available  care  and 
treatment. 

26.  lit  is  a matter  for  consideration  whether  the  general  description  of  mental 
defective  should  not  bo  given  to  all  such  persons,  with  qualifying  words,  where 
necessary,  to  indicate  the  degree  of  defect,  c.g.  high-grade,  medium-grade  or  low- 
grade.  In  the  Association's  view  the  classification  " moral  defective " (which  is 
in  practice  little  used  and  about  which  a good  deal  of  doubt  exists)  should  he 
abandoned. 

27.  Provision  is  made  by  Section  57  (3)  of  the  Education  Act,  19.14,  for  bringing 
cases  of  mental  defect  in  children  to  the  notice  of  the  local  health  authority. 
Other  defective  children  arc  referred  to  the  local  health  authority  by  parents,  health 
visitors,  medical  practitioners  and  others.  There  are,  nevertheless,  a low  cases 
which  arise  or  come  to  light  only  in  later  years  and  this  gives  rise  to  some 
difficulty  For  example,  by  virtue  of  the  existing  definition,  persons  who  are 
mentally  defective  as  a result  of  organic  lesions  of  the  brain  following  upon  an 
accident  or  disease  cannot  he  dealt  with  as  mental  defectives  unless  the  disease  or 
injury  occurred  before  they  uttained  the  age  or  eighteen  years.  There  seems  to 
lie  no  good  reason  why  the  recognition  of  mental  deficiency  should  be  made 
legally  dependent  on  a single  date  in  the  lire  or  an  individual  and  the  Association 
suggest  that  reference  to  age  should  be  omitted  from  any  new  definition  ol  mental 
defect. 


Circumstances  rendering  defectives  “ subject  to  be  dealt  with  " 

2tt  Difficulties  have  arisen  in  connection  with  Section  2 tl)  (M  ti)  in  cases 
where  a defective  is  in  the  care  of,  for  example,  a home  for  unmarried  mothers. 
Doubts  have  been  expressed  whether  such  a defective  cun  be  said  to  have  been 
"found  neglected,  abandoned,  or  without  visible  means  of  support  . these  ffilll- 
c Lillies  could  be  overcome  by  adding  the  words  “or  requiring  cure,  supervision 
or  control  Tor  the  protection  cither  of  themselves  or  of  others  . lhts  addition 
would  at  the  same  time  meet  a need  which  migliit  otherwise  arise  from  the  repeal 
of  Section  I (I)  (d)  containing  the  definition  of  "moral  defective  . 


Hearing  of  petitions 

20  The  hearing  of  a petition  under  Sections  5-6  of  the  Act  should,  in  the 
view  of  the  Association,  take  place  before  at  least  two  justices,  acting  ns  the 
judicial  authority,  unless  the  consent  of  the  parent  or  guardian  has  previously 
been  obtained  under  Section  ft  (3)  («),  in  which  case  it  is  recognised  hat  a 
single  justice  acting  as  the  judicial  authority  may  be  regarded  as  sufficient.  Where 
tihe  rmtient  is  a female,  it  is  desirable  that  one  member  of  the  judicial  authority 
should  be  of  the  same  sex,  though  this  is  not,  perhaps,  so  important  m 'consent 
eases  especially  those  concerned  with  low-grade  defectives ; it  should,  however, 
not  be  made  obligatory  that  one  justice  should  be  a female,  since  on  ac“*1™s 
k has  been  found  impracticable  to  secure  the  services  of  a female  judicial  authority, 

30  Although  the  Association  believe  it  to  be  the  usual  practice  to  inform  the 
parents  or  guardian  or  their  right  to  he  present  when  a petition  i« 
ft  is  suggested  that  this  should  be  made  a statutory  obligation.  Consideration 
should  bT  Riven  also  to  the  desirability  of  enabling  the  judicial  authority,  n 
appropriate  cases,  to  authorise  the  payment  from  public  funds  of  travelling  expenses 
for  this  purpose. 
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31.  it  should  likewise  be  obligatory  to  inform  both  the  alleged  defective  and 
his  parents  or  guardian  of  their  rights  under  Section  6 (2)  to  appoint  persons 
wiho  shall  be  allowed  to  attend  the  hearing  of  the  petition  where  this  is  conducted 
in  private. 


Adjournment  o(  proceedings 

32  On  the  hearing  of  a petition  a judicial  authority  may  by  virtue  of  Section  6 (4) 
adjourn  a case  for  not  more  than  fourteen  days.  It  has  been  found  in  practae 
that  this  period  is  at  times  insufficient  to  enable  further  information  asked  for 
by  the  judicial  authority  to  be  obtained.  It  is  suggested,  therefore,  that  the  period 
should  be  extended  from  fourteen  to  twenty-eight  days. 


Consent  to  order 


33  Proviso  (a)  to  Section  6 (3)  of  the  Act  has  given  rise  to  some  difficulties 
in  ^practice!*0  For  example,  some difficult  cases.e  whereffie 


n nraotice.  For  example,  some  oit  line  mosi  uiumb, 

“ but  consent  shall  not  be  deemed  to  be S made  bv the parent  or  guardian 

■&***•  consent  “ withMd 

with  the  bona  fide  intention  of  benefiting  the  defective. 


Right  of  appeal 

34.  Empress  provision  should  be  made  for  anritjaf  ^^l^agan^  cot  ra 
by  an  alleged  defective  or  by  his  Pa£en  £sthe  visitors  on  reconsideration  of  a 
^“^.xically  provides  for  no  such  right  in  respect 
of  the  not  less  important  original  certification. 


Cons.der.tlon  and  reconsideration  , ot  u>  * would  be  an  additional 

safeguard  toTwtirart . if  his  iwet*  ot  i^drSd“  nOTes^bTvirtae 

of  a case  on  the  patient  attaining  the  age  of  21  years. 


>f  a case  on  the  parnem  d^uiu6 ° 

36.  Regulation  99  of  the  Mertol  of  a 

Visitors,  before  making  any  d ajja\  the  circumstances  of  the  home  of  th 

sw  irruas  ttpA'  <*  “■  — ■ 

all  cases  rest  with  the  local  health  authority. 


I cases  rest  witn  me  iuv<u  ««««“  — . 194c 

37.  By  virtue  of  Regulation  102  c rf  to  Mg*  dS“  case, 

Visitors  are  required  to  communicate  Board  should  be  required  to 

to  the  Board  of  Control  any  oX  wffich  is  not  in  accordance 

.nnPttlt  With  the  Visitors  'before  maxing  ^ 
with  the  recommendation  of  the  Visitors. 


it fa  *e  recommendation  oil  ^ to  enable  courts 

38.  Provisions  should  be  made  V” «e.Luag  persons  ” (as  defined  'by  Section  107 
of  summary  jurisdiction  to  dea*  819P33)  brought  before  them  as  being 

of  the  Ohildren  and  Yo“nig..^fra°“d  folid  to  be  mental  defectives ; Section  8 

“ £X£^y  10  children  brouBW  before  ae 

circumstances. 
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“ Place  of  safety  ” orders 

39.  It  is  considered  that  the  provisions  of  Section  15  of  the  Act  whereby  an 
alleged  defective  can  apparently  be  detained  in  a place  of  safety  for  an  indefinite 
period,  are  open  to  criticism  and  should  be  modified.  Admittedly  the  section 
contains  the  qualifying  words  “until  a petition  under  this  Act  can  be  presented” 
but  in  practice  no  petition  can  be  presented  until  a vacancy  in  an  institution 
is  available  for  the  individual  concerned.  The  Association  appreciate  that,  so 
long  as  the  present  grave  shortage  of  accommodation  in  mental  deficiency  institutions 
persists,  it  would  be  unrealistic  merely  to  fix  a time  limit  on  the  expiration  of 
which  a place  of  safety  order  would  cease  to  have  effect.  Such  a time  limit 
could,  however,  be  imposed  if  coupled  with  a provision  that  the  order  should 
not  cease  to  have  effect  if  renewed  (perhaps  aft  stated  intervals)  by  a judicial 
authority  on  the  application  of  an  authorised  officer,  who  might  issue  an  order 
somewhat  on  the  lines  suggested  in  Part  II  of  this  memorandum,  in  relation 
to  persons  suffering  from  mental  illness.  The  Association  suggest  twenty-eight 
days  as  the  initial  period  of  a place  of  safety  order.  Subsequent  orders  made 
by  a judicial  authority  might  be  for  periods  not  exceeding  six  months. 

Apprehension  of  defectives  escaping  from  institutions,  etc. 

40.  The  Association  consider  that  the  provisions  of  Section  42  (relating  to  the 
apprehension  of  defectives  escaping  from  institutions  or  when  absent  under  licence 
or  without  a licence)  should  be  extended  to  cover  persons  in  “ places  of  safety  ” 
awaiting  vacancies  in  institutions.  It  is  understood  that  the  absence  of  such  a 
power  has  given  rise  to  difficulties  in  the  past. 

Family  allowances 

41.  At  the  present  time  family  allowances  cease  to  be  payable  when  a child 
reaches  the  age  of  15  years,  though  a provision  is  made  for  tiheir  continuance 
until  the  31st  July  following  the  sixteenth  birthday  of  children  undergoing  full- 
time education.  As  a result  parents,  of  mentally  defective  children  who  are 
unable  to  go  to  school,  are  unfairly  (penalised.  The  Association  suggest  that  the 
Family  Allowances  Act,  1945,  should  be  amended  so  as  to  remove  this  anomaly. 

Voluntary  admission  of  defectives 

42.  Section  3 already  enables  feeble-minded  persons,  if  under  the  age  of  21,  to 
be  placed  in  an  institution  or  under  guardianship  at  the  instance  of  the  parent— 
and  idiots  and  imbeciles  of  any  age,  at  the  instance  of  the  parent  or  guardian. 
The  Association  consider  that  the  scope  of  this  section  might  usefully  be  widened 
to  bring  it  more  into  line  with  Section  5 of  the  Mental  Treatment  Act,  1930. 

43.  Mental  defect  is  not,  unfortunately,  something  which  can  be  cured,  and 
Section  5 of  the  1930  Act  was  designed  to  deal  with  persons  who  are  suffering 
from  mental  illness  and  are  “ likely  to  benefit  by  temporary  treatment  It 
could  seldom,  if  ever,  be  said  of  a defective  that  he  was  likely  to  benefit  by 
temporary  treatment — though  both  he  and  those  having  the  charge  of  him  might 
well  benefit  from  his  temporary  admission  to  an  institution.  This  appears  to 
to  have  been  recognised  by  the  Ministry  of  Health  who  in  1952  issued  a circular 
(No.  5/52)  to  local  health  authorities  suggesting  that  they  might  arrange  for  the 
temporary  accommodation  of  defectives,  without  formal  certification,  for  periods 
not  normally  exceeding  two  months,  in  mental  deficiency  institutions,  or  other 
suitable  places,  in  times  of  sudden  emergency  at  home,  such  as  illness.  The 
Association  believe  that  this  suggestion  has  been  fairly  widely  put  into  practice, 
and  has  helped  to  meet  a longdelt  want.  It  is,  however,  their  view  that  as  and 
when  sufficient  accommodation  becomes  available  it  should  be  made  possible 
for  feeble-minded  persons — either  ait  their  own  request,  if  they  are  thought  to  be 
capable  of  expressing  volition,  and  are  over  21  years  of  age,  or  on  the. 
application  of  a parent  or  relative,  or  authorised  officer — to  be  admitted  to 
institutional  accommodation  for  an  indefinite  period  on  a “ voluntary  ” basis,  i.e. 
without  being  placed  under  physical  restraint  and  without  the  necessity  of  formal 
certification  as  a defective.  Care  would  have  to  be  taken  to  ensure,  in  “ volitional  ” 
cases,  that  the  defective  was  not  subjected  to  pressure  of  any  kind  to  apply  for 
his  admission  to  an  institution.  Voluntary  admission  would  not  be  practicable 
in  the  case  of  idiots  and  imbeciles  for  reasons  which  are  self-evident. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  COUNTY  COUNCILS  ASSOCIATION 


539 


PART  IV— OBSERVATIONS  ON  EVIDENCE  ALREADY  SUBMITTED  TO 
ROYAL  COMMISSION 

44.  This  Part  of  the  memorandum  is  concerned  mainly  with  the  consideration 
of  certain  suggestions  contained  in  evidence  already  submitted  to  the  Royal 
Commission  by  certain  other  bodies,  though  a number  of  miscellaneous  matters 
also  are  referred  to. 

Registration  etc.  of  private  hospitals  and  homes 

45.  In  paragraph  85  of  their  memorandum  of  evidence  the  Ministry  of  Health 
and  the  Board  of  Control  (referred  to  collectively  for  purposes  of  convenience 
in  paragraphs  45  to  51  of  this  memorandum  as  “the  Department”)  reference 
is  made  to  the  present  division,  between  the  Minister  and  the  justices,  of  respon- 
sibility for  the  registration,  licensing  and  approval  of  private  hospitals  and  homes 
for  the  mentally  ill.  The  Association  support  the  view  of  the  Department  that 
the  registration  and  approval  of  private  hospitals  and  homes  for  the  mentally  ill 
and  mentally  defective  is  a function  which  should  now  be  transferred,  with  proper 
powers  of  inspection,  to  local  health  authorities. 


Supervision  in  preference  to  institutional  care? 

46.  In  paragraph  109  of  their  memorandum  of  evidence  the  Department  say 
that  they  “ consider  it  important  that  the  possibility  of  providing  adequate  care 
by  supervision,  occupation  and  training  in  the  community  should  always  be  con- 
sidered before  steps  are  taken  to  send  a defective  to  a mental  deficiency  hospital 
or  other  institution  ”.  The  Association  do  not  dissent  from  this  view  and  believe 
that  what  is  recommended  by  the  Department  is  already  a matter  of  general 
practice  amongst  county  councils  as  local  health  authorities.  Indeed,  it  is  difficult 
to  suppose  that  it  could  be  otherwise  having  regard  to  the  acute  shortage  of 
institutional  accommodation  and  the  near-impossibility  of  securing  admission  for 
any  but  the  most  urgent  cases  of  need. 


Distribution  of  functions  between  authorities 

47.  In  paragraph  110  of  their  memorandum  of  evidence  the  Department  refer 
to  the  desirability  of  “ some  public  authority  ” providing  homes  “ in  towns  and 
villages  and  not  in  remote  olaoes  for  defectives,  who  cannot  be  looked  after  in 
their  own  homes  or  Who  have  no  homes,  but  who  are  of  stable  temperament 
and  capable  of  living  in  the  general  community  without  more  medical  attention 
than  can  be  given  by  a general  practitioner,  and  who  can  be  adequately  cared 
for  by  receiving  in  addition  the  same  degree  of  supervision  as  local  health 
authorities  give  to  defectives  living  with  their  own  families  . The  Department 
further  suggest  that  defectives  living  in  such  homes  might  attend  occupational 
centres  for  occupational  training,  or  might  he  m industrial,  domestic,  agricultural 
or  ottter  sutobte  employment  nearby;  and  that  others  might  be  suitably  occupied 
in  the  home  itself. 

48  The  Association  have  carefully  considered  the  suggestions  referred  to  m the 
preceding  paragraph  and  with  regard  to  them  have  reached  the  following 

conclusions: — , , .A 

(a)  that  the  provision  of  special  homes  and  hostels  on  the  lines  suggested 
by  the  Department  is  much  to  be  desired  m areas  where:- 

/i\the  number  of  defectives  coming  within  the  category  suggested 
hv  the  Department  (i.e.  without  homes  or  suitable  homes  of  stable 
.by  the  Deparimrau  1 general  community  without 

“L  (i)  regular  employment  in  suitable  work  is  and  is  likely  to  continue 
to  be  readily  available  nearby , or 

cafi^eas^ 

.and  training. 
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<b)  that  the  number  of  areas  where  the  conditions  specified  in  (a)  above  are 
fulfilled  is  likely  to  be  relatively  small ; 

M that  homes  and  hostels  of  the  kind  envisaged  would  be  especially  valuable 
in  the  case  of  children  who  are  without  homes  or  suitable  homes  and 
-who  are  reported  by  the  local  education  authority  to  the  local  health 
authority  under  Section  57  (5)  of  the  Education  Act,  1944,  as  being  likely, 
by  reason  of  a disability  of  mind,  to  require  supervision  after  leaving 
school ; and 

M)  that  responsibility  for  providing  homes  and  hostels  of  the  kind  suggested 
by  the  Department  ought  essentially  to  rest  with  Regional  Hospital  Boards 
,as  the  authorities  administering  mental  deficiency  institutions,  because  (inter 
alia) : — 

(i)  the  Association  regard  it  as  of  great  importance  that  any  such 
homes  or  hostels  should  be  linked  with  a “ parent  ’ institution  so  that, 
,bv  means  of  periodical  visits  by  the  institutions  medical  staff,  the 
continued  “ stability  of  temperament  ” of  each  defective  may  be  confirmed 
or  otherwise ; 

00  it  will  not  always  be  possible  to  say  whether  a defective’s 
temperament  will  remain  stable  and  certain  defectives  may  tend  to 
alternate  between  the  parent  institution  and  the  home  oar  hostel , and 

Z«0  in  the  opinion  of  the  Association  experience  since  the  passing 
of  the  National  Health  Service  Act,  1946,  has  forcibly  demonstrated  the 
difficulties  which  would  be  liable  to  arise  if  responsibility  for  providing 
hostels  and  homes  ware  to  be  divorced  from  that  of  providing  institu- 
tional care.  The  scope  for  arguments  and  disagreement  between  Regional 
Hospital  Boards  and  local  health  authorities  as  to  their  respective  legal 
and  financial  responsibilities  must,  if  the  health  service  is  to  run 
smoothly  and  efficiently,  be  kept  to  the  absolute  minimum. 

49  In  paragraph  111  of  their  memorandum  the  Department  suggest  that  a 
clear  distinction  Thould  be  drawn  between  the  types  of  defective  to  be  cared  for 
in  homes  and  hostels  (which  they  suggest  should  be  provided  by  local  health 
authorities)  and  those  who  need  care  in  mental  deficiency  hospitals.  The  Association 
question  the  advisability  of  attempting  any  such  hard  and  fast  lane  of  demarcation 
as  the  Department  appear  to  envisage  and  venture  to  suggest  that  the  following 
considerations  ought  especially  to  be  borne  in  mind  before  any  conclusion  is 
reached  about  the  Department’s  proposal  : — 

(a)  the  desirability  or  otherwise  of  placing  in  institutions  occupied  largely 
J ,bY  lower  grade  defectives,  comparatively  small  numbers  of  higher  grade 

defectives  whose  only  need  to  be  there  arises  from,  for  example, _ the 
lack  of  provision  elsewhere  or  facilities  for  some  more  intensive  training 
which  they  happen  to  require  ; 

(b)  the  difficulties,  believed  already  to  be  encountered  by  Regional  Hospital 

1 ’ Boards  in  staffing  mental  deficiency  institutions— difficulties  which  would 

undoubtedly  be  intensified  if  most  of  the.  higher  grade  mental  defective* 
who  at  present  do  much  of  the  domestic  work  and  assist  in  the  care 
of  lower  grade  defectives,  were  to  be  removed  from  such  institutions,  and 

(c)  the  powers  whioh  already  exist  to  allow  defectives,  in  ? ' “1 

1 J licence  from  mental  deficiency  .institutions  and  the  possibility  of  such 
defectives  entering  into  employment  whilst  on  licence  subject  to  a general 
oversight  by  .mental  health  officers  employed  by  local  'health  auihoiities. 

Supervision — grants  by  local  health  authorities 

50  In  paragraph  112  of  their  memorandum  the  Department  suggest  that  local 
health  authorities  might  Ibe  empowered  to  make  grants  towards  the  maintenance 
of  defectives  under  supervision.  The  Association  'agree  that  in  a.  limits  nomher 
of  cases  a power  to.  make  monetary  grants  of  this  (kind  may  be  desirable  but  they 
are  strongly  of  the  view  that  the  proper  body  to  make  such  grants  «s  the  National 
Assistance  Board.  If,  as  'the  Association  understand,  the  Board  are  at  present 
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precluded  by  regulations  made  under  ithe  National  Assistance  Act,  1948,  from 
making  payments  in  respect  of  mentally  defective  children  who  are  under  the 
age  of  16,  in  cases  where  one  or  other  of  the  parents  is  gainfully  employed,  then 
consideration  might  be  given  /to'  (the  amendment  of  those  regulations  in  order  to 
overcome  this  difficulty.  The  Association  would,  however,  question  the  desir- 
ability of  attempting  to  deal  with  mental  defect,  do  this  .respect,  in  isolation  from 
other  forms  of  physical  and  mental  handicap. 

Discharge  to  statutory  supervision 

51.  In  'paragraph  114  of  their  memorandum  the  Department  suggest  (that  it 
should  be  made  possible  for  defectives  to'  be  discharged  from  hospitals  to  statutory 
supervision  when  improvement  in  their  condition  or  changed  circumstances  make 
'hospital  care  no  longer  necessary.  The  Association  agree  that  in  suitable  cases 
a power  of  this  kind  would  be  of  value,  but  they  consider  thait  it  should  be 
exercisable  only  after  consultation  with,  .and  with  'the  agreement  of,  the  local 
health  authority  concerned.  In  this  connection  consideration  would  -have  to'  be 
given  to  the  problem  which  may  often  arise  of  defectives  who  have  spent  long 
.periods — or  even  their  whole  lives — in  an  institution  and  who  have  no  other 
“ ordinary  place  of  residence”.  It  would  be  manifestly  inequitable  for  a large 
number  of  such  cases  to  be  discharged  to  statutory  supervision  under  arrangements 
made  by  the  local  health  authority  in  whose  area  the  institution  happens  to  lie  and 
for  the  whole  cost  of  such  supervision  to  fall  upon  that  authority.  This  difficulty 
oo'Uld,  however,  be  overcome  by  the  establishment  of  a national  “ pool  ” — such 
as  is  operated,  in  relation  to  (the  cost  of  educating  “ extra  district  ” children,  under 
Section  6 of  the  Education  Act,  1954. 

Discharge — Section  72  of  the  Lunacy  Act,  1890 

52.  The  Association  share  the  view  expressed  by  (the  Association  of  Municipal 
Corporations  in  paragraphs  19  and  20  of  their  memorandum  of  evidence,  that  the 
Medical  Superintendent  of  a hospital  should  be  empowered  to  demand  seventy-two 
hours’  notice,  in  cases  where  he  considers  it  necessary  to  do  so,  from  relatives 
who  direct  the  discharge  of  a patient  under  Section  72  of  the  Act  of  1890.  The 
Association  agree,  also,  that  in  such  cases  the  right  course  would  'be  for  a report 
on  the  ability  of  the  relatives  to  make  proiper  provision  for  the  patient  to  be 
Obtained  from  the  appropriate  local  health  authority. 

Senility 

53.  The  Association  believe  (that  great  hardship  can  and  does  result  through 
the  admission  to  mental  (hospitals,  as  certified  patients,  of  old  people  suffering 
from  mental  deoay.  Some  people  tend  with  advancing  years  to  develop  various 
symptoms  of  mental  disorder,  induding  confusion,  restlessness  and  transient  periods 
of  noisy  behaviour.  The  symptoms  may  become  so  acute  that  these  people 
are  no  longer  capable  of  looking  after  themselves  or  of  being  properly  cared  for 
by  their  relatives  or  friends.  Under  present  conditions  the  only  type  of  hospital 
generally  able  to  deal  with  them  is  a mental  hospital  and  there  as  often  under- 
standable reluctance  on  the  part  of  both  'relatives  and  of  hospital  and  local  govern- 
ment officers  to'  take  the  steps  necessary  to  secure  their  admission.  In  spite  of 
this  a large  number  are  in  fact  admitted  and  the  Association  understand  that 
many  of  these  quickly  settle  down  'and  with  am  ordered  regime  become  quiet  and 
contented.  In  this  state  they  may  no  longer  require  special  treatment  which  is 
available  in  certain  mental  hospitals  and  their  continued  presence  there  not  only 
results  in  overcrowding,  of  which  there  has  of  late  been  much  complaint, . but  also 
must  tend  to  deprive  oases  of  more  severe  mental  affliction  from  receiving  the 
care  and  attention  which  they  need. 

54.  The  Association  understand  that,  quite  apart  from  any  question  of  “ certifi- 
cation ”,  ilt  can  be  a great  shook  to  an  old  person  who  recovers  his  mental 
stability  to  find  that  he  has  been  admitted  to  a mental  hospital  and  the  fact  that 
he  has  been  so  admitted  may  also  oause  embarrassment  and  difficulty  to  his 
relatives. 

55.  In  the  opinion  of  the  Association  there  os  an  urgent  need  for  some  alternative 
form  of  residential  accommodation  for  old  people  in  this  category,  for  admission 
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to  which  certification  would  in  any  case  be  unnecessary  and  which  would  be 
entirely  separate  from — although  in  some  cases  perhaps  administratively  linked 
with— mental  hospitals. 

56.  The  Association  have  already,  in  evidence  given  by  them  to  the  Committee 
of  Inquiry  into  the  Economic  and  Hnanoial  Problems  of  the  Provision  for  Old 
Age,  supported  the  stated  policy  of  the  Government  in  this  matter  as  outlined 
by  the  Parliamentary  Secretary  to  the  Ministry  of  Health  in  the  House  of  Commons 
on  the  ltltli  February,  1954,  when  she  said  (inter  alia);  — 

“Two  or  three  Hon.  Members  raised  the  question  of  the  elderly  patients 
wihom  it  was  desirable,  if  possible,  not  to  contify  and  who,  in  die  later  years  of 
their  lives,  became  senile  but  not  really  certifiable.  As  Hon.  Members  know, 
we  have  previously  discussed  in  this  House  the  new  type  of  home  attached  not 
to  the  local  authority,  as  my  Hon.  Friend  the  Member  for  Biilericay  (Mr. 
Brainc)  suggested,  but  generally  as  another  annexe  to  the  mental  hospital  and 
under  the  Mental  Hospital  Management  Committee,  where  watchful  care  and 
attention  can  be  given  to  these  old  people.  That  programme  is  under  way  . . . 
This  is  a development  which  we  very  much  support  hut,  like  everything  else 
within  our  programme,  it  is  limited  by  the  amount  of  money  that  we  have 
at  our  disposal." 


Overlapping  in  administration 

57  The  Association  understand  that  overlapping  has  ocoasionully  resulted  through 
the  visitation  of  patients  discharged  on  licence  from  mental  hospitals  and  mental 
deficiency  institutions  being  carried  out  by  officers  of  the  hospitals  rather  than, 
as  Che  Association  consider  should  be  the  case,  by  officers  employed  by  the  local 
health  authority  in  whose  area  tile  patient  goes  to  stay.  The  Association  also  have 
been  informed  of  a case  where  a social  worker  employed  by  a Hospital  Management 
Committee  visited  defectives  who  were  under  statutory  supervision  and  whose  names 
had  been  placed  on  the  waiting  list  of  the  mental  deficiency  institution  concerned. 
This,  in  the  opinion  of  the  Association,  not  only  is  an  undesirable  encrooohmcttt 
upon  the  functions  of  the  local  health  authority  but  also  tends  to  result  in  duplication 
and  consequently  waste  of  manpower. 


Examination  of  Witnesses 


(Chairman):  Good  afternoon.  Will  you 

kindlv  introduce  tile  deputation? 

{Major  Canty):  Yes,  my  Lord  Chairman. 

I am  tile  Chairman  of  the  Public  Health 
and  Housing  Committee  of  (he  County 
Councils  Association:  on  my  right  is  Mr. 
Adam,  Vice-Chairman  of  Worcester  County 
Council  and  Vice-Chairman  of  the  Public 
Health  and  Housing  Committee  of  the 
County  Councils  Association  ; next  to  him 
Dr.  Blind,  Medical  Officer  of  Health  for 
Kent,  and  Colonel  Richards  who  is  also  a 
member  of  the  County  Councils  Association 
Public  Health  Committee.  On  my  left  is 
Mr.  Meyric  Hughes  who  is  Deputy  Secretary 
of  (he  County  Councils  Association  ; next 
to  him  is  Mr.  Davis,  Clerk  to  the  County 
Council  of  Gloucestershire,  and  Mr.  Paling 
who  is  the  Senior  Mental  Health  Officer 
for  Gloucestershire. 

2771.  Thank  you  very  much.  Would 
you  like  to  make  any  general  statement 
before  we  go  through  your  memorandum? 
— I do  not  think  I need  say  a great  deal, 
Sir.  We  have  prepared  a written  memor- 
andum which  of  course  you  have.  A 
groait  deal  has  been  done  in  the  past  for 
people  fluttering  from  mental  illness  a.nd  wc 


think  that  it  is  time  things  were  co- 
ordinated, so  that  ordinary  people  might 
understand  the  different  procedures  better 
than  they  do  at  the  moment.  It  might  be 
an  encouragement  for  those  people  who 
need  medical  assistance  and  treatment— 
they  will  find  it  easier  to  get  -and  both 
they  and  the  community  will  be  benefited 
thereby. 

iC It  airman) : I do  not  think  I have  any- 
thing to  ask  you  up  to  paragraph  11.  be- 
cause your  recommendations  arc  very  clear, 
and  they  are  more  or  less  the  same  ns 
recommendations  wc  have  had  from  many 
other  witnesses.  I wonder  whether  any 
other  member  of  the  Commission  would 
like  to  ask  any  question  on  points  arising 
before  paragraph  12? 

2772.  (Sir  Cecil  Oakes):  On  paragraph 
11  the  second  sentence  suggests  the  desir- 
ability in  the  opinion  of  the  Association 
that,  “there  should  be  added  to  it  the 
power  for  a husband,  wife  or  relative 
of  tlx  patient  (or  any  other  person,  pro- 
vided the  application  is  signed  also  by  a 
duly  authorised  officer)  to  obtain  an 
‘ urgency  order  \ ..."  I am  not  quite  sure 
why  the  duly  authorised  officer  should  not 
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be  able  to  act  'On  his  own,  as  you  say  in 
the  first  words  of  that  sentence,  “ The 
existing  power  of  a duly  authorised 
officer  . . . should  be  retained  Would 

you  amplify  that? (Mr.  Meyric 

Hughes):  I think,  my  Lord  Chairman,  in 
using  the  words  “ added  to " we  have  not 
expressed  quite  what  we  meant.  I think 
we  should  say  “ coupled  with  It  had 
not  occurred  to  our  Committee  that  the 
effect  of  our  putting  the  recommendation 
in  this  way  might  be  that  it  would  be 
read  by  the  Royal  Commission  as  mean- 
ing that  a daily  authorised  officer  should 
not  have  this  power.  We  envisaged  that 
he  ought  to  have  that  power,  although  we 
were  thinking  of  his  acting  more  usually 
in  cases  where  removal  is  necessary.  The 
Committee  would  certainly  not  wish  to 
exclude  the  duly  authorised  officer  from 
having  the  power  to  make  ari  application 
under  this  provision. 

2773.  (Chairman):  In  paragraph  12  you 
limit  the  urgency  order  to  three  clear  days 
extendable  for  a further  fourteen  days  on 
the  certificate  of  the  appropriate  hospital 
medical  officer.  That  is  more  or  less  the 
present  position.  Are  you  convinced  that 
we  are  not  rather  in  danger  of  requiring 
too  hurried  action?  lit  is  only t to  be  three 
days  normally  before  you  bring  a com- 
pletely now  patient  to  the  attention  of  a 
judicial  officer  with  all  sorts  of  penalties 
or  disabilities  if  you  detain  the  man  for 
longer,  or,  with  the  extension,  17  days.  Is 
that  quite  long  enough  when:  you  are  deal- 
ing with  a new  case? (Major  Canty): 

Yes,  I think  so,  my  Lord.— (Mr.  Adam): 

I think  it  would  be  quite  sufficient  time 
to  enable  the  consultants,  assuming  that 
the  patient  is  having  consultant  treatment, 
to  decide  whether  that  patient  had  really 
been  properly  brought  to  the  hospital.  He 
may  'be  awaiting  diagnosis  after  that,  but 
at  any  rate  it  does  enable  you  within  that 
time  to  suggest  that  the  case  was  rightly 
brought  in  to  the  hospital.  I would  not 
think  any  officer — and  I used  to  serve  quite 
a lot  with  mental  hospitals— -would  take 
longer  than  that  to  decide  whether  the  case 
was  properly  brought,  even  if  they  were  to 
go  into  an  observation  ward  and  so  on. 

2774.  What  has  to  be  certified  is  not 
that  the  patient  has  been  properly  brought, 
in  all  the  circumstances,  but  whether  he 
is  properly  detainable? — —You  have  to 
make  a medical  diagnosis  and:  I think 
that  those  numiber  of  days  would  suffice  for 
the  diagnosis  to  be  obtained. 

2775.  I(M«,  Braddock) : And  then  certi- 
fication?  N'o. 

2776.  Then  what? 1 would  believe  17 

days  was  sufficient  to  enable  a diagnosis 
to  be  come  to. 

2777.  And  tlhen  what? (Mr.  Meyric 

Hughes):  If  at  the  end  of  that  17  days  it 


is  desired-  to  restrain  ithe  liberty  of  the 
patient  any  longer,  then  steps  must  be  taken 
under  our  .suggestions  to  obtain  a certificate 
of  detention  which  would  enable  a person 
to  ibe  detained  against  bis  will  for  six 
months,  which  could  be  renewed  for  a 
further  six  months  up  to  a year. 

2778.  (Chairman) : I think  this  may  be  a 
very  good  moment  to  ask  you  a question 
on  the  whole  of  this  part  of  your  memo- 
randum. It  does  not  clearly  emerge  from 
this  what  you  think  the  proper  grounds  for 

detention  ought  to  be? ( Major  Canty): 

We  should  certainly  have  close  regard  to 
what  the  medical  consultant  thought. 

2779.  At  the  present  moment  the  medical 
consultant  has  to  certify  that  the  person 
is  of  unsound  mind  and  is  a proper  person 
to  be  detained.  Would  you  retain  those 

words?- (Mr.  Meyric  Hughes):  No,  my 

Lord.  This  matter  was  discussed  very  fully 
by  the  Committee,  and  they  wanted  to  get 
away  from  this  certification  of  a person  as 
of  unsound  mind  as  one  of  the  initial  steps, 
and  the  whole  idea  behind  our  memoran- 
dum is  that  that  step  should'  be  delayed 
as  long  as  possible.  But  if  a person’s 
liberty  is  to  be  restrained,  a person  having 
charge  of  a patient  must  have  something 
he  can  produce  as  an  answer  to  a writ 
of  habeas  corpus.  In  my  Committee’s 
view,  it  is  not  necessary  for  a certificate 
under  an  Act  of  Parliament  authorising  the 
detention  of  a patient  to  say  in  fact  that 
that  person  is  of  unsound  mind.  We  did 
discuss  this  morning,  a form  which  the  cer- 
tificate might  take ; I am  afraid  I only 
have  it  here  in  a very  rough  draft, _ but  it 
would  perhaps  give  the  Commission  _ an 
idea  of  what  my  Committee  had  in  mind. 

It  would  be  addressed  to  the  person  in 
charge  of  the  hospital,  and  would  run  on 
these  lines: — 

“Whereas  A.  B.  h'as  been  this  day 
brought  before  me,  the  undersigned,  one 
of  'Her  Majesty’s  Justices  of  the  Peace 

in  or  for  the  County  of  ••• 

the  said  person  being  a person  who 
appears  to  be  suffering  from  illness  of 
such  a nature  as  to  require  for  bis  own 
welfare  that  he  be  admitted  for  obser- 
vation, care  and  treatment  to  the  said 
hospital  (and  'being  for  the  time  being 
incapable  of  expressing  his  willingness  or 
otherwise  to  be  so  admitted)  We  fhere- 

therefore  command  you,  the  said  

to  take  the  said  A.B. 

and  convey  him  to  the  said  hospital,  or 
detain  him  in  the  said  hospital,  as  the 
case  may  be,  and  you,  the  said  person 
in  charge  of  the  said  hospital,  to  receive 
the  said  person  into  your  hospital  and 
there  detain  him  for  a period  of  not 
more  than  six  months.” 

That  would  be  the  initial  certificate. 

2780.  I do  not  want  to  go  off  the  point, 
but  just  While  I think  of  it,  is  this  to  be 
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a mandatory  order? This  is  to  he  a 

mandatory  order  issued  by  the  judicial 
authority  which  would  authorise  the  person 
in  charge  of  a hospital.  . . . 

2781.  Would  it  authorise  or  command 
him? — -Command.  Sir,  the  person  in 
charge  of  the  hospital  to  detain  the  patient 
for  a period  of  six  months  initially.  There 
would  be  no  mention  of  unsoundness  of 
mind  or  even  indeed  of  mental  illness. 

2782.  The  magistrate  has  got  to  act  on 
medical  certificates.  All  that  the  magistrate 
says  in  your  form  of  words  is>  that  the 
person  is  ill  and  incapable  of  expressing 
an  opinion?— —{Mr,  Adam)'.  As  to  whether 
he  should  have  further  treatment  or  not. 
■—{Mr.  M eyrie  Hughes)',  Those  words  in 
brackets  about  being  incapable  of  expressing 
willingness  would  be  optional,  because  this 
procedure  might  have  to  be  used  in  some 
eases  where  a person  was  quite  capable  of 
expressing  an  opinion  and  flatly  refused  to 
be  admitted  to  the  hospital. 

2783.  Then  the  only  thing  that  remains  is 
that  he  is  ill  and  the  magistrate  thinks  he 
ought  to  he  detained  because  he  is  ill? 
Because  'he  needs  observation,  care,  atten- 
tion and  treatment. 

2784.  What  docs  the  doctor  certify, 
simply  that  the  man  is  ill?  {Major 
Canty)'.  The  doctor’s  part  would  be  to  give 
a medical  report  for  the  guidance  of  the 
justice. 

2785.  At  the  present  moment  the  doctor's 
report  has  got  to  he  from  quite  recent 
observation  that  he  is  now  of  unsound 
mind.  You  would  not  continue  to  «iy 

that?  No. (Mr.  Adam):  We  do  not 

like  the  phraseology.  We  want  to  keep 
out.  until  there  has  been  n far  longer 
period  of  observation,  the  question  of  un- 
sound mind;  for  a patient  wlu>  may  need 
care  and  looking  after,  for  six  months  you 
should  not  use  that  phraseology  until  all 
the  resources  of  a modern  hospital  have 
been  exhausted. 

2786.  You  are  very  anxious  to  get  rid  of 
certification,  and  in  place  of  what  is  now 
oilieial'ly  a reception  order  you  substitute 
what  is  in  future  to  be  officially  a detention 
order,  which  1 should  have  thought  was 
much  more  sinister  in  its  implications. 
— -It  is  not  on  the  form.  There  is  no 
question  of  a detention  order  on  the  form. 
Certification  in  the  past  meant  (something 
different  perhaps  from  what  it  means  today. 
On  the  oiliher  hand,  in  certain  arcus  of 
England  certification  still  carries  a stigma 
which  it  does  not  in  others.  {Mr. 
M eyrie  fhtglw.x):  I know  that  my  Com- 
mittee, who  have  discussed  this  at  great 
length,  were  very  conscious  that  this 
would  be  your  criticism.  They  realised 
that  their  proposal  might  be  criticised  as  a 
distinction  without  a difference,  but  they 
felt  that  it  was  a distinction  with  a differ- 
ence. The  analogy  they  had  in  mind  was 


of  a person  who  is  admitted,  to  a hospital 
for  infectious  diseases,  against  his  will.  He 
has  his  own  mental  faculties  unimpaired  and 
he  can  himself  take  steps  to  do  something 
about  it,  whereas  a person  who  is  admitted 
to  a mental  hospital  presumably  has  not 
got  those  powers,  and  therefore  some  kind 
of  judicial  proceeding  is  necessary.  My 
Committee  felt  it  was  unsound  and  unwise 
to  create  a situation  in  which  a iki  son’s 
liberty  could  he  taken  away  from  him  for 
longer  than  a matter  of  a fortnight  or  litres 
weeks  without  the  intervention  of  some 
judicial  procedure. 

2787.  The  recommendation  commonly 
made,  as  for  instance  in  the  United  Stales, 
is  that  the  difficulty  might  he  met  by  giving 
a patient  or  his  responsible  relative  the 
right  of  applying  for  a judicial  dc!c rm illa- 
tion of  lm  case.  You  think  that  would 
not  meet  the  difficulty?  Have  you  con- 
sidered that?  -Mint  specific  point  was 
not  considered,  but  it  was  felt  that  it  was 
not  sufficient  to  leave  it  purely  to  the  rela- 
tive or  someone  outside.  There  should  be, 
after  a short  period  of  time,  a hear  mg  in 
any  case  before  a judicial  authority  before 
a person's  liberty  could  be  restrained  for 
more  than  two  or  three  weeks, 

2788.  U)r.  Rees)'.  .Supposing  the  patsenl 
has  no  volition  whatsoever  ; what  d»*  you 
do  then?  If  the  patient  has  no  volition 
whatsoever  there  would  still  be  a hearing 
by  a judicial  authority  and.  the  judicial 
authority,  if  satisfied  that  he  had  no  volition 
whatsoever,  would  presumably  make  an 
order  for  detention. 

2781!.  But  at  the  present  time  a person 
can  be  detained  for  six  months  if  he  las 
no  volition  without  calling  in  the  judicial 
authority  under  .Section  5 of  the  Menial 
Treatment  Act.  Do  you  propose  to  abolish 
that?  'My  Committee  realised  that  was 
perhaps  rather  contrary  to  the  view  winch 
they  have  been  putting  forward,  but  the 
section  has  been  in  operation  for  a number 
of  years  and  appears  to  have  worked 
satisfactorily,  and  they  would  not  wish  to 
suggest  that  it  should  be  repealed.  Hut  in 
cases  where  there  is  no  volition  at  all.  they 
suggest  that  there  should  be  a period  under 
a detention  order  where  there  can  be  full 
observation  and  treatment  of  the  patient  in 
the  hope  that  tu  the  end  of  that  period 
he  will  become  volitional.  If  he  does  not, 
then  at  that  stage  they  realise  that  certifica- 
tion may  be  necessary. 

27‘lt).  f Chairman)'.  What  kind  of 

evidence  is  the  magistrate  going  to  hear? 
He  has  got  to  hear  evidence  relative  to  a 
determination  that  the  persmi  is  ill  and 
should  Ire  detained.  The  doctor  has  sup- 
plied details  of  the  illness,  but  what  is  the 
evidence  that  the  patient  ought  to  he  de- 
tained? < Major  Canf.v) ; So  far  ns  the 
judicial  author  ft  y is  concerned,  during  the 
past  twenty  years  1 have  certified  quite  a 
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number  of  people,  but  I have  never  yet 
certified  a person  unless  I personally  was 
satisfied  that  he  was  insane. 

279*1.  Yes.  but  now  you  arc  not  going 
to  require  that ; you  are  merely  going  to 

require  the  magistrate  to  say  he  is  ill? 

(Mr.  M eyrie  Hughes):  With  respect,  my 
Lord  Chairman,  rather  more  than  that ; the 
magistrate  would  have  to  say  thait  he  is 
suffering  from  illness  of  such  a nature  as 
to  require  for  his  own  welfare  that  he  be 
admitted  to  a hospital.  It  would  be  neces- 
sary to  satisfy  the  justice  that  for  his  own 
safety,  for  the  protection  of  his  property, 
or  possibly  the  protection  of  other  people 
— which  would  in  fact  be  for  his  own 
welfare  - ‘thait  he  should  be  detained  under 
a detention  order.  It  is  rather  more  than 
being  satisfied  that  he  is  suffering  from  an 
illness  which  can  include  mental  illness; 
he  must  also  be  satisfied  that  for  the 
patient's  own  welfare  he  ought  to  be 
admitted  to  a hospital  of  this  nature. 

2792.  The  crucial  thing  is  he  ought  to  be 
detained?  All  the  other  words  apply  for 

instance  in  the  case  of  appendicitis? 

(Mr.  Adam):  But  surely  modern  thought 
is  trying  to  suggest  that  menial  illness  is 
no  different  from  any  other. 

2793.  But  you  are  making  it  different.  If 
there  is  no  difference,  why  not  simply  allow 
admission  'to  hospital  with  the  right  of 
appeal  to  the  judicial  authority? t It  is  so 
different  that  you  have  got  to  bring  in  the 

magistrate  to  sign  the  detention  order. 

You  keep  them  in  an  infectious  diseases 
hospital  also. 

2794.  IHave  you  ever  known  a case  where 
detention  in  an  infectious  diseases  hospital 
has  been  made  the  subject  of  judicial 
determination?-— 1 have  known  them  try 
to  get  out. 

279 >5.  You  have  never  known  the  law 

invoked  to  keep  them  in? 1 think  we 

kept  them  in  without  the  Jaw. 

27%.  It  is  a reserve  power  in  the  law? 
—Yes. 

2797.  'But  you  would  not  be  content  with 
a reserve  power  in  the  case  of  mental  ill- 
ness, a reserve  power  for  the  justice  to 
intervene  on  any  complaints  that  may  reach 
him,  from  the  man  himself  or  the  relatives, 
or  indeed  from  anybody  else,  that  the  person 
may  he  being  wrongfully  detained?-— —We 
■think  that  calling  in  the  judicial  authority 
really  is  safeguarding  the  patient.  Wc  have 
endeavoured  to  safeguard  him  at  every  stage. 

2798.  (Mr.  Jackson):  May  I intervene? 
At  the  moment,  what  are  you  safeguarding 

the  patient  against? (Major  Canty): 

Being  wrongly  detained. 

2799.  You  may  keep  a patient  for  seven- 

teen days  and  then  there  is  this  determina- 
tion. What  is  the  significance  of  this 
period? lit  is  to  give  the  doctors  and  the 


hospital  authorities  time  to  make  what  they 
believe  to  be  a correct  diagnosis  of  his 
condition. 

2800.  IHave  you  had  any  evidence,  clinical 
or  statistical,  whether  a period  of  seventeen 
days  is  sufficient,  or  not?— — (Dr.  Elliott): 
From  our  experience  when  we  had  the 
mental  wards  in  hospitals  under  our  charge, 

I think  seventeen  days  is  undoubtedly 
sufficient  time  to  make  a correct 
diagnosis.  I am  very  doubtful  about 
three  days ; patients  come  in  and  they 
are  very  disturbed  indeed.  But  if 
you  assume  you  are  going  to  have  observa- 
tion wards,  a certain  amount  of  rest  and 
modern  drugs,  we  believe  seventeen  days 
does  give  sufficient  time  to  have  a pretty 
good  physical  overhaul  in  'the  first  place. 

2801.  Supposing  there  was  a period'  of 
six  months  before  there  had  to  be  judicial 
determination ; do  you  see  anything  that 
might  .seriously  go'  wrong  in  a period  of 
six  months?  If  the  law  stood  at  that,  do 
you  really  think  persons  would  be  detained 

who  really  ought  not  to  be  detained? 

(Mr.  Adam):  I think  you  would  get  people 
out  of  ‘hospital.  Statistics  could  be  pro- 
vided, but  ray  impression  is  that  you  would 
get  quite  a lot  of  .people  out  of  hospital 
before  the  end  of  six  months. 

2802.  Would  not  that  be  an  advantage? 
They  would  just  come  out  without  any  of 

your  certification  or  detention  order? 

I appreciate  that. 

2803.  Can  I take  up  the  point  again? 
Would  you  really  think  if  you  had  a period 
of  six  months  that  you  would  get  persons 
detained  in  a mental  hospital  who  really 

ought  not  to  be  detained? (Major 

Canty):  (It  is  a period  not  exceeding  six 
months  and  I should  hope,  and  we  should 
hope,  that  they  would  be  out  Jong  before 
if  they  were  fit  to  come  out. 

2804.  If  you  had  a judicial  determina- 
tion—the  first  time  the  justice  came  into 
the  picture— six  months  after  admission, 
would  you  really  expect  to  find  that  persons 
were  wrongfully  detained  in  mental 

hospitals? (Mr.  Meyric  Hughes):  My 

Committee  felt  it  was  something  they  could 
not  accept,  that  a person’s  liberty  might  be 
taken  away  for  as  long  as  six  months  on 
purely  medical  evidence. 

2805.  In  other  words,  it  is  a matter  of 

principle  and  not  practice? It  is  quite 

possible  there  would  be  no  cases,  but  my 
Committee  were  not  prepared  to  take  the 
risk. 

2806.  Is  that  from  the  point  of  view  of 

public  opinion? Less  from  the  point  of 

view  of  public  opinion,  than  from  the  point 
of  view  of  protecting  and  safeguarding  the 
liberty  of  the  individual. 

2807.  (Chairman):  Safeguarding  the 

liberty  of  the  individual  from  whom? 
presumably  within  six  months  it  would  be 
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open  for  his  nearest  responsible  relative 

to  apply  for  his  discharge? It  would  be 

open  to  them  if  they  chose  to  do  so. 

2808.  And  you  think  the  danger  of 
detention  at  the  instance  of  malevolent 

relatives  is  a serious  one? ( Major 

Canty):  No,  the  whole  object  is  to  try  to 
make  sure  that  this  person  is  not  detained 
when  he  should  not  be  detained. 

2809.  (Sir  Cecil  Oakes):  On  the  postulate 
Which  has  'been  'put  to  us  and'  we_  are 
putting  to  you  that  he  is  not  detained, 
he  is  only  there,  what  risk  is  there  in  giving 
him.  six  months  before  he  is.  detained?  Sup- 
pose he  goes  there  without  any  detention 
order  ilike  going  into  a general  hospital, 
what  danger  is  there  then,  of  'the  man  or 
woman  being  detained'  improperly  during 

the  period  of  six  months? (Mr.  Meyric 

Hughes):  If  I understood  the  postulate  cor- 
rectly it  was  that,  for  example  on  these 
urgency  cases,  where  the  person  was  re- 
moved under  the  procedure  we  have 
suggested  for  three  days,  and  then  thei  e was 
fourteen  days  extension  by  the  medical 
officer  in  charge  of  the  hospital,  from  then 
on  he  could  be  detained  against  his  will. 

If  he  were  to  be  so  detained — which 
is  what  I understand  is  sug- 
gested— my  Committee  .felt  that  should  not 
be  done  without  a hearing  before  judicial 
authority.  If  in  fact  the  sugges  ion  is 
merely  'that  .people  should  be  admitted  as 
thev  are  to  a general  hospital  and  could 
walk  out  at  any  time,  and  there  was  no 
question,  of  turning  a key  on.  them,  that 
would  create  quite  a different  po-stuiate. 

2.810.  (Mr.  Jackson) : I thought  the  Chair- 
man had  made  it  clear  that  there  was _ a 
right  for  the  person  to  apply  for  judicial 
determination,  not  automatic  judicial 
determination,  'but  a right  for  him  to  apply 
for  one,  or  an  automatic  one  after  a longer 
period,  say,  not  less  than  six  months? 

(Mr.  Adam) : I think  we  would  prefer  our 
method  of  detention. 

2811.  (Chairman):  May  I ask  for  clari- 
fication about  the  last  part  of  paragraph 
19  “merely  an  order  placing  such  tempor- 
ary restraint  upon  him  as  is  reasonably 
necessary  for  the  protection,  of  either  him- 
self or  his  property  or  of  the  general 
public”.  That  is  a slightly  different  form 
of  words  from  the  one  you  read  out.  Wihat 
about  the  question  of  the  protection  ojf  his 
property?- — 4Mr.  Meyric  Hughes).  II  think 
wo  envisaged  that  the  words  “ necessary  for 
his  welfare”  covered  not  only  the  protec- 
tion  of  himself,  but  also  the  Sroteehoo  of 
his  properly  and  of  the  general  public.  II, 
for  example,  he  were  in  his  present  state  a 
danger  to  the  public,  it  would  be  in  the 
interests  of  his  own  welfare  that  he  should 
be  placed  under  restraint. 

2812.  Supposing  all  that  you  can  find 
about  ithisjnan  is  that  he  is  seriously  dis- 
turbed uind  be  would  benefit  from  immedi- 
ate treatment  over  a .period,  'but  he  is  no 


present  danger  to  himself  or  anybody  else? 
1 do  not  'tihink  my  Committee  en- 
visaged tbait  anybody  .should  be  forced  to 
undergo  treatment  if  ithey  were  no  danger 
either  to  themselves  or  anybody  else.  I 
do  not  think:  my  Committee  ever  would 
suggest  that  anybody  in  those  circumstances 
should  be  forced  to  take  treatment  for 
mental  illness  or  any  other  kind  of  illness. 


2813.  You  do  no.t  want  to  treat  com- 
pulsorily in  a mental  hospital  the  early 
stages  .of  'some  of  the  commonest  and  most 

serious  mental  illnesses? (Mr.  Adam): 

If  lie  is  no  danger  ito  anybody,  ill  do  not 
know  how  wc  should  find  out  about  him  ; 
if  he  is  no  danger  to  himself  or  to  tine 
public  he  would  remain  at  large. 


2-8 1 4.  His  family  doctor  may  tell  you? 

(Mr.  Meyric  Hughes):  'A  case  of  that 

kind,  my  'Lord  Chairman.,  might  be  dealt 
with  under  the  existing  provisions  of 
Section  5 of  the  'Mental  Treatment  Act, 
where  his  relative  could  apply  and  he 
could,  under  that  provision.,  be  placed 
under  restraint  up  to  a 'period'  of  six 
months. 


2815.  'Only  if  he  is  incapable  of  express- 
ing volition? (Mr.  Adam):  I thought 

we  were  covered  on  where  care  was  neces- 
sary for  his  welfare? — (Dr.  Elliott):  I 
think  the  suggested  paragraph  says  care, 
observation  and  treatment  for  his  own 
welfare  ”.  'In  the  case  of  a person,  who  was 
reported  'by  the  family  doctor  as  showing 
the  symptoms  of  mental  illness  I .think  the 
Association’s  suggested  clause  would  cover 
that.— (Mr.  Meyric  Hughes):  I do  not 

think  the  Committee  has.  .really  considered 
the  important  question  of  whether  or  not 
a .person,  should  be  compelled  to  undergo 
treatment  in  the  early  stages  if  there  were 
in  fact  no  danger  to  his  property  or  any- 
body else.  'Subject  to  that,  I think  our 
form  of  .coiltificate  would  enable  that  to  be 
done,  though  it  might  want  some  re-drafting. 


(Chairman):  Everything  else  is  clear  Jo 
my  mind  until  we  come  to  'Pant  III  of  your 
memorandum  on  the  Mential  Deficiency 
Acts.  Would  any  other  member  of  toe 
Commission  like  to  ask  any  questions? 


2816.  (Sir  Russell  Brain):  May  I ask  n 
question  on  .paragraph  20?  As  I under- 
stand it,  'in  the  Associations  view,  the 
difference  between  detention  order, and  certi- 
fication is  .that  a detention  order  is  'tempor- 
ary for  six  months,  renewable  for  six 
months,  und  certification  is,  indeterminate 
and  may  be  permanent.  If  it  is  reasonable 
to  detain  a person  for  a y«r  without  men- 
tioning “.unsound  mind  , why  is  it  neces 
, ary  to  .bring  it  into  the  certificate?  Would 
Titolte  possible  equally  to  matte  a deten- 
tion order  penmanent  on  the  same  grounds 

on  which  it  has  been  made  initially? 

(Mr  “dam):  T think  that  within  one  or 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  COUNTY  COUNCILS  ASSOCIATION 


547 


tiwo  yeans  in  tthe  majority  of  cases  tfhe  con- 
sultants in  'the  psychiatric  field  have  done 
all  they  can.  The  number  of  persons  dis- 
charged after  they  have  been  in  a mental 
hospital  for  over  (three  years  or  five  years 
is  small,  and  therefore  in  the  firslt  and 
second  yeans  in  hospital  you  should  be  very 
careful. 

2817.  I appreciate  itihat,  hut  I just 
wondered  why  you  needed  even  then  to 
use  the  words  “ of  unsound  mind  ”,  or 
wihelther  the  detention  oould  not  lbe  con- 
tinued indefinitely  'by  judicial  order  on 
precisely  the  isame  grounds  as  it  had  been 

initiated? (Mr.  Meyric  Hughes ):  The 

procedure  at  the  end  of  the  first  year  would 
be  somewhat  more  formal.  We  have  said 
there  should  'be  'two  justices  of  itihe  peace 
in  'that  case,  because  of  the  rather  indefinite 
detention  which  it  envisages,  periods  of  one 
year,  one  year,  two  years,  three  years,  then 
five  years.  I do  not  think  my  Committee 
feel  strongly  about  ithe  necessity  to  refer  to 
mental  illness  even  at  that  stage  if  it  can 
be  avoided. — (Dr.  Elliott):  The  only  point 
is  that  illness  in  the  National  Health 
Service  Act  wherever  it  is  used  also  in- 
cludes mental  illness,  and  the  bulk  of  the 
accommodation  is  provided  under  the 
National  Health  Service.  I do  noit  think 
the  Association  would  object  if  the  words 
“ mentally  ill  ” were  not  mentioned  after 
one  year. 

2818.  (Chairman):  Have  you  considered 
whether  you  are  not  defeating  your  own 
object  in  being  careful  not  to  say  what 
you  mean?  You  mean  mental  illness. 
Thalt  certificate—!  know  it  was  only  very 
roughly  drafted,  and  I will  not  hold  you 
to  it — would  cover  any  person  with  a 
psychopathic  personality  who  was  definitely 

not  insane,  would  it  not? (Mr.  Adam): 

I think  one  has  .to  be  very  careful  whether 
the  public  are  very  worried  about  the  actual 
certification,  I believe  that  they  are  coming 
to  regard  the  mental  hospital  just  like  any 
other,  but  the  steps  'towards  that  end  only 
started  really  in  about  1943  in  my  view, 
and  they  a.re  slowly  coming  along,  and  I 
think  it  will  take  at  least  another  ten  years. 
We  find— I come  from  Worcestershire— 
that  in  the  urban  areas  it  is  regarded  now 
very  nearly  as  a normal  form  of  illness, 
hut  in  the  rural  areas  it  is  noit  and  one  has 
to  be  very  careful  about  this  certification. 
It  is  still  in  'their  minds  something  wrong  : 
they  do  not  mind  going  for  treatment. ; and 
we  are  very  anxious  to  do-  away  with  it. 
It  may  be  a play  on  words,  but  in  one 
view  it  is  good  psychology. 

2819.  'But  I cainnot  conceive  of  anything 
which  would  cause  more  heartburning  in 
tihe  minds  of  village  women  than  that  a 
husband,  or  child  should  be_  taken  away 
and  subjected  to  a “ judicial  detention 
order  ”.  If  he  'has  got  to  -be  certify  by 
two  doctors  he  will  still  be  certified,  and  in 

30600 


addition  you  are  now  going  to  make  him 

subject  .to  a “detention  order”? We 

feel  that  ithe  actual  wording  of  the  certi- 
fication at  ithe  moment  is  very  much  dis- 
liked. Somehow  or  other  it  is  necessary 
to  provide  for  treatment  so  that  the  patient 
shiaLl  not  come  out  too  early ; that  is  really 
for  his  welfare.  At  the  same  time  we  want 
the  whole  public  to  regard  the  mental 
sphere  just  like  any  other.  A medical 
certificate  is  not  a certificate  of  detention, 
it  is  only  supporting  the  case  that  some- 
body is  in  need  of  attention. 

2820.  Yes,  but  at  the  present  moment  the 
only  certificates  given  under  the  statute  are 
by  the  doctors  and  yet  the  whole  process 
is  called  certification  in  the  public  mind. 

You  have  got  your  judicial  authority, 

have  you  not?  'England  is  governed  by 
laymen  advised  by  experts ; it  is  considered 
the  best  form  of  government. 

2821.  In  paragraph  28,  I am  not  sure 
whether  you  are  referring  to  a case  where 
the  home  proposes  to  discharge  the  mother 
and  child,  or  where  the  home  proposes  to 
keep  the  mother  and  child  and  you  think 
that  the  child,  being  mentally  defective 

should  be  .taken  away  from  the  home? 

(Dr.  Elliott):  lit  is  the  mother  wlm  is 
mentally  defective,  not  the  child.  Our  ex- 
perience is  that  occasionally  in  homes  run 
for  unmarried  mothers  and  children  we  find 
on  enquiry  that  the  mother  is  mentally  de- 
fective. For  example,  in  1953,  over  5 per 
cent,  of  the  mental  defectives  ascertained 
were  over  the  age  of  18,  and  we  have  found 
some  in  mother  and  baby  homes. 

2822.  Why  do  you  want  to  deal  wi-th  the 

mother? Because  she  is  mentally  defec- 

tive. 

2(823.  But  why,  as  long  as  she  is  in  the 
home,  do  you  feel  it  is  necessary  to  deal 
with  her?  -(Mr.  Adam):  So  long  as  she 
is  in  the  home,  that  is  all  right,  but  she 
cannot  'be  permanently  kept  in  a mother 
and  baby  home  under  Section  22  of  the 
National  Health  Service  Act,  because  the 
Act  only  applies  to  the  care  of  nursing  and 
expectant  mothers  and,  by  definition,  _ a 
nursing  mother  is  one  who  'has  a child 
under  one  year  of  age.  It  arises  on 
occasion  that  we  have  to  deal  with  an 
unmarried  woman,  in  one  of  the  homes. 
The  question  is:  is  she  neglected,  aban- 
doned or  without  visible  means  of  support, 
if  she  is  in  the  home?  Maybe  if  she  were 
discharged  that  condition  might  arise ; 
naturally  we  should  try  to  endeavour  that 
it  did  not,  but  it  could  arise.  We  wish 
to  deal  witlh  the  mother  in  the  home,  and 
doubt  has  been  expressed  in  the  law  as  to 
whether  she  is  neglected,  abandoned,  or 
without  visible  means  of  support  when  she 
is  in  .the  home. 

2824.  But  do  you  not  find  .the  same  sort 
of  case  much  more  commonly  in  other 
A 7 
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dfcumsuunces  where  there  is  a clear  anti 
present  danger,  so  to  speak,  that  'the  mental 
defective  will  he  neglected,  or  abandoned? 
Have  you  got  no  power  'to  aot  in-  anticipa- 
tion?-— Wc  do  not  find  the  unmarried 
mother  'before  she  is  admitted.  The  un- 
married mother  is  admitted  to  the  ante- 
natal clinic  when  she  comes  in  by  the 
medical  officer  of  the  home  and  the  ques- 
tion arise*?  of  her  men  tail  stole. 

{Chairman):  We  can  note  the  point. 

2825.  (Dr.  Thomas):  Wc  have  heard 
evidence  from  previous  witnesses  that  they 
regard  -this  provision  of  detention  for  a 
mentally  defective  woman  'because  she  has 
produced  an  illegitimate  child  as  an  un- 
desirable one.  Have  you  considered  that 

point,  as  an  Association?-- -(Dr . Elliott): 

We  would  need  to  be  satisfied  that  she  was 
properly  dealt  with  and  she  could  not  be 
supervised  in  the  community.  1 would  not 
like  to  argue  that  we  should  take  any  par- 
ticular line  of  action  for  all  persons  in 
that  state. 


28216.  But  you  do  recognise  there  are 
cases  which  require  detention  on  those 
grounds?— Yes. 

2827.  {[Chairman):  I hope  any  member 
of  the  Commission  will  intervene  it  I am 
proceeding  too  fast.  My  next  point  is  on 
paragraph  32.  I do  not  mean  that  youi 
other  recommendations  are  not  very  impor- 
tant, but  they  are  clear.  In  the  ease  of  a 
mental  defective  you  think  28  days  a 
reasonable  time  for  full  enquiry,  bu  in 
the  case  of  mental  illness  you  thought  17 
days  was  ample.  What  is  the  difference? 
——The  county  councils  were  asked  loi 
their  views  on  the  working  of  the  Act.  in 
certain  cases  when  the  magistrate  had 
adjourned  proceedings  lor  further  evidence 
— ft  -might  he  medical  evidence  or  evidence 
from  .relatives — It  was  not  possible  to  gel 
that;  evidence  in  14  days  because  of  the 
distance  factor  -possibly.  The  Association 
thought  therefore  that  to  meet  the  views 
expressed  by  various  counties,  the  period 
might  bo  extended  -to  28  days.  It  was 
-purely  on  the  issue  «of  making  further 
enquiries  to  satisfy  the  judicial  authority. 
Some  people  found  difficulties  -it  happens 

in  our  own-  county. f Mr . Paling):  I do 

not  recall  that  in  Gloucester  in  the  past  six 
years  we  have  hud  need  -to  adjourn  for 
further  information,  but  no  doubt  in  other 
parts  of  the  country  il  has*  been  necessary, 

and  T can  imagine  it  would  be -if  the  term 

“neglect”  is  used,  for  instance.  That  is 
very  wide  in  its  determination,  and  there 
might  be  difficulty  in  convincing  the 
judicial  authority  that  the  patient  was 
neglected,  and  the  judicial  authority  him- 
self might  desire  to  go-  to  the  patient  s 
home  and  sec  conditions  for  himself. 

3R2K,  (Chairman ):  The  jutl«inK  of  - caw 
of  an  insane  person  is  commonly  assunwii 
10  he  so  much  more  snmmnry  n proceedinn 


than  the  ascertainment  that  a mental  defec- 
tive is  subject  -to  be  dealt  wit-h,  that  there 
is  a danger,  is  there  not,  of  being  a little 
perfunctory?  I am  a little  bit  frightened 
sometimes  about  the  makeshift  manner  in 
which  serious  case  of  mental  illness-  may 
be  dealt  with,  with  very  grave  results, 
simply  hi:  order  to  prevent  the  one  case  in 
ten  thousand  where  there  is  something  really 

wrong  about  detention.' (Mr.  Meyric 

Hughes):  .1  think  my  Association  would  be 
even  more  frightened  of  a situation  in  which 
a person  could  be  detained  purely  on 
medical  evidence  for  up  to  _ six  months 
before  any  judicial  authority  intervened. 

2829.  (Dr.  Rees):  Is  it  your  experience 

that  many  patients  are  detained  unneces- 
sarily in  mental  hospitals  at  p-resent? 

Certainly  not  in  my  experience. — (Mr. 
Adam):  Mental  hospitals  are  very  over- 
crowded, and  their  one  idea  is  to  get  the 
patient  out  if  they  can,  but  we  do  suggest 
that  every  safeguard  should  be  taken  to 
see  that  it  does  not  happen. 

2830.  What  are  the  effective  safeguards  in 

force  at  present  in  your  opinion? 4 think 

the  judicial  authority  is  always-  the  safe- 
guard, my  (Lord!  Chairman.  He  is  much 
safer  with  the  judicial  authority  of  the-  lay- 
man advised  by  the  expert.  We  do  not 
like  either  by  themselves. 

2831.  At  the  present  time  a person  may 
be  detained  for  40  years'  in  a mental 
hospital  only  having  been  seen  once  bv  a 

justice? -That  is  why  we  are  suggesting 

the  change. 

2832.  What  other  safeguard's  are  there 

at  the  present  time? (Mr.  Paling):  Hie 

Hospital  Management  Committee  and  the 
Board  of  Control. 

2833.  And  of  course  the  doctors  in 

charge,  and  the  relatives? —(Mr.  Adam): 

Yes.- -‘f Mr.  Meyric  Hughes):  The  situation 
would  he  even  w-orse  if  -the  Initial  judicial 
examination  were  omitted. 

2834.  Arc  there  any  justified  complaints 
about  patients  being  detained  unnecessarily 
at  the  present  time,  or  illegally?- -At 
the  present  time,  my  Lord  Chairman,  before 
a person  can  be  admitted  to  a “ designated 
hospital  there  must  be  a hearing  before 
a judicial  authority,  and  possibly  that 
is  the  reason  why  we  have  not  got 
evidence  of  cases  of  people  being  detained 
improperly.  Wc  are  apprehensive  about  the 
suggestion  that  persons  should  be  detained 
in  hospital  for  a considerable  period  of 
time  without  any  -hearing  before  judicial 
authority.  1 think  that  is  my  Association  s 
view. — (Mr.  Paling):  We  also  suggest  that 
was  the  reason  why  Section  72  was  extended 
to  permit  the  appropriate  relative  to  ask  for 
the  patient’s  discharge.  The  patient  him- 
self very  often  voices  an  opinion  that  he 
would  like  to  get  home,  -he  discusses _ it 
with  the  visiting  relative  and  the  relative 
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chooses  either  to  accept  the  Medical  Super- 
intendent’s advice  on  the  question  of  dis- 
charge, or,  if  he  thinks  the  Medical  Superin- 
tendent’s advice  is,  perhaps,  not  in  the  best 
interest  of  the  patient,  he  can  insist  on  dis- 
charge. That  is  a most  important  safe- 
guard against  improper  detention. 

2835.  (Chairman) : Paragraph  36  recom- 
mends that  responsibility  for  supplying  a 
report  to  the  Visitors'  should  in  all  cases 
rest  with  the  local  health  authority.  . Does 
that  mean  exclusively  with  the  local  health 

authority? 1 think  it  does.  In  practice 

at  the  moment,  Sir,  of  course  it  is  the  local 
health  authority  who  supplies  the  report 
on  'the  home  conditions. 

2836.  But  this  recommendation  seems  to 
imply  that  .no  other  report  is  worth  the 

Visitors’  while  to  look  at? It  does  not 

imply  that  there  should  not  also  be  a 
special  report  and  certificate,  a medical 
certificate  that  is. 


28i3'7.  There  are  still  in  this  country  a 
certain  number  of  homes  which  are 
probably  better  known  to  the  magistrates 
than  to  the  local  health  authority  are  there 

not? (Mr.  Adam) : I think  you  have 

taken,  Sir,  with  great  respect,  a different 
interpretation.  We  think  we  should1  put  in 
a report,  but. both  reports  no  doubt  are 
of  equal  merit.— (Mr.  Meyric  Hughes):  I 
do  not  think  it  was  intended  to  exclude 
others. — (Mr.  Paling) : It  says  “ this  report 
— that  is  purely  on  the  home  circumstances. 
_ (Mr.  Adam):  We  know  a lot  about  them 
■through  the  health  visitors  and  we  do  think 
we  should  .put  a report  dm. 

2838'.  (Dr.  Thomas):  Could  you  give 
your  reasons  why  you  consider  that  the 
local  authority  should  give  a report?— 
(Major  Canty):  I think  the  reason  is  that 
we  are  in  a position  to  do  so  in  that  we 
employ  health  visitors  who  are  experienced 
and  would  be  able  to  give  a fair  report  on 
the  conditions  of  the  home  to  Which  the 
paitient  would  be  sent.  These  health  visitors 
are  trained  in  this  work  and  I think  they 
have  a place  of  great1  value  in  the  life  oi 
the  community. — (Mr.  Adam):  And  we 
may  be  called  on  to  provide  further  services 
right  the  way  through.— (Dr.  Elliott):  We 
take  the  view  that  the  local  health  authority 
is  responsible  for  the  care  of  defectives  in 
the  community  and  we  should  advise  on 
the  home  conditions. 


2839.  (Mrs.  Adrian):  Do  your  health 
visitors  have  any  special  training  in  judging 
wihat  sort  olf  home  as  suitable  for  a mental 

defective? There  is  another  commission, 

not  a Royal  Commission,  sitting  at  the 
present  moment  on  how  to  train  health 
visitors.  They  lhave  some  training  if  not 
a lot,  under  these  conditions.  (Mr.  Meyric 
Hughes):  This  relates  to  a report  on  home 
conditions  rather  than  a report  on  tne 
mental  aspects  of  the  case. 


2840.  But  home  conditions  include  the 
suitability  of  the  general  home  management 
to  take  back  a defective  into  the  (home ; it 
is  not  only  physical  conditions  which  are 
important?— — -(Major  Canty) : A health 
visitor  would  pay  special  attention  to  that 
point. 

2841.  And  has  been  trained  for  that? 

Yes. 


■2842.  (Sir  Cecil  Oakes):  Does  it  really 
mean  that  because  of  the  responsibility  you 
mentioned1  of  the  local  health  authority  for 
community  oare  if  the  patient  is  discharged, 
a report  should  be  made  by  their  own 
officers  rather  than  by  a psychiatric  social' 

Worker  of  the  hospital? That  is  the 

point. 

2843'.  (Dr.  Greenwood  Wilson):  That 
link®  up  with  paragraph  57  on  overlapping 
does  it  not?— — (Mr.  Adam):  Yes. — (Mr. 
Paling):  I would  point  out  too,  'Sir,  that 
at  the  time  the  patient1  was  admitted  to  the 
hospital  the  local  authority  would  of  course 
be  responsible  for  the  report  on  the  home 
circumstances  which  was  submitted  to  the 
judicial  authority,  and  if  we  provide  future 
reports  it  does  preserve  continuity  and  we 
are  able  to  keep  in  touch  with  alterations  in 
the  home  conditions. 


2844.  (Dr.  Thomas):  I asked  the  question 
originally  in  order  to  elucidate  from  you,  ff 
I could,  the  advantage  that  the  local  health 
authority  might  have  in  relation  to  the 
antecedents  of  the  patient ; I was  not  con- 
cerned with  the  quality  of  the  health  visitor. 

tDr.  Elliott ):  I think  in . mental 

deficiency  that  is  rather  the  exception  than 
the  rule.  We  are  dealing  here  with  mental 
defectives  and  of  course  there  is  no  com- 
mon pattern.  Some  authorities  use  health 
visitors,  others  do  not.  'Some  are  able  to 
provide  special  transport  and1  so  on  if  the 
person  comes  out. 


21843.  C Chairman).  In  .paragraph  37,  1 
think  there  is  some  slight  oonfusion.  Regu- 
lation 102:  of  the  Mental  Deficiency  Regula- 
tions refers  to  tlhe  -review  at  the  age  ot  .21 
when  the  Visitors  can  make  a decision  but 
the  seoond  sentence  refers  to  something, 
quite  different,  their  visitations'  at  other 
Lies  when  they  do  not  make  a decision? 

(Mr.  Meyric  Hughes)  -.  I think  that  is 

auite  correct. 


28416.  Do  you  think  that  the  PreSf-?5 
system  of  Visitors  is  valuable?- — (Mr. 
Adam):  Myself,  I think  the  Visitors  are 
definitely  useful. 

2847.  Do  you  think  it  is  important  that 
the  Visitors  should  be  imgisftates  as  dis- 
tinct from  officers  of  the  local 

ritv, 1 think  I must  give  an  individual 

vimr  and'  not  the  Association  s ■ I 

would  not  think  it  was  necessary  for  them 
to  be  magistrates. 
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2848.  Do  you  think  that  Visitors  should 
have  a right  of  decision  at  other  ages  than 
21.  Are  you  in  favour  of  keeping  your 
age  21  rule  and  making  that  differentia- 
tion?  II  should  have  thought  a right 

of  decision  at  age  21  was  adequate. 

2:849.  On  other  visitations  the  magistrates, 
or  whatever  Visitors  there  are,  should  only 
be  able,  as  at  present,  to  advise? — — (Dr. 
Elliott ):  May  I again  put  an  individual1 
view.  'Local  health  authorities  for  the  past 
six  and  a half  years  have  not  administered! 
these  establishment's,  and  therefore  they 
are  somewhat  rusty,  but  on  the  issue  of 
principle  I should'  not  think  a't  right  that 
local  health  authority  officers  should  be 
Visitors.  I oan  see  the  possibility  of  Con- 
flict of  opinion,  and  friction  arising  between 
officers  of  one  authority  acting  as  Visitors 
and  dealing  with  officers  olf  another  and  I 
think  it  should  be  either  memibers  of  the 
Management  Committee  or  magistrates'. 

2850.  (Dr.  Rees):  What  are  your  views 
afbout  memibers  of  the  local  health  authority 

visiting  institutions? (Mr.  Adam):  I 

think  the  point  Dr.  Elliott  has  made  is 
that  the  local  health  authority  as  such  has 
been  out  of  the  mental  deficiency  hospital 
sphere  for  some  time.  It  may  be  that  mem- 
bers of  local  authorities  are  also  memhens 
of  the  Management  Committee,  but  I think 
they  should  go  as  members  of  the  Manage- 
ment Committee  to  act  as  Visitors. 

2851.  But  the  home  care  of  the  mental 
defective  is  ithe  responsibility  of  the  local 

authority? 1 appreciate  _ that. — (Dr. 

Elliott):  'May  we  put  this  point,  that  the 
criterion  of  the  discharge,  is  the  medical 
condition  of  the  patient  and  the  mass  of 
information  tlha/t  has  been  given  as  to  the 
patient’s  state.  If  the  patient  should  be  dis- 
charged, ithe  only  remaining  condition  of 
discharge  is  the  ‘suitability  of  the  home  con- 
ditions, and  we  would  therefore  put  the 
suitability  of  the  home  condition®  after  the 
question  of  the  suitability  of  discharge. 

2852.  (Chairman):  On  paragraph  39,  the 

criticism  usually  made  of  Section  15  of  the 
Mental  Deficiency  Aict,  is  that  the  alleged 
defective  can  be  detained  .not  only  without 
a magistrate’s  order  but  without  any  medical 
certificate.  You  propose  that  after  a 

limited  period  any  extension  should  be  sub- 
ject to  a judicial  order? (Mr.  Adam): 

Yes. 

2853.  You  do  not  mention  the  desir- 

ability of  a medical  certificate,  but  I sup- 
pose that  also'  would  apply? It  was  our 

intention  that  that  should  automatically  be 
provided. 

2854.  On,  the  question  of  voluntary 
admission  of  defectives  in  paragraph  43, 
what  is  the  _ meaning  of  ithe  word® 
*'  admitted  to  institutional  accommodation 
for  _ an  indefinite  period  on  a ‘ voluntary  ’ 
basis,  i.e,  without  being  placed  under 


physical  restraint  and  without  the  necessity 
for  formal  certification  as  a defective”? 
Does  ‘‘without  physical  restraint”  mean 

“ free  to'  walk  out”? Yes. — (Mr.  Meyric 

Hughes):  Subject  to  the  72  hours’  nodce 
which  is  laid  down  in  the  Mental  Treatment 
Act. 

2855.  How  do  you  envisage  that  this  is 
going  to  work?  'Instead  of  having  certifica- 
tion that  a man  should  he  compelled  to 
go  into-  an  institution,  are  you  going  to 
have  a medical  certificate  that  he  can  go 
in  voluntarily  because  he  is  capable  of 
expressing  volition,  or  are  you  just  going 
to  (take  anything  he  says  at  its  face  value? 

(Mr.  Paling):  What  the  Association 

had  in  mind  was  an  extension  <of  Section  3 
to  apply  to  defectives  who  arc  feeble- 
minded  and  over  the  age  of  21  yeans.  At 
present  it  is  confined  to  defectives  under 
the  age  of  21,  and  the  judicial  authority 
has  to  give  his  certificate. 

2856.  But  that  would  not  'be  the  patient 
expressing  his  opinion,  that  would  be  Ms 

parent,  would  it  not? Yes,  ithe  'parent 

places  the  defective  ini  a mental  deficiency 
hospital,  'but  as  far  as  feeble-minded  de- 
fectives are  concerned,  Section  3,  at  the 
moment,  only  applies  to  those  under  the  age 
of  21  and  the  Association  thought  those  over 
21  should  have  the  same  privilege. 

2857.  Then  you  would  have  to  have  a 
classifying  certificate,  would  you,  if  they 

were  not  idiots,  oir  imbeciles? 1 do  not 

think  you  would  in  that  case,  Sir,  because 
then  Section  3 would  apply  to  all  mental 
defectives. 

2858.  Do  you  mean,  that  all  feeble- 
minded people  should  'be  regarded  in- 
definitely as  minors  at  the  disposal  of  their 

'parent®? (Dr.  Elliott):  No,  Sir,  what 

we  had  in  mind  was  that  certain  people 
might  be  able  to;  assume  a better  place  in 
the  community  if  they  had  a period  of 
institutional  care  and  possibly  sonic  train- 
ing, and  it  might  be  feasible  to  admit  those 
people  as  they  are  now  admitted  for  a 
different  reason,  to  a mental  deficiency  in- 
stitution for  a period  of  training  without 
formality. 

2859.  (Dr.  Rees):  Without  intervention  by 

a magistrate? (Mr.  Meyric  Hughes ): 

With  respect,  that  'is-  not  at  all  what  we 
are  saying.  What  we  are  saying  is  that 
they  'should  on  their  own  volition  be  able 
to  apply  for  a period'  of  admission  and 
possibly  training.  The  Committee's  feeling 
generally  was  'that  voluntary  admission 
could  not  be  applicable  to  the  great 
majority  of  mental  defectives  because  by 
the  very  reason  of  their  mental  defect  they 
were  unable  to  form  a sound  judgment ; 
but  there  might  'be  a small  number  of  cases 
where  a high-grade  defective  over  21  would 
be  in.  a position  to,  exercise  a rational  judg- 
ment anid  to  say  that  for  a short  time  he 
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would  like  to  be  admitted.  At  the  moment 
he  .cannot  'be  admitted  unless  the  whole 
formalities  are  gone  through  and  he  is 
certified  as  'a  defective  and  placed  under 
restraint.  The  suggestion,  is  that  for  cases 
of  that  kind  there  should  ’be  power  for 
a mental  defective  to  apply  otf  his  own 
accord  and  'be  admitted  for  treatment,  as 
to  any  other  hospital. 

2860.  At  their  own  request  or  on  the 
application  of  a parent  or  relative  or 

authorised  officer? 1 think  we  had  in 

mind  the  comparison  with  the  provisions 
of  Section  5 of  the  'Mental  Treatment  Act. 

2861.  Section  5 is  confined  to  people 
without  volition.  Here  you  have  defectives 

with  volition. (Mr.  Adam):  There  are 

extremely  few,  but  on  the  other  hand  _ it 
seems  wrong  to  deny  those  few  that  train- 
ing. 

2862.  (Sir  Cecil  Oakes):  This,  could  be 

done  iby  issuing  another  circular  like 
Circular  5/52  saying  the  two  months  could 
be  six  months? Quite  easily. 

2863.  (Dr.  Thomas ):  Later  in  that 

sentence  in  paragraph  43  you  say,  “ or  on 
•the  application  of  parent  or  relative”. 
Would  that  apply  to  a feeble-minded  person 
who  has  not  got  volition?  This  would 
extend  the  parent’s  power  _ of  placing  _ a 
patient  over  the  age  of  21  without  a magis- 
trate’s order? It  was  not  drafted  for  that 

purpose. — (Dr.  Elliott ):  If  the  patient 
were  unwilling  I think  the  Association’s 
view  is  that  no  further  action  would  be 
taken. 

2864.  (Chairman):  In  paragraph  47  on 

the  question  of  responsibility  for  providing 
hostels,  you  take  almost  a diametrically 
opposite  view  to  the  Association  of 
Municipal  Corporations. — Our  case  is 
very  different  from  the  big  towns. — (Mr. 
M eyrie  Hughes):  Quite  apart  from  the 
difference  of  our  circumstances  from  those 
of  the  county  boroughs,  I think  my  Associa- 
tion, as  you  said,  have  taken  a view 
diametrically  opposite  to  that  of  . the 
Association  of  Municipal  Corporations, 
and  the  reasons  are  set  out  in  para- 
graph 48  (d).  We  have  drawn  atten- 

tion there  to  this  very  important  point, 
that  there  should  'be  a close  link  between 
the  institution  and  any  hostel  that  is  pro- 
vided. We  have  said  there  that  _ the 
defective’s  stability  is  not  easily  ascertained, 
and  defectives  may  alternate  between 
periods  of  stability  and  instability.  It  is  of 
the  utmost  importance  that  there  should  be 
not  only  a continual  follow-up  by  the 
medical  staff  of  the  institution,  but  also 
a ready  facility  for  a patient  to  alternate,  if 
necessary,  between  a hostel  and  a parent 
institution,  and  that  factor  weighed  very 
heavily  with  my  committee  in  making  this 
recommendation. 

2865.  What  I do  not  understand  about 
that  argument  is  that  it  applies  as  much, 


I should  have  thought,  to  the  defective  dis- 
charged1 from  hospital  living  in  his  own 
home,  but  you  do  not  suggest  that  the  local 
authority  should  have  no  responsibility  for 

domestic  visits? (Mr.  Adam):  The  local 

authority,  of  course,  should  have  responsi- 
bility for  complete  community  care. 

2866.  But  surely  the  defective  at  home 

may  need  as  much  contact  with  the  institu- 
tion! in  which  he  has  been,  as  the  defective 
•in  a hostel? We  do  not  find  that  in  ex- 

perience.—(Dr.  Elliott):  No,  we  would  take 
the  view  that  once  a person  is  discharged1 
they  would  not  normally  be  put  back  into 
touch  with  the  establishment  from  which 
they  came.  If  I may  put  it  this  way:  after 
many  years  of  dealing  with  institutional 
accommodation  of  many  sorts,  the  county 
councils  consider  that  there  is  a difference 
between  the  type  of  care  provided  in  people’s 
own  homes  and  the  type  of  care  provided 
in  any  form  of  residential  establishment. 
If  I may  introduce  a subject  not  quite  re- 
lated, it  is  the  care  of  old  people.  When  their 
case  was  entirely  in  the  hands  of  the  local 
authority  the  problem  of  accommodation 
was  far  simpler  than  it  is  today  when  Kent 
is  providing  2,300  old  people  with  residen- 
tial care  and  the  Regional  Hospital  Board  is 
providing  for  many  thousands  of  patients. 
You  have  the  situation  where  two  different 
authorities  are  running  institutional  services, 
and  it  is  much  more  difficult  in  our  experi- 
ence than  when  only  one  authority  runs 
the  whole.  In  our  experience,  it  would  be 
easier  to  provide  hostels  if  those  hostels 
were  part  of  the  responsibility  of  the 
Regional  Hospital  Board  and  its'  Manage- 
ment Committees. 

2867.  As  a matter  of  administrative  con- 
venience I quite  see  the  force  of  the  argu- 
ment. But  in  paragraph  48  (d)  (i)  you 
emphasise  the  need1  for  the  defective  who 
has  been  in  a hospital  to  remain,  so  _ to 
speak,  within  the  purview  of  that  hospital 
rather  than  under  the  local  authority. 
Surely  that  arugment  applies  just  as  much 
to  the-  defective  living  in  his  own  home  as 

to  the  defective  living  in  a hostel? This 

goes  further  than  administrative  conveni- 
ence. It  is  for  the  benefit  of  the  person 
concerned,  whether  they  happen  to  be  old 
or  mentally  defective,  that  the  same  authority 
should  be  responsible  for  persons  through- 
out their  stay  in  institutional  or  residential 
accommodation. 

2868.  Is  not  the  position  that  in  order 
to  have  an  ideal  system  you  really  want 
two  kinds  of  hostels?  _ You  want  the  hostel 
where  the  defective  discharged  from  an  in- 
stitution can  be  looked  after  ; and  you  want 
the  hostel  for,  for  instance,  the  education- 
ally sub-normal  child  who  has  not  been 
in  an  institution  but  has  been  in  a residen- 
tial special  school  and  has  not  got  a very 
good  home  to  go  to,  who  has  got  work 
and  needs  continuing  supervision?  'In  the 
latter  case  he  has  been  under  the  control 
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of  tihe  local  education  authority,  and  the 
natural  thing  then  would'  be  for  the  local 
authority  to  provide  him  with  hostel  accom- 
modation?  Ideally  that  is  a thing  we 

should  do.  As  a local  health  authority  we 
could  not  say  that  there  are  large  numbers 
of  sue  hi  children'  whohave  been  through  resi- 
dential special  schools.  Of  the  children  who 
are  discharged  from  those  schools  and  come 
under  Section  57  of  the  (Education  Act, 
there  is  not  a large  number  for  whom  hos- 
tels are  an  overriding  necessity.  Ideally  it 
might  be  the  case,  in  practice  the  need  is 
not  asi  great  as  is  sometimes  argued. — (Mr. 
Adam):  We  do  try  and  get  them  into 
private  homes.  We  can  do  that  in  certain 
areas.  We  do  not  think  that  hostel  life 
is  ideal  for  children  or  mental  defectives ; 
if  we  can  get  them  back  into  • family  life 
that  is  what  we  strive  to  do,  and  in  a large 
number  of  counties  we  succeed.  We  are 
very  anxious,  that  the  county  councils 
should  not  provide  a second-class  mental 
•deficiency  set-up,  and  we  think  that  the 
hostel  may  well  be  a step  down  and  not 
a step  up. 

_ 2869.  You  would  rather  the  mental  defec- 
tive went  back  into  his  owin'  home? Pro- 

vided' it  was  a reasonably  good  one. 

2870.  Do  you  not  reduce  the  chances,  of 
achieving  that  in  saying  that  you  will  not 
provide  accommodation  for  the  discharged 
defective?  You  have  no  method  of  keeping 
him  in  hand  temporarily  and1  then  getting 
him  home;  he  either  has  to  go  straight 
home  from  the  mental  deficiency  institu- 
tion, or  you  cannot  deal  with  him? 1 

think  we  get  them'  into  other  homes  for 
a period  sometimes.  It  sounds,  of  course, 
quite  nice  administratively  to  have  a hostel. 

I am  not  clear  as  to  the  number  of  cases, 
or  that  we  could  provide  the  treatment  we 
would  like.  We  have  not  seen  any  statis- 
tical data  from  the  counties  in  any  part 
of  the  country.  We  are  most  anxious  that 
they  shall  have  first-class  treatment  in  a 
community  life,  and  that  they  should  really 
be  looked  after  both  as  regards  their  inferior 
mental  incapacity  .and  their  financial  capa- 
city— to  see  that  they  do  not  waste  their 
money — and  we  feel  that  in  providing  these 
homes  we  can  give  them  better  service  than 
they  are  getting  in  the  hostels.  Some  hostels 
We  have  visited  are  most  admirable,  but  I 
do  not  think  the  problem  is  as  big  in  the 
counties  as  it  might  appear. 

2871.  The  whole  of  the  assumption  on 
which  these  recommendations  rest  is  very 
different  from  the  assumption  which  has 
been  put  forward  to  us  by  other  witnesses 
who  think  there  is  a great  deal  too  much 
“ institutionalism  ” and  compulsion  in  the 
field  of  mental  deficiency,  and  who  think 
that  the  mental  deficiency  service  should  be 
much  more  a domiciliary  service  than  it  is 
at  the  present  moment,  and  a great  deal 
df  it  should  be  dealt  with  by  local  autho- 
rities without  the  defectives  ever  coming 


before  the  magistrates  or  being  admitted 
into  an  institution.  If  the  county  councils 
take  the  line  that  this  is  primarily  an  in- 
stitutional problem,  and  that  they  are  pre- 
pared to  look  after  the  domiciliary  side  so 
long  as  somebody  else  will  provide  all  the 
residential  accommodation  which  a com- 
prehensive service  may  need,  then  it  is. 
going  to  become  dreadfully  difficult  is  it 
not  to  provide  anything  that  could  properly 

be  called  a local  domiciliary  service? 

(Mr.  Meyric  Hughes):  My  Association  at 
the  moment  have  no  evidence  that  any 
considerable  number  of  educationally  sub- 
normal children  who  are  reported  to  the 
local  health  authority  when  they  leave 
school,  are  in  fact  being  put  into  mental 
deficiency  institutions  because  we  have  not 
got  any  residential  accommodation,  and 
because  we  cannot  provide  for  them  by 
arranging  for  them  to  be  placed  with 
families  in  private  homes  and  so  forth.  If  it 
would  be  of  any  help  we  would  certainly 
circularise  our  members  to  find  out  whether 
they  have  any  experience  of  high-grade 
defectives  being  admitted  to  institutions 
solely  for  that  reason. 

2872.  Please  do  .not  misunderstand  me. 
We  are  not  suggesting  that  at  the  present 
moment,  the  law  and  administration  being 
what  it  is.  the  lack  of  facilities  by  local 
authorities  is  forcing  people  into  institu- 
tions. What  I am  saying  is  that  the  main 
weight  of  the  evidence  before  us  about 
mental  deficiency  is  that  the  institutional 
machine  is  cumberous  and  that  you  ought 
to  be  able  to  deal  with  mental  deficiency 
very  largely  without  taking  the  mental  de- 
fective out  of  the  community.  If  that  were 
to  be  the  line  of  future  policy,  local  autho- 
rities would  have  to  play  a very  much 
larger  part  than  they  do  at  the  present 

moment,  would  they  not? (Dr.  Elliott): 

Owing  to  the  serious  shortage  of  staff  It 
may  be  that  the  thought  behind  this  is  that 
it  would  help  the  institutions  if  some  of 
their  patients  could  be  cared  for  in  the 
community.  In  actual  fact  people  will  not 
admit  that  we  are  in  fact  providing 
adequate  community  care  for  many  defec- 
tives, because  we  are  not  providing  hostels. 

2873.  {Mrs.  Adrian):  Would  you  say  that 
the  larger  number  of  defectives  being 
admitted  as  delinquents  now  points  to  the 
fact  that  community  care  has  not  been 

really  adequate? (Major  Canty):  That 

is  the  only  way  you  can  get  them  in — by 
a magistrate’s  order. — (Mr.  Adam):  I 

think,  my  Lord  Chairman,  the  Superinten- 
dents of  mental  deficiency  hospitals  let  out 
every  mental  defective  that  they  reason- 
ably can,  and  the  fact  that  some  are 
returned  to  them  shows  that  they  are  doing 
their  job.  We  had  quite  a large  number  oi 
defective  colonies  in  the  Birmingham 
Region  where  I was  and  I do  not  think 
we  retained  a lot  because  the  local  autho- 
rities were  failing  to  provide  this  service 
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for  the  mental  defectives  from  those 
colonies. 

2874.  {Chairman)'.  I was  only  saying  the 
weight  of  evidence  so  far  was  in  favour 
of  change  of  policy — without  any  criticism 
of  the  partners  in  the  existing  arrange- 
ments— which  would  throw  a very  much 
heavier  burden  on  the  domiciliary  service 

than  is  being  thrown  at  present. 1 would 

think  the  professional  opinion  of  the 
medical  officers  in  the  mental  deficiency 
institutions  should  be  obtained.  They 
would  be  able  to  provide  a certain  amount 
of  evidence. — {DK  Elliott ):  By  domiciliary 
care,  you  mean  the  provision  of  hostels? 

2875.  I mean  care  at  home,  including  the 
.provision  of  residential  accommodation 
either  in  guardians’  homes  or  it  may  be  in 
a hostel  or  any  sort  of  accommodation 

ibetween  the  home  and  the  large  hostel. 

Yes,  Sir.  We  have  narrowed  down  our 
reply  to  deal  with  hostels  which  we  regard 
as  residential  accommodation,  and  we  take 
the  line  that  they  are  properly  part  of  the 
provision  of  the  Hospital  Management 
Committees. 

287*6.  Does  that  assume  that  a high-grade 
mental  defective  is  a hospital  case? — — !No, 
Sir. 

2877.  You  say  it  is  properly  the  function 
of  the  Hospital  Management  Committee? 

lit  is  an  institutional  responsibility. — 

(Mr.  Adam):  On  the  existing  basis,  we 
have  a large  number  of  defectives  who  have 
been  stated  to  be  requiring  institutional 
care  and,  as  far  as  the  area  from  which  I 
come  is  concerned,  at  the  present  rate  of 
admission,  the  backlog  of  patients  in  need 
of  institutional  care  as  certified  patients 
will  never  be  wiped1  off.  We  are  trying 
to  do  our  best  to  deal  with  those  cases 
which  we  have  been  advised  to  be  in  need 
of  institutional  care  and  we  are  taking  a 
larger  number  of  cases  and  dealing  with 
■them  by  visitation  and  other  means  than 
is  generally  known.  You  might  like  to 
have  the  figures  of  people  who  have  been 
stated  to  require  institutional  care  and 
whom  we  are  now  looking  after.  If  you 
would  like  those  figures  I think,  with  re- 
spect, that  they  would  surprise  the  Com- 
mission. 

2878.  {Mrs.  Braddock ):  'Has  there  not 
been  an  apportionment  of  cases1  between  the 
local  authority  and  the  (Hospital  Boards? 
Is  it  not  a fact  that  the  Minister  will  not 
take  responsibility  for  the  cases  under  the 
Health  Act  that  do  not  require  skilled' 

nursing  attention? (Dr.  Elliott ):  II  think 

any  patient  on  the  waiting  list  has  been 
accepted  by  the  appropriate  Management 
Committee  or  Regional  Hospital  Board1  as 
being  in  need:  of  institutional  care,  and 
generally  . graded  in  regard  to  urgency. — 
(Mr.  Adam):  We  would  like  to  put  the 
figures  in,  if  you  would  like  them. 


(Chairman):  We  shall  be  very  grateful 
for  any  figures  you  can  give  us. 

2879.  (Chairman):  On  paragraph  52,  is 
this  amendment  of  Section  72  really 

necessary? We  felt  there  were  cases 

where  it  was  desirable.  There  • were  a 
sufficient  number  of  cases  at  any  rate  to 
suggest  that  it  was  desirable,  but  not 
essential. 

2880.  What  sort  of  case?-; Our  con- 

tention is  that  sometimes  relatives  come  and 
ask  for  patients  to  be  discharged,  and  really 
the  Committee  should  know  all  about  the 
conditions  under  which  they  are  going  to 
live. 

2881.  Who  should  know? 1 think  the 

Medical  Superintendent,  really?  We  do  not 
want  to  throw  away  the  work  of  the 
hospital  by  discharging  the  patient  to  un- 
suitable conditions,  and  this  gives  time  to 
find  our  whether  the  relatives  can  make 
provision  for  the  patient  to  go  there. — 

{ Major  Canty):  To  get  a report  from  the 
visitors. — (Mr.  Adam):  Sometimes  a rela- 
tive other  than  the  wife  comes  to  see  the 
patient  dn  mental  hospital  and  automatically 
they  want  to  take  the  patient  back. 

2882.  But  this  right  of  the  relative 
to  order  discharge  is  the  most  valued 
safeguard  of  all ; it  may  be  more 
valued  than  the  magistrate’s  proceedings? 
—{Dr.  Rees):  Even  at  the  present  time 
•the  Medical  Superintendent  has  power  to 
retain  patients  who  are  dangerous  and'  un- 
fit to  be  at  large ; he  can  give  a _ barring 

certificate? That  is  so.  I think  the 

Medical  Superintendents;  would  discharge 
patients  and  take  the  risk,  and  they  are 
right  to  do  so.  On  the  other  hand,  I think 
that  sometimes  the  home  conditions  are 
such  that  he  would  certainly  not  let  some 
patients  go  home  if  he  knew  what  the  home 
conditions  were. 

2883.  Is  it  not  his  business  to  know  the 

home  conditions  of  all  his  patients? It 

may  be  desirable. 

2884.  Do  not  the  hospitals  get  a report 
of  the  home  conditions  of  all  patients  on 

admission? That  may  be  so. — (Mr. 

Paling):  iNot  automatically. 

2885.  And  do  they  not  find  out  the  home 
conditions  of  all  patients  who  are  fit  for 
discharge?— — - (Mr.  Adam) : I do  not  think 
they  ascertain  the  home  condition  auto- 
matically. 

. 2886.  (Chairman):  May  we  pass  to  para- 
graph 53  on  the  question  of  senility.  We 
have  had  a certain  amount  of  evidence  and 
it  is  a common  criticism,  as  you  know,  that 
■this  problem  of  senile  people  being  sent  to 
mental  hospi  tails  would  'be  less  if  local 
authorities  were  a little  more  alive  to  their 
powers  and  duties  in  providing  Part  III 

accommodation  for  old  people. 1 think, 

my  Lord  Chairman,  that  each  partner  in  the 
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Health  Service  should'  be  entitled  to  speak 
quite  freely  and,  of  course,  we  are  in 
partnership  with  the  Ministry  of  Health  and 
the  Hospital  Boards  and  so  on.  I think 
myself  when  the  Health  Service  came  in 
d't  was  intended  that  no  person  should  be 
considered  “ chronic  sick  ” either  mentally 
or  any  other  way  until  they  had  been 
through  the  wards  of  an  acute  and  surgical 
hospital  to  have  everything  done  for  them. 
That  can  be  done  in  one  of  two  ways.  You 
can  either  have  a unit  at  the  general 
hospital,  or  you  can  provide  a unit  at  the 
mental  hospital.  Some  Boards  provided  a 
lot  of  consultant  opinion  and  some  of  these 
oild  patients  were  restored  physically  and 
then  very  often  there  was  nowhere  for  them 
to  go  afterwards.  We  had  the  problem  be- 
fore the  war  of  both  mental  hospital  and 
chronic  sick,  and  we  believe  we  dealt  with 
it,  but  to  say  that  none  of  these  people  are 
in  need  of  nursing  care  and  protection  may 
also  be  going  too  far.  My  own  view — and 
I am  very  fond  of  the  mentally  ill — is  that 
they  get  attached  to  their  institution,  they 
get  stabilised,  and  I am  not  certain  that 
we  can  provide  outside  what  is  already  pro- 
vided inside,  both  of  care  and  attention, 
and  at  a reasonable  financial  cost.  There 
as  also  the  practicability  of  the  administra- 
tion. When  I was  at  the  Hospital  Board 
ope  of  the  mental  hospitals  had  nothing  but 
chronic  cases,  and  we  could  not  get  any 
staff  at  all  to  serve.  You  have  a very 
limited  number  of  men  and  women  in  the 
Health  Services;  it  jumped  from  160,000 
to  250,000,  but  it  is  not  going  up.  Who 
is  going  to  have  the  call  on  the  pool  of 
man-power  to  look  after  these  old  people? 
I do  not  accept  the  fact  that  finance  is 
holding  us  back  ; if  they  were  to  ask  us 
to  contribute  towards  the  cost  we  would 
dd  it.  It  is  a very  difficult  set  of  circum- 
stances, and  I believe  the  mental  hospitals 
are  coping  with  it  remarkably  well.  The 
other  point  is  that  if  you  were  to  take  out 
some  of  these  people  who  they  say  are  fit 
for  discharge,  you  would  not  make  those 
wards  active  wards ; the  staff  cannot  deal 
with  active  wards.  Every  type  of  hospital 
requires  some  chronics  in  order  to  get  on 
at  all.  The  question  is  whether  the  local 
authority  are  better  able  to  provide  addi- 
tional staff  than  these  people  who  still  have 
a certain  tradition  and  whose  children  still 
come  into  the  nursing  service.  We  are  not 
going  to  evade  our  responsibilities,  we 
would  try,  but  I do  not  believe  in  one  sense 
myself  that  any  of  these  old  people  are 
certified  wrongly.  I do  not  believe  the 
medical  people  would'  do1  that ; I think  that 
is  over-stated.  I believe  that  the  patients 
are  happy  and  that  the  total  budget  is 
correct.  I think  the  question  calls  for  great 
reflection. 

2887.  It  would  not  do  any  harm  to  a 
good  many  mental  hospitals  to  have  fewer 
beds? — — - 1 agree,  especially  in  the  women’s 


wards.  They  are  grossly  over-crowded  com- 
pared with  the  men’s  because  women  live 
much  longer.  On  the  other  hand  we  had 
the  problem  even  when  capable  staff  was 
easier  to  get ; it  was  a difficulty  even  then, 
— (Dr.  Elliott)-.  I understand  you  to  say 
the  complaint  is*  that  if  we  made  adequate 
provision  under  Part  III  of  the  National 
Assistance  Act  for  senile  persons  there 
would  be  no  necessity  to  admit  them  to 
hospital.  I think  the  people  who  make  that 
criticism  do  not  realise  that  under  the 
National  Assistance  Act  there  is  not  the 
type  of  nursing  provided  under  the  National 
Health  Service  Act.  We  are  limited  to  the 
level  of  the  District  Nursing  Service  such  as 
is  normally  provided  for  a person’s  welfare 
at  home.  The  fact  is  that  what  we  can  pro- 
vide under  the  National  Assistance  Act  is 
what  the  person  would  receive  in  his  own 
home. 

2888.  Yes,  but  is  that  not  sometimes  suffi- 
cient?  No,  Sir.  Mr.  Adam,  I think, 

has  made  the  position  quite  plain  that 
people  who  are  certified  from  the  old 
people’s  homes  are  unfortunately  neces- 
sarily certified.  We  are  having  to  provide 
in  our  old  people’s  homes  quite  extensive 
services  for  the  sick  both  physical  and 
mental ; we  are  forced  into  the  position 
because  we  cannot  get  the  accommodation 
in  hospitals. 

2889.  Granted  that  you  are  dealing  with 
cases  you  ought  not  to  have  to  deal  with, 
but  the  cases  you  ought  to  have  to  deal 
with  are  old  people  who  are  not  suffering 
from  any  serious  physical  or  mental  disease, 
are  they  not?  Do  those  people  need  any 
more  highly  trained1  nursing  than  you  have 
indicated?— We  already  look  after  that 
type  of  person.  We  go  further,  we  look 
after  people  who  are  .really  certifiable  under 
present  day  conditions  because  the  accom- 
modation does  not  exist  in  mental  hos- 
pitals ; also  because  many  matrons  of  the 
large  old  people’s  homes  where  these  people 
are,  who  have  looked  after  them1  for  a very 
long  period,  do  not  wish  them  to  go  away. 
I do  not  think  we  are  claiming  any  virtue 
for  that ; that  happens:  to  be  the  way  it 
is.  We  arc  not  neglecting  our  duties  under 
the  National  Assistance  Act ; in  fact  we  are 
doing  more  than  our  strict  duties. 

2890.  Does  that  not  suggest  ;that  you  are 
saying  that  because  you  are  doing  what  you 
ought  not  to  be  called  upon  to  do,  that 
you  are  setting  a rather  high  standard1  of 
nursing  for  merely  old1  people  who  have  not 

got  a home? May  I give  an  illustration.? 

We  have  a special  establishment  in  Kent  for 
the  old  person  who  is  no  longer  ambulant 
and  who  cannot  be  looked  after  at  home.  We 
have  150  beds  in  this  home;  it  has  been 
modernised.  There  are  only  three  trained 
nurses  on  the  staff-matron,  deputy  matron 
and  assistant  matron'.  The  whole  of  the 
care  is  done  by  attendants:  and1  probably 
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of  the  150  residents  at  least  seventy  are 
suffering  from  senile  mental  changes.  The 
average  age  is  eighty  and  a quarter.  That 
illustrates  that  in  the  old  person’s  home  to- 
day the  old  person  suffering  from  senile 
mental  change  is  looked  after,  but  when  the 
necessity  arises — and  it  really  has  to  be 
necessity — their  certification  has  to  take 
place.  What  the  Association  is  saying  is 
that  we  should  endeavour  to  secure  admis- 
sion to  a single  wing  or  separate  block,  and 
that  the  procedure  should  be  that  pre- 
viously outlined  to  you. 

2891.  Do  you  impose  this  standard  of 
nursing  on  voluntary  old  people’s  homes? 

'No.  In  the  main  voluntary  old  people’s 

homes  'have  neither  the  resources  nor  the 
staff  to  take  this  type  of  people,  hut  they 
have  the  ambulant  old  people,  people  who 
can  bath  themselves  and  oan  go  upstairs 
and  generally  move  about.  Someone  has 
to  provide  the  accommodation  for  the 
senile  type  of  person. 

2892.  A story  has.  come  to  me — it  may 
be  true  or  no-ti — that  a quite  long-standing 
semi-endowed  home  for  old  people  in.  a 
very  small  village  which  was  run  voluntarily 
is  now  closing  down  because  the  County 
Council  insists  on  being  immediately  noti- 
fied whenever  an  old  person  in  it  becomes 
bed-ridden,  and  the  Council  imposes  so 
much  responsibility  on  people  who  nun  the 
home  that  it  is  being  closed  down.  Does 
that  seem  to  you  a reasonable  regulation 

for  a County  Council  to  make? It 

could  in  certain  circumstances  be  very 
reasonable,  because  under  the  National 
Assistance  Act  the  Counity  Council  registers 
certain  homes  for  old  people.  When  those 
homes  are  registered  they  have  regard  to 
the  accommodation  provided!  and  the  staff 
facilities  to  look  after  old  people.  Mani- 
festly if  a voluntary  home  ini  those,  circum- 
stances has  large  numbers  of  old  people 
who.  .are  bedridden,  it  may  not  be  able  to 
give  adequate  care  to  them  and  to  the 
others,  and  the  County  Council  may  wish 
to  look  at  the  home  again  to  see1  if  it 
wishes  to.  make  other  provisions.  In  those 
circumstances;  it  would  not  be  unreason- 
able to  seek  notification. — (Mr.  Adam):  We 
do  our  best  to  help  every  form  of  volun- 
tary effort.  Oni  the  other  hand  we  have 
the  responsibility  to  say  that  this  home, 
nun  for  profit,  is  a competent  home.  If 
the  patient  becomes  bedridden  and  we 
honestly  .think  they  icannot  nurse  him'  we 
may  have  to  do  something  about  it.  The 
local  authority  is  always  blamed  foir  what- 
ever happens.  We  do  try  to1  help,  them  in 
every  way,  even  to  helping  them  with  home 
helps.  I would  like  you  to  know  that.-— 
(Mr.  Davis):  That  state  of  affairs  which 
you  have  postulated  certainly  does  not 

(The  witnes 


exist  in  Gloucestershire,  where  I come 
from,  where  there  are  quite  a number  of 
old  people’s  homes,  and  where  the  relation- 
ship between  the  local  authority  and  the 
voluntary  associations  is  most  admirable. 
We  have  never  had  any  difficulties  at  all 
with  regard  to  registration  and  the  fulfil- 
ment of  conditions  which  we  have  laid 
down. 

(Chairman):  I have  no-  more  questions 
on  this  issue  of  senility.  Perhaps  other 
members  of  the  Commission  have? 

2893.  (Mrs.  Braddock):  There  is  an  obli- 

gation on  a local  authority  to  be  certain 
that  any  registered  home  is  functioning 
properly? (Major  Canty):  Yes. 

2894.  And  if  they  take  in  more  patients 
than  they  can  properly  accommodate,  the 
local  authority  has  the  right  to  withdraw 
registration,  but  would  not  do  so  unless 
there  was  some  very  special  reason  for  so 

doing? (Mr.  Adam):  We  try  to  help  in 

every  way  we  can.  In  some  of  these  homes 
set  up  by  voluntary  effort  the  house  itself 
very  often  is  not  very  suitable  in  regard  to 
water,  sanitation  or  fire  risk.  We  do  quite 
a lot  to  put  them  in  order  and  to  encourage 
them. — (Mr.  Davis):  In  many  cases  the 
voluntary  association  makes  sure,  before 
they  embark  on  the  opening  of  a new  home, 
that  the  premises  which  they  propose  to 
use  are  suitable  from  the  point  of  view 
of  the  local  health  authority. 

2895.  (Chairman):  I gather  that  the  atti- 
tude of  the  local  authority  has  changed 
significantly  since  1948? — —(Mr.  Adam): 

I do  not  know.  I think  a large  number  of 
local  authorities,  if  not  all,  will  always 
encourage  voluntary  effort.  There  is  the 
interpretation,  of  course,  of  what  is  your 
statutory  duty.  In  Worcestershire,  for 
example,  long  before  the  Health  Act  came 
in,  we  used  to  make  very,  considerable 
grants  to  the  acute  and  surgical  hospitals, 
run  on  contributory  schemes,  not  only  for 
services  rendered  in  private,  but  in  order 
that  a service  should  be  there.  I think  we 
have  continued  that  to  the  encouragement 
of  voluntary  effort  in  all  these  cases  and 
they  have  been  a great  help  to  us  too.  It 
is  self-interest  in  some  ways;  it  provides 
a new  sphere  for  people  who  do  that  type 
of  public  work. 

(Chairman):  We  are  very  grateful  to  you 
for  having  gone  to  so  much  trouble  in  the 
preparation  of  this  evidence  and  for  having 
given  your  evidence  so  clearly  this  after- 
noon. 

(Major  Canty):  I would  like  to  thank  you 
most  sincerely  and  the  members,  of  the 
Commission  for  the  very  kindly  way  in  which 
you  have  received  us  and  listened  to  what 
we  have  to  say. 

ses  withdrew.) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 


FIFTEENTH  DAY 

Tuesday,  7th  December,  1954 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 


Mrs.  H.  A.  Adrian,  J.P. 

Mr.  C.  Bartlett,  R.M.N. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 
Mr.  R.  M.  Jackson,  LL.D.,  J.P. 
Sir  Cecil  Oakes,  C.B.E.,  J.P. 


Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 


Miss  H.  M.  Hedley  ( Secretary ) 

Dr.  D.  Prentice,  D.P.M.  (Medical  Superintendent),  on  behalf  of  the  Hospital  Manage- 
ment Committee  of  the  Royal  Western  Counties  Institution,  Starcross,  Devon, 
called  and  examined. 


Letter  addressed  to  the  Riyal  Commission  by  the  Secretary  of  the  Hospital 
Management  Committee  of  the  Royal  Western  Counties  Institution  Hospital  Group 


Dear  Miss  Hedley, 


The  Royal  Institution, 
Starcross, 

Devon. 


12 th  November,  1954. 


Minutes  of  Evidence. 


Seventh  Day,  14th  July,  1954. 

I have  to  state  that  my  Hospital  Management  Committee  have  studied  the 
evidence  given  by  Justices  for  the  County  of  Devon  and  feel  it  to  be  their  duty  to 
draw  the  attention  of  the  Royal  Commission  to  statements  made  which  have  no 
foundation  whatever  in  fact.  In  particular,  I am  to  refer  to  Questions  1415-8, 
1420,  1422  and  1432,  and  submit  the  following  observations:  — 

(a)  No  conversation  had  ever  taken  place  between.  Mr.  A.  Lawson-Walton,  J.P., 

and  the  Medical  Superintendent.  When  visiting  the  hospital  again  on  the 
9th  instant,  Dr.  Prentice  spoke  to  Mr.  Lawson-Walton  concerning  his 
■statement  and  the  latter  then  attributed  the  remarks  (Question  1422)  to  a 
Polish  doctor  who  had  since  left  the  Committee’s  service  and  was  now  in 
Canada.  This  doctor  was  at  mo  time  Superintendent  of  the  hospital  or 
of  any  part  of  it. 

(b)  The  true  position  in  respect  of  the  training  and  employment  of  patients  in 
this  Colony  is  apparently  quite  unknown  to  the  Justices  who  appeared  as 
witnesses  before  the  Royal  Commission.  The  first  consideration  is  not  the 
usefulness  of  the  patient  to  the  Colony.  There  is  not  the  slightest  risk  of 
yielding  to  any  “temptation”  and  it  is  quite  contrary  to  the  expressed 
policy  of  the  Hospital  Management  Committee  and  Medical  Superintendent 
to  retain  any  patient  under  residential  care  because  he  is  giving  helpful 
service.  This  is  a pioneer  institution  in  the  development  of  the  licensing 
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system  and  all  our  endeavours  are  directed  to  one  end,  the  resocialising  of 
our  patients.  This  is  our  aim,  their  welfare  is  our  one  concern,  and  the 
factors  determining  our  recommendations  for  licence  are  the  good  work 
and  behaviour  of  the  patient.  Taking  figures  for  the  last  five  years  only, 
the  Hospital  Management  Committee  have  granted  a total  of  646  licences. 
Of  these  patients,  263  have  been  discharged  from  order;  211  by  recom- 
mendation of  the  Hospital  Management  Committee  and  Medical  Superin- 
tendent and  52  by  the  Statutory  Visitors  to  whom  favourable  reports  were 
made  by  the  Medical  Superintendent.  Additionally  14  have  been  dis- 
charged from  order  direct  from  the  Institution  and  without  a trial  period 
of  licence. 

(c)  The  utmost  care  is  exercised  by  the  Medical  Superintendent  in  selecting  the 
avenue  of  training  and  employment  for  the  individual  patient.  Medical 
and  psychological  staff,  senior  nurses,  teachers  and  trainers  are  consulted 
and  the  aptitudes  and  abilities  of  the  patient  considered.  For  those  best 
suited  to  domestic  work,  help  in  the  departments  for  low-grade  patients 
offers  an  extremely  good  training  ground  and  the  suggestion  that  they  are 
being  “ mixed-up  ” is  erroneous  and  misleading. 

As  the  Royal  Western  Counties  Institution  Hospital  Group  was  specifically  men- 
tioned by  the  Justices,  my  Hospital  Management  Committee  express  the  hope  that  the 
Royal  Commission  will  call  Dr.  Prentice,  the  Medical  Superintendent,  to  give 
evidence  which  will  present  a true  picture  of  the  policy  and  procedure  of  this  hospital 
and  rectify  any  wrong  impression  which  may  have  been  formed  by  the  Commission. 

Yours  faithfully, 

(Sgd.)  L.  W.  Hedger, 
Secretary. 

Miss  H.  M.  Hedley, 

Secretary, 

Royal  Commission  on  the  Law  Relating  to 
Mental  Illness  and  Mental  Deficiency, 

Savile  Row, 

London,  W.l. 


Examination  of  Witness 


28%.  '{Chairman):  Dr.  Prentice,  we  are 
very  grateful  to  you  for  having  come  so  far 
to  give  us  the  benefit  of  your  evidence. 
I think  I should  like  to  say,  to  begin  with, 
that  you  must  not  think  that  the  Royal 
Commission  took  the  evidence  of  the  Justices 
the  other  day  as  being  criticisms  of  a par- 
ticular hospital  or  particular  hospital  region. 
I do  no.t  think  they  were  intended  as  that ; 
certainly  we  did  not  take  them  as  being 
more  than  illustrations,  or  general  indi- 
cations of  where  the  shoe  might  pinch. 
Now  that  I have  said  that,  would  you  like 
to  make  any  general  statement  in  supple- 
ment to  the  letter  we  have  had  from  the 

Hospital  Management  Committee? (Dr. 

Prentice ):  For  a time,  my  Lord,  I was  con- 
cerned to  know  that  there  had  been  attri- 
buted to  me  a conversation  of  which  I was 
unaware,  and  views  to  which  I was  com- 
pletely opposed.  I am  glad  to  say  I have 
now  been  exonerated.  I do  feel  I should 
say  that  before  we  start.  I should  also  like 
to  give  you  a letter  I have  received  from 
the  Polish  doctor  to  whom  the  conversation 
was  .later  attributed,  and  who  also  repudiates 
it 


(The  following  letter  was  handed  in  by  the 

witness : 

PROVINCE  OF  SASKATCHEWAN 

The  Saskatchewan  Training 
School, 

Weyburn. 

November  24,  1954. 

Dear  'Sir, 

I would  like  to  make  a statement  with 
reference  to  your  letter  of  the  12th  instant. 

I hereby  state  that  I never  made  any 
remarks  or  statement  to  Mr.  Lawson  Walton 
as  reported  in  “ 1422  ” referred  to  the 
Royal  Commission  on  mental  illnesses  and 
mental  deficiencies.  I regard  the  attribu- 
tion of  those  remarks  to  myself  as  entirely 
■untrue.  » I had  only  one  private  discussion 
with  Mr.  Lawson  Walton  which  took  place 
during  lunch  at  Langdon  Extension,  where 
we  discussed  the  _ situation  in  Poland. 
During  official  sessions  and  recertification 
conferences  my  statements  were  only  on  the 
•medical  aspect  of  recertified  patients.  I am 
greatly  surprised  that  Mr.  'Lawson  Walton 
chose  myself  to  attribute  these  remarks, 
especially  after  I had  left  Great  Britain. 
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1 would  like  to  mention  that  during  my 
stay  at  the'  IRoyal  Counties  Institute  for 
over  three  years,  I never  experienced  your 
refusal  to  place  on  licence  any  patient  who 
deserved  it,  regardless  of  hospital  needs. 

Yours  sincerely, 

(Sgd.)  J.  Lacny. 

The  Medical  Superintendent, 

/Royal  Western  Counties  Institution, 
Starcross,  England.) 

Then,  lastly,  as  regards  our  gardener, 
who  is  a very  capable  and  unpretentious 
man,  I feel  sure  that  no  one  would  be 
more  surprised  than  himself  to  find  that 
he  had  instilled  fear  into  me  or  into  any 
other  medical  officer.  In  fact.  Mr.  Chair- 
man, I can  assure  you  that  he  has  fre- 
quently recounted  to  me  with  great  pleasure 
and  pride  the  record  of  the  men  from  his 
department  who  are  now  acquitting  them- 
selves well  in  the  outside  world. 

2897.  Perhaps  we  might  ask  you  some 
questions  to  find  out  how  the  present  sys- 
tem does  work  in  a county  like  yours. 

I think  the  chief  point  is  how  the  system  <?f 
licence  works.  What  do  you  regard  _ in 
practice  as  the  desirable  period  during 
which  a patient  should  remain  under  licence 
after  he  has  begun  to  re-establish  himself? 

It  is  extremely  difficult  to  generalise.  I 

think  each  case  must  be  treated  individually. 
The  trend  of  modern  policy  has  been  to 
recommend  discharge  after  the  patients 
have  been  two  years  on  licence  if  they  have 
done  well  during  that  period.  I do  feel, 
however,  that  some  cases  can  be  discharged 
almost  at  once  and  in  fact  this  is  done. 
Others  one  feels  very  dubious  about  at  the 
end  of  that  two  year  period  ; you  feel  that 
they  cannot  cope  with  the  difficulties  of 
life  themselves ; you  feel  that  they  still  re- 
quire a measure  of  guidance  and  advice.  I 
know  that  it  is  sometimes  possible  _ to 
achieve  that  guidance  by  placing  the  patient 
under  guardianship  or  under  the  super- 
vision of  a local  authority,  but  sometimes 
one  feels  that  rather  more  than  that  is 
required,  and  sometimes  the  local  authority 
and  sometimes  the  patient’s  relatives  them- 
selves wish  the  association  with  the  hospital 
to  be  prolonged  rather  than  terminated  after 
two  years. 

2898.  But  does  the  termination  of  the 
licence  mean  a termination  of  association. 

with  the  hospital? In  fact,  yes,  'Sir,  it 

does  do  so. 

2899.  Is  that  inevitable?^ We  main- 

tain a friendly  communication  with  some 
of  the  boys  and  girl's  who  are  discharged. 
They  may  for  example  write  to  me  at 
Christmas.  So  far  as  the  effective  super- 
vision of  the  patient  is  concerned,  it  is 
terminated  with  their  discharge. 


2900.  You  speak  of  the  effective  super- 
vision of  the  patient.  These  patients  gener- 
ally speaking  are  under  what  is  known  as 
voluntary  supervision,  not  statutory  super- 
vision, are  they,  by  the  local  authority 

after  discharge? After  discharge  the 

supervision  is  voluntary. 

2901.  But  what  is  the  point  of  placing 
them  under  that  kind  of  supervision  by  the 

local  authority? It  is  extremely  helpful 

to  the  patient,  Mr.  Chairman.  Often  the 
defective  with  his  limited  intellectual  equip- 
ment cannot  fend  for  himself  and  he  does 
benefit  from  that  guidance  given  by  the 
hospital,  given  by  good  relatives,  or  given 
by  the  local  authority. 

2902.  Take  the  case  of  a patient  working 

in  a village  in,  perhaps,  North  Devon. 
What'  does  supervision  by  tihe  local  author- 
ity mean  to  him?  I mean,  by  whom  is  the 
supervision  given,  is  it  by  the  health  visi- 
tor?  They  have  a mental  health  de- 

partment in  each  local  authority  and  the 
social  worker  from  that  department  visits 
the  boy  or  girl.  He  advises  them  if  they 
lose  a situation  and  would  help  them  to 
find  another. 

2903.  That  is  the  mental  health  worker? 
Of  the  local  authority. 

2904.  Ho<w  many  mental  health  workers 

has  the  local  authority? 1 could  not 

answer  that.  Each  one  has  its  own  de- 
partment with  varying  numbers.  _ We  deal 
with  the  four  local  authorities  in  Devon 
and  Cornwall.  I would  say  the  departments 
are  very  well  organised ; they  are  good 
mental  health  departments. 

2905.  Does  the  discharged  patient  lose 

anything  materially  by  losing  your  super- 
vision after  his  discharge? There  are 

occasions  where  they  do  lose  something 
by  losing  their  connection  with  us.  I have 
known  parents  who  appeal  to  me_  not  to 
•discharge  but  to  keep  the  association.  If 
a time  came  when  they  could  no  longer 
care  for  the  defective,  they  wanted  to  feel 
we  were  behind  them.  During  the  period 
of  licence  our  patients . can.  for  instance, 
attend  clubs  where  their  time  is  filled  in 
wisely  during  their  half  days  off.  That  too 
terminates  when  they  are  discharged  from 
licence  with  us. 

, 2906.  During  the  period  of  living  on 
licence,  how  does  the  hospital  exercise  its 
supervision,  or  does  it  not  do  it  itself? 
Does  lit  delegate  supervision  to  the  officers 

of  the  local  health  authority? Both 

methods  are  used.  Sir.  In  a far-flung  hospi- 
tal, such  as  ours,  a group  of  small  hospitals, 
no  one  department  can  supervise  them  all. 
When  a patient  is  on  licence  in  Cornwall, 
for  instance,  the  Cornish  local  authority 
mental  health  department  does  _ the  _ super- 
vision. A similar  situation  exists  in  Ply- 
mouth ; they  send  us  the  report  of  their 
health  visitor  on  those  local  patients,  so  that 
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we  are  constantly  in  touch  with  what  our 
patients  are  doing.  On  the  other  hand,  we 
have  ourselves  a social  welfare  department 
whose  workers  visit  and  report  on  .patients 
on  licence  dn  Devon.  I hold  a meeting 
every  Monday  morning  which  is  attended 
by  those  .social  welfare  workers  and  the 
medical  staff  who  discuss  what  has  been 
happening  to  each  patient,  and  .there  we 
consider  requests  for  boys  and  girls  to  go 
on  licence.  The  medical  staff  are  equipped 
with  recommendations  from  our  chief  male 
nurse  and  matron  as  to  the  boys  and  girls 
who.  are  progressing  towards  it  and  we,  at 
that  conference,  review  those  out  on  licence 
and  those  who  may  be  recommended  for 
licence. 

2907.  As  regards  another  point,  I do  not 
know  whether  you  will  wish  to  express  a 
positive  opinion.,  but  in  view  of  the  extent 
to  which  you  feel  that  you  are  really  in 
.touch  with  these  patients  under  licence, 
do  you  feel  that  the  justices’  periodical  re- 
view any  longer  performs  a useful  function? 
The  justices.  Sir,  make  no  special  re- 
view of  licensed  cases.  The  review  they 
make  is  common  to  all  cases  associated  with 
institutions  whether  inside  the  hospital  or 
on  licence,  at  the  statutory  periods  for 
recertification. 

29018.  I was  referring  particularly  to 
patients  out  on  licence,  though  it  does  also 
apply  to  review  as  a whole.  Wihat  is  your 
view  about  the  usefulness  of  justices’  re- 
views of  mentally  deficient  patients? 1 

came  from  a mental  hospital.  Mr.  Chair- 
man. to  mental  deficiency.  I was  rather 
surprised  to  find  the  Visitors  going  round 
seeing  these  patients,  though  I do  realise  that 
it  may  fulfil  a useful  purpose.  From  a long 
practical  experience  I would  say  that  none 
of  my  patients  who  are  imbeciles  or  chil- 
dren require  certification  or  any  legal  over- 
sight of  their  care  whatever.  The  parents 
or  the  local  authority  come  to  us  asking 
for  accommodation.  If  they  wished  to  take 
them  'home  we  would  allow  them  to  do  so. 
Therefore,  I see  no.  need  for  certification 
or  re-certification  of  such  patients.  I would 
say  that  does  not  hold  for  the  feeble- 
minded. I would1  like  to  see  the  legal 
aspect's  cut  down  considerably,  and  T feel 
that  uip  to  30  or  40  per  cent,  of  my  patients 
could  be  cared  for  almost  as  voluntary 
patients  are  in  mental  hospitals.  For  the 
others  I feel  that,  at  present  anyway,  certi- 
fication and  re-certiification  would  be  re- 
quired, and  if  the  .method  adopted  has  been 
for  visiting  magistrates  to  call,  it  could 
continue.  On  the  other  hand,  from  a 
purely  personal  point  of  view  T feel  that, 
as  in  a mental  hospital,  we  could  re-certify 
without  any  magistrate.  During  the  years  the 
magistrates  have  discharged  a number  of 
our  patients,  but  T would  say  that  it  has 
been  on  the  medical  recommendation  and 


I think  those  patients  would  have  been  dis- 
charged in  any  case  irrespective  of  the 
magistrates  with  whom  wc  found  ourselves 
in  agreement  in  their  decision. 

2909.  Do  you  know  of  any  instances  on 
review  at  the  age  of  21,  when  the  justices 
have  power  to  order  discharge,  where  dis- 
charge has  been,  you  would  say,  justifiably 
made  against  the  advice  of  the  Medical 

Superintendent? No,  my  Lord,  I could 

not  say  so ; I think  we  have  reached  a 
point  of  agreement  as  a result  of  discussion. 
I myself  fail  to  see  why  there  should  be 
any  special  review  at  the  age  of  21 ; to  me 
it  might  just  as  well  be  at  the  age  of  7 
or  70 ; but  I cannot  say  it  has  given  rise 
to  any  special  difficulties. 

2910.  In  reviews  where  the  justices  have 
no  power  of  independent  discharge,  has  it 
been  your  experience  that  there  is  much 
difference  of  opinion  between  the  justices 

and  the  Medical  Superintendent? No, 

my  Lord.  When  I have  been  with  the 
justices  myself  \ would  sav  that  almost 
invariably  ,we  have  come  to  a common 
decision  as  to  what  is  best  for  the  patients. 
Unfortunately  I cannot  be  at  all  those 
consultations  myself.  Sometimes  one  of  the 
medical  officers  attends,  but  T would  con- 
firm that  his  experience  was  similar  to  mine. 

2911.  The  justices,  when  giving  their 
evidence,  did  mention  one  case  where  they 
were  somewhat  aggrieved,  I think  owing  to 
a misunderstanding.  I suppose  you  no 
doubt  acted  on  the  report  of  your  local 
welfare  worker  or  whoever  it  was.  They 
said  that  the  Board  of  Control  had  turned 
down  the  Visitors’  advice  without  informing 
them  of  the  reason  for  turning  it  down. 
I think  it  was  a misunderstanding  because 
the  Board  of  Control  in  fact.  I think,  in 
such  cases  normally  renew  the  order  in 
order  to  give  themselves  time  to  think  aind 
'the  patient  may  be  eventually  discharged. 
But  is  that  the  sort  of  case  that  arises 

frequently? Very,  very  infrequently. 

Speaking  from  memory  of  the  minutes,  they 
also  complained  of  a case  where  one  justice 
had  refused  to  certify  and  .they  had  had 
another  justice  to  do  it.  That  is  a question 
for  the  local  authorities.  We  are  not 
touting  for  patients  and  if  one  magistrate 
does  not  certify  and  the  local  authority 
goes  to  another  magistrate  to  certify,  I 
can  merely  give  my  opinion,  later  as  to 
whether  the  patient  is  defective  or  not.  I 
have  known  occasions — very  occasional 
cases — where  the  magistrates  have  recom- 
mended discharge  and'  medical  evidence  has 
been  that  a patient  should  be  retained.  The 
final  authority  for  discharge  is  wholly  in 
the  power  of  the  Board  of  Control  and 
in  those  circumstances  'they  would  review 
all  the  circumstances,  call  for  a further 
report  from  myself  and  then  they  would 
decide.  There  may  have  been  one  or  two 
rare  cases  of  that  kind1  during  the  15’  years 
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I have  been  there.  1 would  say  that,  on 
the  whole,  speaking  from  memory,  the 
Board  has  been  in  agreement  with  the 
medical  opinion. 

2912.  Do  you  think  that  a Medical 
Superintendent  and  all  Hospital  Manage- 
ment Committees  should  have  power  to 
discharge  without  reference  to  the  Board 

of  Control? 1 think  that  the  service 

would  function  as  efficiently  if  that  were 
the  case.  I can  recall  in  my  experience 
only  one  case  in  which  a recommendation 
to  the  Board  of  Control  has  been,  made 
•for  the  discharge  of  a patient  which  they 
have  not  accepted.  Generally  I would  say 
there  would  be  no.  difference  in  the  dis- 
charge of  patients  if  it  were  the  function 
of  the  Hospital  Management  Committee 
instead  of  the  Board. 

(Chairman):  Would  any  member  of  the 
Commission  like  to  ask  questions  on  what 
we  have  been  discussing? 

2913.  (Mrs.  Adrian):  I should1  like  to 
ask  whether  there  is  any  question  of  joint 
user  of  social  workers  between  the  hospital 

and  various  local  authorities? -There  is 

no  joint  user  but  there  is  complete  co- 
operation between,  workers  of  those 
authorities  and  myself,  and1  the  workers 
employed  by  the  Plymouth,  Cornwall, 
Devon  and  Exeter  authorities  keep  me  fully 
and  constantly  informed  of  the  progress 
of  patients  on-  licence. 

2914.  Would  -there  be  any  advantage  in 

having  a joint  user  system? No,  I feel 

that  any  large  mental  deficiency  hospital 
should  have  its  own  social  welfare  depart- 
ment. If,  on  the  other  hand,  you  had  a 
small  hospital  with  very  few  patients  on 
licence,  I think  it  would  be  uneconomical 
for  that  hospital  to  -do  so  and  they  should 
make  agency  arrangements  with  the  local 
authority  or  some  voluntary  body  for  the 
supervision  of  the  patients  on  licence. 

2915.  How  about  the  patients  who  cease 

to  be  on-  licence  and  have  been  supervised 
by  the  visitor  from  the  hospital?  'Is  it 
necessarily  good  for  them  always  -to  -be 
handed  over  to-  the  local  authority  visitor 
or  would  some  pooling  of  services  be  an 
advantage? The  continuity  of  super- 

vision would1  obviously  offer  advantages,  but 
She  patient  h-as  now  to  face  up  to  the 
circumstances  of  life  on  his  own,  and  I 
do-  not  think  there  is  any  serious  adverse 
effect  on  the  patient  to  change  the  person 
responsible  for  supervision. 

2916.  i (Mr.  Bartlett) : Gould1  you  oomment 
on  the  suggestion  that  it  is  bad  for  high- 
grade  patients  to  work  among  low-grade 

patients? All  .patients  are  not  fitted1  for 

the  same  type  of  employment.  Some  lads 
prefer  if-ar-m,  garden  or  labouring  work*  but 
a fair  number  of  our  boys  are  not  suited 
to  that  and  prefer  some  type  of  domestic 
or  hotel  work.  We  have  many  on  licence 
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in  schools  and  in-  agricultural  hostels,  and 
those  boys  do  achieve  their  discharge  and 
become  self-supporting  in  that  way.  During 
the  period  in  the  institution  those  boys  have 
the  opportunity  of  working  among  the  low- 
grade  p-atients,  just  as  t-he  girl's  have.  It  is 
valuable  training  for  them.  To  the  gi-rls 
it  offers  opportunities  of  learning  child  care 
and  mothercraft  in  addition  to  their  domes- 
tic training.  No  element  of  compulsion  is 
used  in  making  them  work.  That  type  of 
work  is  given  for  the  patients  to  benefit  by 
the  training.  I do  -feel  that  there  has  -been 
a misconception-  in  the  attitude  of  the 
justices  towards  this  matter.  We  give  the 
■best  training  we  can  devise  for  the  patient. 


2917.  One  might  also  say  patients  are 
queueing  up  to  have  the  opportunity  for  this 

work?  It  is  good  for  them? "That  is 

indeed  the  case.  I have  seen  criticism  of 
the  mixed  type  of  colony  on  these  grounds, 
and1  I do  feel  that  that  should1  be  clarified. 
Ilf  all  the  high-grade  patients  were  moved 
from  Star-cross  I would'  have  a surplus  of 
nursing  staff  to  look  after  the  low-grades. 

2918.  i (Chairman):  Do  you  think  that 
hostels  for  mental  defectives  throughout 
the  county  should  be  run  ,bv  the  hospital? 

You  have  hostels? We  have  indeed.  1 

think  that  every  large  mental  deficiency 
hospital  should  have  hostels.  That  is  a very 
valuable  half-way  stage  for  the  patient 
leaving  the  institution  prior  to  going  on 
licence.  I have  read’  in-  your  minutes  of 
certain  types  of  hostel  advocaited  away  from 
the  hospital  and'  I would  say  I am  not  in 
favour  o-f  that  type  of  hostel.  I feel  that 
the  local  authority  does  the  domiciliary  care 
and  does  iit  well.  Equally,  I consider  that 
the  residential  care  should  be  in  the  hands 
of  the  Health  Service. 

2919.  The  Health  Service? Under  the 

National  Health  Act.  Anv  residential  care 
should  be  with  the  -hospital  and  later  on 
with  the  local  authority.  Otherwise  I feel. 
Sir,  that  you  would  have  some  dispersion 

0- f  effort  between-  the  two.  You  would 
-have  duplication  and  redundancy,  and  it  is 
in  that  very  type  of  hostel  where  a patient 

1- s  a borderline  patient  that  expert  psychia- 
tric guidance  and  assessment  is  most 
required.  I do  feel  that,  paradoxical  as  it 
may  seem,  a general  practitioner  could  look 
after  an  idiot  and  no  harm  would  result, 
-but  when  dealing  with  t-he  type  of  defective 
suitable  for  a hostel,  you  do  require  the 
medical  care  of  a specialist.  The  -bodily 
care  could  be  well  lo-oked-  after, _ -but  I do 
feel  th-at  we  in-  the1  hospital  service  should 
have  the  residential  care  ,of  patients  and 
the  local  authority  should  remain  chiefly 
interested-  in  the  domiciliary  care. 

292,0.  Yes,  but  if  the  local  authority  has 
the  domiciliary  care,  equally  it  requires 
expert  psychiatric  services?  Wihe.n  a sub- 
normal child  grows  up,  passes  school  leav- 
ing age  and  takes  its  part  m a town  with 
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maybe  .hialf-a-dozeni  sub-normal  children 
employed  in  a factory  close  'by,  it  may  'be 
very  desirable,  especially  if  the  parents  are 
living  in  the  country,  that  some  accommo- 
dation should'  be  provided  for  those 
children.  IDo  you  think  that  should  be 

provided  'by  the  hospital? 1 have  no 

strong  views  on  that  matter.  Iff  the  local 
authority  do  so,  well  and  good.  'I  feel 
myself  that  iit  is  preferable  that  residential 
care  should1  ibe  the  responsibility  of  the 
hospital. 

.20121.  'Even  if  the  residents  in  the  hostel 
have  never  been  to  the  hospital? — * — No,  I 
would  not  say  that.  Sir. 

•2922.  If  a defective  has  never  been  to  the 
hospital  then  it  would1  be  wrong  for  the 
hospital  to  take  responsibility  for  his  care? 
Ye;s. 

29123..  Butt  supposing  you  have  a child 
who  could,  as  far  as  his  mental  state  went, 
be  sent  for  training  to  an  .institution  but  for 
whom  this  is  not  really  necessary  provided 
there  were  suitable  hostel  accommodation, 
who  cannot  go  backwards ^ and  for- 
wards from  his  home  because  it  is  bad  for 
him  for  some  reason  or  other,  do  you  think 
that  child  ought  always  to  go  for  a period 
■to  a mental  deficiency  hospital  and  then  be 
sent  out  on  licence,  or  could  ihe  go  straight 

to  a hostel? 1 feel  the  patient  would  lose 

something  'by  missing  the  expert  assess- 
ment he  can  have  in  a mental  deficiency 
hospital  and  by  missing  the  specialised  lines 
of  training  he  can  have  there,  'but  I do 
not  think  such  a patient  should  come  under 
the  residential  care  of  the  hospital.  If 
hostels  of  that  type  are  built  by  the  local 
authority,  well  and  good.  I do  feel,  how- 
ever, one  wants  to  guard  against  the  dangers 
of  duplication  of  two  kinds  of  hostel. 

2924.  (Dr.  Rees):  Would  you  agree  that 
everyone  who  needs  institutional  care  would 

also  need  expert  psychiatric  advice? 1 do 

indeed  feel  that  it  is  essential  in  that  type 
of  case  which  requires  expert  psychiatric 
advice,  which  the  general  practitioner  is 
not  equipped  to  give. 

2925.  (Chairman):  How  far  are  you 

called  in  by  general  practitioners  as  a 

consultant  in  domiciliary  cases? -Very 

seldom.  My  contacts  are  chiefly  with  the 
mental  welfare  departments  of  the  local 
authorities  and  there  I am  frequently  con- 
sulted to  discuss  the  disposal  of  a case. 

2926.  But  what  happens  when  the  general 
practitioner — the  family  doctor- — finds  that 
a child,  say  a baby  six  months  old,  has 
obviously  not  reacted  as  it  should  have 
done ; there  is  something  wrong.  What 
happens?  Does  he  call  in  some  other 
specialist,  not  yourself,  or  does  he  call  in 

the  Medical  Officer  of  Health? If  there 

was  any  question  of  mental  deficiency,  his 
first  approach  would  be  to  the  Medical 


Officer  of  (Health’s  department  and  very 
often.  I would  be  approached  to  give  an 
opinion. 

2927.  (Sir  Cecil  Oakes):  I thought  a 
moment  ago'  you  said  you  very  seldom  were 
consulted  by  outside  doctors.  Now  you  say 

you  would  be  consulted  by  them? By 

the  Medical  Officer  of  Health’s  department, 
not  by  the  individual  general  practitioner 
/with  whom  contact  iis  made. 

2928.  Would  you  then  go  and  see  the 

child? 1 have  done  sometimes.  More 

often  I receive  a written,  report  on  the  child 
and  we  approve,  or  otherwise,  that  patient 
for  admission.. 

2929.  Would  you  think  it  helpful  if  you 
were  more  often  consulted  and  could  see 

the  child? 1 would  indeed.  Sir.  J do 

not  wish  you  to1  think  that  those  consulta- 
tions do  not  take  place  frequently  : espe- 
cially in  Cornwall  and  Plymouth  I often  call 
to  see  children  outside,  and  I do  think  that 
is  helpful  both  for  the  child  and  myself. 

2930.  (Chairman):  Are  you  the  Regional 

Psychiatrist? No. 

2931.  Where  is  the  Regional  Psychiatrist 

sited? In  the  South  Western  Region  we 

have  no  Regional  Psychiatrist.  For  two 
years  I attended  the  meetings  of  Regional 
Psychiatrists,  representing  the  South  Western 
Regional  Hospital  Board,  merely  because 
at  that  time  I was  chairman  of  our 
psychiatric  advisory  panel  in  that  Region. 
Since  then  one  of  the  permanent  medical 
staff  of  the  Regional  Hospital  Board  has 
attended  the  meetings,  but  we  in  the  South 
Western  Region  have  no  appointment  of 
Regional  Psychiatrist  as  such. 

2932.  (Dr.  Greenwood  Wilson):  Do  you 
think  the  region  suffers  by  not  having  a 

Regional  Psychiatrist? That  is  not  for 

me  to'  say. 

2933.  (Sir  Cecil  Oakes):  Do  you  feel  any 
loss  in  your  service  by  there  not  being  a 

Regional  Psychiatrist? iNo.  The  -present 

medical  officer  on  the  Regional  Board’s 
staff  has  specially  been  delegated  with  the 
care  of  mental  hospitals  and  mental 
deficiency.  He  is  in  touch  with  what  is 
happening  in  mental  health  services 
throughout  the  Region. 

2934.  (Chairman):  There  is  one  final 
question  I would  like  to  ask.  Do  you  feel 
that,  if  domiciliary  care  was  properly  avail- 
able in  co-oiperation  between  the  local 
authority  and  the  hospital  service,  there  arc 
many  children  who  could  be  as  efficiently 
and  properly  dealt  with  at  home  rather  than 

being  sent  to  an  institution? 1 think,  Sir, 

that  co-operation  already  exists  between  the 
local  authorities  and  ourselves.  We  are  in 
constant  contact  with  each  of  them.  _ The 
cases  for  approval  come  to  us  for  considera- 
tion. If  they  can  be  cared  for  at  home  wo 
take  that  into  account.  We  are  not  seeking 
for  them.  It  is  only  if  home  care  is  not 
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available  that  they  come  to  us,  but  I do 
not  think  there  is  any  lack  of  co-operation 
between  the  local  authorities  and  ourselves 
in  reporting  and  discussing  cases  still  in  ithe 
community. 

_ 2935.  But  where  the  question  of  admis- 
sion and  certification  arises,  has  the  home 
had  the  necessary  advice  and  instruotiory 
about  how  to  deal  with  its  mentally  defec- 
tive child? 1 think  the  local  authority 

could  answer  that  better  than  I could.  I 
feel,  sure  they  will  keep  parents  fully 
informed  as  to  what  the  results  of 
certification  would  be. 

2936.  Do  you  think  that  a large  propor- 
tion of  the.  children  who  are  now  admitted 
to  an  institution  would  be  sent  there  if 

admission  was  quite  informal? I do.  I 

do  feel  that  with  all  low-grade  patients 
certification  is  redundant  and  unnecessary. 

I feel  that  if  their  parents  could  send  the 
children  to  us  informally  if  would  be 
preferable.  Then,  if  they  wished'  to  have 
the  child  home  at  any  time,  they  could  do 
so.  If  circumstances  at  home  changed  so 
that  the  parent  could  care  for  the  patient, 
the  patient  could  leave  us. 

2937.  Have  you  got  an  out-patients’ 

clinic  to  which  parents  bring  their  children 
voluntarily? No. 

2938.  There  is  no  psychiatric  clinic? 

There  are  many  psychiatric  clinics,  but  we 
run  no  clinics  in  mental  deficiency. 

2939.  (Mrs.  Adrian)'.  There  is  not  a 
session  for  mental  deficiency  at  any  clinic? 

The  psychiatrists  who  take  those  clinics 

in  Devon  will  there  see  any  mentally 
defective  patients  and  might  refer  them  tO' 
us  having  seen  them,  but  we  take  no  part 
in  the  clinics  although,  as  I said  before, 
we  are  prepared  and  would  be  pleased  to 
do  so. 

2940.  (Dr.  Thomas ):  Dr.  Prentice,  would 
you  give  us  some  information  about  the 
authority  under  which  Royal  Western 
Counties  Hospital  operated  prior  to  1948? 

It  was  a voluntary  hospital,  Sir,  and 

arrangements  were  made  with  the  local 
authority  so  that  a joint  committee  of 
management  ran  the  hospital.  There  was  a 
private  company  who'  ran  the  hospital  with 
the  joint  committee  of  management  on 
which  the  local  authority  was  represented. 
Mr.  Hedger,  our  secretary,  could  give  you 
the  exact  technical  details. 

2941.  The  other  thing  I wanted  to  ask 
you  was  this,  you  sent  over  600  patients 
out  on  licence  over  the  last  five  years,  an 
average  of  about  130  every  year ; from 

what  beddage  was  that  number  sent? 

Ait  present,  Sir,  we  have  approximately 
2,100  patients'  of  all  grades  and  types.  I 

(The  witne 

30642 


think,  again1  approximately,  1,800  of  those 
are  resident.  In  the  first  1 1 months  of  this 
year  we  have  sent  154  patients  on  licence 
and  82  discharges  have  been  granted. 

2942.  That  would  really  represent  a 
turnover  as  high  as  any  mental  deficiency 

hospital  in  .the  country? 1 do  feel  we 

are  rather  advanced. 

2943.  The  other  point  I want  to  ask 

about  is  the  point  you  made  about  the 
reduction  of  nursing  responsibility  in  the 
event  of  your  not  employing  higher-grade 
patients  for  work.  Is  it  your  considered 
opinion  as  an  experienced  Medical  Super- 
intendent that  if  you  did'  not  have  the 
nursing  responsibility  of  looking  after  all 
these  higher-grade  patients,  your  nursing 
problem  as  such  would  be  substantially 
reduced? That  is  so. 

2944.  You  think  it  is  valuable  for  some 
of  your  patients  to  help  in  the  nursing  care 
of  others;  it  is  valuable  for  the  patients 

themselves? 1 do  indeed.  It  is  to  the 

benefit  of  the  patient  to  be  usefully 
employed  in  the  hospital.  Surely  if  occu- 
pation is  accepted  as  being  useful  in  any 
colony  that  occupation  should  be  of  a 
worthwhile  nature  rather  than  of  a sterile, 
profitless  one.  Psychologically,  I would 
say  it  is  better  for  the  patient  to  feel  he  is 
doing  something  of  service  to  the  com- 
munity than  doing  some  academic  .type  of 
task  which  is  not  going  to  help  in  any  way. 

2945.  (Chairman):  Do  you  happen  to 
know  from  your  records  if  any  of  those 
patients  who  had  gone  from  you . on 
licence  have  worked  in  other  hospitals 
as,  say,  assistant  nurses  or  nursing  orderlies 
as  a result  of  the  training  they  have 

had  in  your  hospital? No,  I would 

think  it  would  be  very  unlikely  that  a 
defective  could  take  on  work  of  that 
type.  For  a defective  to  be  appointed  to 
the  nursing  staff  of  any  hospital  I .think 
would  be  wrong.  They  lack  the  intelligence 
and  ability  to  undertake  nursing  duties. 
They  are  there  to  assist  and  help  under 
supervision  but  no  actual  nursing  duties  are 
at  any  time  attempted  by  a defective. 

2946.  I was  thinking  rather  more  of  that 
classification  you  get  in  some  hospitals  of 
orderly  or  nursing  orderly,  that  sort  of 

thing? It  is  possible  that  a defective 

could  do  that,  although  I feel  it  would  be 
rather  unusual.  A few  of  our  defectives 
who  have  been  trained  in  domestic  work 
re-enter  hospital,  and  a fair  number  of 
girls  are  employed,  and  have  been 
employed,  in  domestic  tasks  in  other 
hospitals,  both  on  licence  and  subsequently 
when  discharged. 

(Chairman):  I think  that  completes  our 
questions.  Thank  you  very  much. 

s withdrew .) 
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SIXTEENTH  DAY 
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The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 
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Mr.  C.  Bartlett,  R.M.N. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 

Sir  Russel  Brain,  Bt.,  D.M.,  P.R.C.P. 
Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Sir  Cecil  Oakes,  C.B.E.,  J.P. 


Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Mr.  J.  E.  S.  Simon,  Q.C.,  M.P. 

Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 


Miss  H.  M.  Hedley  ( Secretary ) 


Mrs.  F.  E.  Cayford,  J.P.  ( Chairman  of  the  Council' s Health  Committee),  Or.  J-  A. 
Scott,  O.B.E.,  M.D.  ( Medical  Officer  of  Health ),  Dr.  J.  A.  Herd  M.D.,  D-P.M. 
( Consultant  in  Mental  Health),  Dr.  C.  W.  J.  Ingham,  M.D.  (Principal  Medical  Officer 
dealing  with  mental  deficiency)  and  Mr.  E.  E.  Ryder  on  behalf  of  the  London 
County  Council, 

called  and  examined. 


Memorandum  submitted  by  the  London  County  Council 


TERMS  OF  REFERENCE 

1.  Although  the  terms  of  reference  of  the  Royal  Commission  exclude  consideration 
of  hospital  care  and  treatment  under  the  National  Health  Service  Acts,  it  is  necessary 
to  have  some  regard  to  the  services  -which  should  'be  provided  under  those  Acts  m 
considering  what  further  specific  provision  should  be  made. 


MENTAL  ILLNESS 


The  Council’s  present  functions  and  scope  of  work 

2.  The  Council’s  present  functions  in  regard  to  mental  illness  are : 

(i)  When  necessary,  to  take  initial  proceedings  in  providing  care  and  treatment 

for  persons  suffering  from  mental  illness.  This  duty  is  carried  out  by  officers 
(known  as  mental  welfare  officers)  duly  authorised  to  act  in  accordance  with 
the  provisions  of  Sections  14,  15,  16  and  20  of  the  Lunacy  Act,  1890,  and 
Sections  5 (2)  and  17  of  the  Mental  Treatment  Act,  1930,  as  amended 
by  the  National  Health  Service  Act,  1946. 

(ii)  The  power  and,  to  the  extent  that  the  Minister  directs,  the  duty  to  make 

arrangements  for  the  care  and  after-care  of  persons  suffering  from  mental 
illness  (Section  28,  National  Health  Service  Act,  1946). 


3 Attached  is  a statement  showing  the  numbers  of  cases  dealt  with  by  the 
Council’s  mental  welfare  officers  (duly  authorised  officers)  in  -London  during  the 
year  ended  31st  December,  1953,  and  the  means  of  disposal  of  the  .patients 
( Appendix  I). 


4 It  will  be  seen  that  during  the  year  inquiries  were  necessary  in  8,081  cases, 
i.e.  'an  average  of  22  on  every  day  of  the  year.  This  has  necessitated  the  employment 
of  23  authorised  officers  exclusively  on  this  work.  In  most  cases,  the  mental  welfare 
officer  is  called  in  by  the  doctor  attending  the  patient.  The  service  is  available 
continuously  throughout  the  24  hours  of  each  day  A good  proportion  of  casa 
call  for  action  outside  normal  office  hours,  e.g.,  of  the  750  cases  referred  to  the 
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officers  during  the  month  of  January,  1954,  501  arose  during  normal  office  hours, 

124  in  the  evenings  up  to  9 p.m.,  on  Saturday  afternoons  or  on  Sundays,  and 

125  between  the  hours  of  9 p.m.  and  9.30  a.m.  These  figures  indicate  the  scope 
of  the  work  in  the  Administrative  County  of  London  with  its  estimated  population 
of  3,343,000,  i.e.,  about  one-thirteenth  of  the  total  population  of  England  and  Wales. 
London  is  served  by  13  mental  hospitals,  only  .two  of  which  are  within  the  County. 

5.  In  the  Council’s  proposals  for  carrying  out  its  duties  under  Section  51  of  the 
National  Health  Service  Act,  1946,  which  were  approved  by  the  Minister  of  Health 
on  1st  May,  1948,  it  was  stated  that  it  was  the  intention  to  continue  the  practice 
previously  followed  by  relieving  officers  in  London  of  dealing  with  all  patients 
•needing  removal  by  the  mental  welfare  officers,  by  admitting  them  in  the  first  instance 
to  accommodation  specially  designated  for  the  purposes  of  Section  20  of  the  Lunacy 
Act,  1890  (observation  wards).  Owing  to  the  shortage  of  this  accommodation,  how- 
ever, this  has  frequently  not  been  possible  and  it  has  become  increasingly  necessary 
to  bring  patients  before  a justice  under  Sections  14  and  16  of  the  Lunacy  Act,  1890, 
in  their  own  homes  or  elsewhere  than  in  an  observation  ward,  with  a view  to  their 
direct  admission  to  a mental  hospital.  It  will  be  seen  from  Appendix  I that  it  was 
necessary  to  resort  to  this  procedure  in  no  fewer  than  1,416  cases  during  1953. 


Compulsory  removal  of  persons  of  unsound  mind 

6 The  Council  adheres  to  its  opinion  that  all  persons  needing  compulsory  removal 
should,  in  the  first  instance,  be  admitted  to  an  observation  unit,  which  should  not  be 
a part  of  a mental  hospital.  These  units  should  be  sorting  grounds  for  deciding 
the  appropriate  means  by  which  the  further  care  and  treatment  of  the  patients  should 
be  provided. 

7 xhe  ideal  arrangement  would  no  doubt  be  for  all  cases  to  be  seen  by  a specialist 
in  osvchiatrv  before  removal,  but,  in  view  of  the  numbers  involved  and  the  urgency 
in  many  cases,  this  would  not  normally  be  feasible.  Since  compulsory  removal 
involves  considerations  which  are  not  solely  medical,  but  are  also  concerned  wiffi 
urgent  questions  affecting  the  liberty  of  the  subject  and  the  safety  of  the  individual 
or  the  public,  it  is  not  entirely  inappropriate,  and  it  is  certainly  more  practical,  that 
the  immediate  action  should  continue  to  be  taken  as  it  is  now,  by  laymen.  It  seems 
undesirable,  however,  to  leave  to  a layman  the  decision  as  to  which  cases  should 
be  brought  directly  before  a justice  with  a view  to  certification  and  admission  to  a 
mental  hospital  and  as  to  which  should  be  admitted  to  an  observation  ward. 

Advantages  of  observation-ward  system 

8 Admission  to  an  Observation  ward  avoids  the  need  for  certification  and 

admission  to  mental  hospital  in  many  cases.  Frequently  the  acute  symptoms  mani- 
fested by  patients  disappear  after  a few  days  in  an  observation  ward,  and  many 
paUents  can  then  be  adStted  to  mental hospitals  on  a voluntary  basis  or  to  general 
hospitals,  without  formality,  or  even  discharged  to  their  homes.  .... 

0 Table  B of  Appendix  I shows  in  detail  the  numbers  of  patients  admitted  to 

nhseJation  wards  during  1953  who  were  dealt  with  by  other  means  than  admission 
observation  warns  auring  « n0(  be  assumed  from  this  that  the  patients  were 

wrongTy  admittedP  to  the observation  ward  in  the  first  instance.  As  Previously  stated 

aS  1,8^Vn™7tals  o^to  Psychiatric  out-patient  clinics  or  were  admitted  to  welfare 
general  hospitals  " observation  wards  showed  mental  symptoms 

of  ^o^rc^u^^^a^nature^hat^having  regard  to  available  resources,  their  removal 

thereto  was  essential.  . admission  to  an  observation  ward  is  that  the 

10.  An  added  reason  in  f . °^bich  an  authorised  officer  is  required  to  bring 
present  period  of  three  rough?  to  his  notice,  is  frequently  quite  inadequate  to 

Xffiqffiry^be  made^ffie  relatives  and  friends  of  the  pabentte  be 
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•properly  consulted.  The  authorised  officers  are  called  upon  to  deal  with  many 
patients  whose  homes  and  relatives  are  in  other  parts  of  the  country,  and  the 
relatives  are  often  quite  unaible  to  attend  the  proceedings  or  even  to  submit,  their 
representations  owing  to  the  short  notice  they  receive.  Speedy  action  is,  of 
course,  necessary  if  the  patient  is  not  under  proper  restraint,  but  if  he  is  admitted 
to  an  observation  ward  more  time  can  be  permitted  for  investigation  and  inquiry, 
and  the  patient  and  his  relatives  can  be  saved  the  impression  that  certification  and 
removal  to  a mental  hospital  have  been  effected  with  undue  haste.  Even  if,  as  in 
Northern  Ireland,  it  should,  be  decided  to  dispense  with  certification,  some  patients 
must  still  be  admitted  to  mental  hospitals  without  their  consent,  and  the  considera- 
tions mentioned  above  remain  applicable  in  these  cases  by  whatever  machinery 
the  patients  may  be  admitted. 


Observation-ward,  accommodation  needs 


11.  -It  is  estimated  that  the  present  provision  of  observation-ward  accommodation 
in  London,  which  is  set  out  below,  would  be  sufficient  for  the  needs  of  London  if 
elderly  patients  were  dealt  with  in  the  manner  suggested  in  paragraph  13 : 


Fulham  Hospital  

St.  John’s  Hospital,  Battersea 

St.  Pancras  Hospital  

St.  Francis  Hospital,  Camberwell 
St.  Clement’s  Hospital,  Poplar  . . . 

Totals ... 


Accommodation 

Male 

Female 

Total 



19 

19 

8 

8 

IS 

38 

38 

76 

41 

41 

82 

12 

12 

24 

99 

118 

217 

Senile  patients 

12.  One  of  the  consequences  of  the  increased  longevity  of  the  population  is  the 
increasing  number  of  old  people  who  are  being  admitted  to  mental  hospitals.  It 
has  been  ascertained  from  a recent  review  that  no  less  than  34  per  cent,  of  the 
patients  with  whom  the  duly  authorised  officers  are  called  upon  to  deal  are  over 
65  years  of  age.  Admission  to  mental  hospital  is  not  only  distressing  to  these 
patients  and  their  relatives,  but  detrimental  to  the  recoverable  patients  as  well.  It 
is  not  difficult  to  imagine  the  effect  on  an  anxious  or  depressed  patient,  with  full 
insight  into  his  or  her  condition,  of  admission  .to  a mental  hospital  accommodating 
large  numbers  of  senile  patients.  The  effect  on  the  patient’s  relatives  and  friends 
is  equally  bad  and  antipathy  to  mental  hospitals  is  thus  nourished. 

Provision  of  psychiatric  geriatric  units 

13.  Before.  July,  1948,  the  provision  made  by  the  Council  at  Tooting  Bee  Hospital 
for  the  reception  of  elderly  senile  patients  was  reasonably  adequate  to  avoid  the 
certification  and  admission  to  mental  hospitals  of  all  London  patients  over  70  years 
of  age  who  were  in  need  of  hospital  treatment  because  of  mental  disorder  and  who 
had  never  previously  'been  certified.  In  addition,  many  old  people  under  that  age 
were  admitted  to  the  hospital  under  Section  24  (3)  of  the  Lunacy  Act,  1890.  On  the 
transfer  of  the  hospitals  to  the  Minister  of  Health  in  1948,  the  technical  status 
of  Tooting  Bee  Hospital  was  changed  to  that  of  a mental  hospital,  but  the  Council’s 
practice  of  admitting  old  people  over  70  without  certification  has  been  continued. 
Since  July,  1948,  the  North-West  Metropolitan  Regional  Hospital  Board  has  provided 
about  150  beds  for  senile  patients  at  Abbots  Langley  Hospital.  Owing  to  the  increas- 
ing number  of  old  people  needing  hospital  treatment,  however,  the  accommodation  at 
these  hospitals  is  not  sufficient  and  many  old  people  are  now  being  certified  and 
admitted  to  mental  hospitals.  In  order  to  avoid  this  as  far  as  possible  it  is  felt 
that  facilities  should  now  be  provided  to  enable  special  consideration  to  be  given 
to  the  means  of  dealing  with  all  old  people  over  the  age  of  65.  It  is,  therefore,  urged 
that,  except  for  grossly  disturbed  patients  who  require  immediate  psychiatric  care  and 
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cannot  await  further  clinical  assessment — and  it  is  estimated  that  these  constitute 
only  about  20  per  cent,  of  the  patients  over  65  years  of  age  referred  to  the  duly 
authorised  officers  for  removal — no  patient  over  65  should  be  admitted  to  an  observa- 
tion unit.  Psychiatric  geriatric  units  of  the  type  envisaged  by  the  Ministry  of  Health 
(i Circular  R.H.B.  (50)  26)  should  be  established  with  in-patient  accommodation  for 
short-stay  and  long-stay  cases , to  which  all  patients  over  65,  except  the  grossly  dis- 
turbed, should  be  sent  for  assessment  and  admission  if  necessary.  The  provision 
of  an  out-patient  clinic  at  each  of  these  units  would  be  essential  to  assess  the  suit- 
ability for  admission  of  short-stay  and  long-stay  cases,  to  prevent  the  admission  of 
those  who  are  clearly  too  grossly  disturbed  and  to  sort  out  those  who  are  more 
suitable  for  other  disposal  such  as  admission  to  general  hospitals  or  to  welfare 
accommodation  or  even  treatment  by  the  general  practitioner.  In  time,  the  out- 
patient clinic  would  be  used  by  general  practitioners  for  advice  on  treatment  without 
admission.  The  services  of  a psychiatric  social  worker  would  ensure  the  very 
necessary  consideration  and  assessment  of  the  social  aspects  of  cases. 

14.  The  psychiatric  geriatric  units  should  not  Ibe  large.  Bearing  in  mind  the 
availability  of  Tooting  Bee  and  Abbots  Langley  Hospitals  for  the  reception  of 
■elderly  senile  patients  from  London,  it  is  estimated  that  the  provision  of  one  unit 
•with  in-patient  accommodation  for  75  patients,  rising  to  150  in  three  or  four  years, 
in  a proprotion  of  one  male  to  two  females,  and  one  short-stay  bed  to  six  long- 
stay  beds,  with  two  out-patient  clinics  a week,  by  each  of  the  four  metropolitan 
Regional  Hospital  Boards  would  be  sufficient  to  meet  the  needs  of  London  for  the 
foreseeable  future,  although  a waiting  period  of  some  weeks  might  be  necessary 
for  long-stay  cases.  Such  provision  would  save  many  patients  and  their  relatives 
the  pain  and  distress  caused  by  certification  and  admission  to  a mental  hospital. 
Some  mental  hospitals  have,  it  is  understood,  achieved  quite  outstanding  success 
•in  rehabilitating  aged  patients,  but  it  seems  reasonable  to  hope  that  small  specialised 
•establishments  would  achieve  better  results  than  can  be  expected  in  a large  mental 
•hospital,  where  the  limited  resources  are  likely  to  be  devoted  to  the  more  hopeful 
cases,  leaving  the  senile  patients  with  a minimum  of  custodial  care  and  essential 
•physical  treatment.  It  is  suggested  that  it  would  be  preferable  for  the  proposed 
'units  to  be  linked  with  general  hospitals  rather  than  with  mental  hospitals. 


Provision  of  after-care  homes 

15  In  addition  to  the  proposed  geriatric  units,  it  is  suggested  that  there  is  a 
need’  for  more  small  homes  of  the  type  provided  by  the  Mental  After  Care 
Association,  -or  like  Moor  Place  provided  by  the  National  Association  tor  Mental 
Health,  run  by  a small  skilled  non-medical  staff  in  which  long-term  quiet  senile 
dementia  patients  can  be  accommodated.  These  patients  can  have  more  pronounced 
mental  symptoms  than  those  .who  are  suitable  for  welfare  homes,  but  they  must 
not  be  so  abnormal  in  behaviour  as  to  have  an  adverse  effect  on  others,  must  be 
ambulant  but  not  wanderers,  and  must  be  able  to  appreciate  their  environment. 
At  31st  December,  1953,  the  Council  was  paying  for  the  maintenance  of  90  patients 
in  homes  of  this  type.  There  are  no  doubt  many  aged  patients  in  mental  hospitals 
who  could  be  suitably  accommodated  in  such  homes  if  they  .were  available,  and  it 
is  a matter  for  consideration  whether  local  authorities  should  be  encouraged  to 
provide  homes  of  this  kind. 

Domiciliary  preventive  care  and  after-care 

16  Since  1949  the  Council  has  provided,  first  through  the  agency  of  the  National 
Association  for  Mental  Health  and  the  Mental  After  Care  Association,  and  latterly 
by  the  direct  employment  of  its  own  psychiatric  social  .workers  working  m associa- 
tion with  the  Council’s  consultant  psychiatrist,  a domiciliary  care : and  after-care 
service,  under  which  patients  are  Misited  or  interviewed  privately  at  the  County  Hall 
by  psychiatric  social  workers.  Such  help  as  is  possible  is  given  to  enable  the  patients 
to  cone  with  their  domestic,  social  or  employment  troubles.  By  this  means  it  is 
hoped  to  prevent  serious  breakdown  or  relapse,  and  where  necessary  to  ensure 
that  early  treatment  is  sought. 
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17.  Since  the  service  was  undertaken  directly  by  the  Council  on  1st  April,  1953, 
when  it  iwas  again  specially  brought  to  the  notice  of  all  general  medical  practitioners 
in  the  County  of  London  and  to  the  medical  staff  of  all  hospitals  (including  mental 
hospitals)  concerned,  the  number  of  cases  referred  has  doubled  but  it  would  still 
appear  that  insufficient  attention  is  given  to  the  question  of  after-care  of  patients 
discharged  from  psychiatric  hospitals.  During  the  nine  months  April  to  December, 
1953,  239  cases  were  referred  for  action  under  the  scheme  by  various  agencies  as 
follows : 


Referred  by 

General  practitioners  

Mental  hospitals  

Observation  units 

General  hospitals 

Psychiatric  out-patient  clinics  

Patients  themselves  

Relatives  and  friends  

Ministry  of  Labour  

National  Assistance  Board  ; 

Health  visitors  and  other  officers  of  the  Council 

Mental  deficiency  institutions  

Institute  of  Social  Psychiatry  

Other  agencies  


Number 

29 

29 

6 

18 

10 

12 

11 

3 

18 

41 

2 

12 

48 


239 


It  will  be  observed  that  only  29  cases  were  referred  'by  mental  hospitals;  of 
these  12  were  referred  by  one  hospital. 

Need  for  systematic  consideration  to  bie  given  to  needs  of  each  patient 

18  During  the  seven  months  January  to  July,  1952,  in  700  consecutive  cases 
referred  to  the  duly  authorised  officers,  in  which  the  patient  had  previously  been  m 
a mental  hospital,  inquiry  was  made  of  the  patient  and  the  patient’s  relatives 
whether  or  not  after-care  had  been  provided.  In  13-8  per  cent,  of  the  cases,  after- 
care had  been  given  by  the  hospital ; in  0-4  per  cent,  the  patient  had  been  referred 
to  the  Council  for  after-care ; in  6-7  per  cent,  re-admission  had  been  so  soon  after 
discharge  that  the  question  did  not  arise ; in  2-5  per  cent,  the  patient  was  unwilling 
to  co-operate  ; in  16  6 per  cent,  it  could  not  be  ascertained  whether  after-care  was* 
available,  and  in  60  per  cent,  no  after-care  was  given.  Over  70  per  cent,  of  mo 
700  patients  had  been  discharged  during  the  previous  18  months. 

19  The  Council  is  of  opinion  that  a definite  duty  should  be  placed  on  the  Physician 
Superintendent  and  all  of  his  staff  who  are  concerned  with  the  discharge  of  patients 
to  consider  in  every  case  of  discharge  (a)  whether  the  patient  would  benefit  by  after- 
care and  ( b ) if  the  patient  consents  to  after-dare,  whether  it  should  be  provided 
by  the  hospital  or  by  the  local  authority.  There  will  be  some  cases  in  which 
it  is  in  the  best  interests  of  the  patient  and  a practical  proposition  for  the  hospital 
to  continue  supervision  of  the  patient,  but  there  will  be  other  cases  in  which  it  will 
be  more  expedient  for  the  local  authority  to  carry  out  such  work  (with  trained 
stiff)  because  e.g.,  of  the  distance  of  the  patient's  residence  from  the  hospital  and 
the  limited  amount  of  after-care  which  can  'be  provided  by  .hospital  staff  having  many 
other  commitments.  To  facilitate  the  handing  over  of  such  cases,  arrangements 
should  be  made  for  periodic  personal  contacts  between  the  hospitals'  and  the  local 
authorities’  psychiatric  social  workers.  It  is  suggested  that  it  would  be  a convenient 
and  suitable  arrangement  if  on  the  discharge  notice,  a copy  of  which  the  hospital  is 
required  to  send  to  the  local  authority  in  respect  of  each  patient  discharged,  a 
record  were  made  of  the  hospital  doctor’s  decision  as  to  the  suitability  of  the  ' patient 
for  after-oare  and  whether  it  should  be  provided  by  the  hospital  or  'the  local 
authority. 
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20.  It  is  considered  that  with  the  -present-day  pressure  on  beds  in  mental  hospitals 
.and  the  need  to  discharge  patients  as  soon  as  practicable,  the  question  of  after-care 
tends  to  be  overlooked.  Every  week  about  .100  patients  are  discharged  from  mental 
hospitals  into  the  area  of  the  London  County  Council.  At  the  same  time  the 
re-admission  rate  of  discharged  patients  is  very  high.  About  20  per  cent,  of  the 
•patients  admitted  to  mental  hospitals  through  the  Council’s  duly  authorised  officers 
have  previously  been  in  mental  hospitals.  Many  others  are  re-admitted  as  voluntary 
patients  without  reference  to  the  duly  authorised  officers.  It  is  known  that  very 
-few  of  these  patients  have  received  any  sort  of  after-care  either  from  the  hospital 
or  from  the  local  authority.  The  high  discharge  and  re-admission  rates  are,  no 
doubt,  partly  due  to  the  voluntary  system  of  admission  and  the  extension  of  Section 
72  of  the  Lunacy  Act,  1890,  by  the  National  Health  Service  Act,  1946,  to  all 
certified  patients.  It  is  not  desired  that  any  action  should  be  taken  to  make  discharge 
from  mental  hospitals  more  diffioult,  but  the  facts  suggest  that  serious  consideration 
should  be  given  to  the  possibility  of  organising  the  provision  of  after-care  »on  a 
more  -systematic  and  comprehensive  basis. 

21.  It  has  been  suggested  that  perhaps  one  of  the  reasons  why  so  few  cases  are 
referred  to  the  local  authority  for  after-care  by  mental  hospitals  is  the  fear  that 
the  very  personal  and  intimate  information  about  patients  which  it  would  be  neces- 
sary to  transmit  would  not  be  kept  confidential.  The  need  for  the  observance  of 
secrecy  cannot  be  too  strongly  stressed.  So  far  as  the  Council  is  concerned 
assurance  can  be  given  that  all  information  is  treated  in  the  strictest  confidence. 


Need  to  avoid  overlapping 

22.  In  preventive  care  of  patients  who  have  not  been  in  mental  hospitals  and 
the  after-care  of  those  who  have;  it  is  frequently  discovered  that  several  different 
social  agencies  are  trying  to  help  the  same  family.  This  often  leads  to  overlapping 
of  work  and  could  be  avoided  to  some  extent  if  hospital  staffs  and  general 
practitioners  took  the  initiative  in  referring  suitable  cases,  and  friends  and  relatives 
were  not  left  to  seek  help  independently  from  various  sources.  ‘It  ils  relevant  to 
state  that  during  the  nine  months  ended  31st  December,  1953,  73  patients  who 
had  been  discharged  from  mental  hospitals  during  the  previous  three  years  were 
referred  by  other  agendas  to  the  Council  for  after-care. 


Admission  of  neurotic  patients  to  mental  hospitals 

23.  The  psychiatric  social  worker  concerned  -with  preventive  care  and  after-care 
may  from  time  to  time  feel  it  is  in  the  best  interest  of  the  patient  that  he  or  she 
should  be  admitted  or  re-admitted  to  a mental  hospital.  The  degree  of  persuasion 
required  to  secure  the  agreement  to  such  a suggestion  of  a patient  suffering  from 
neurosis  would  undoubtedly  ,bc  less  if  in  every  case  the  patient  could  be  assured 
that  there  would  be  no-  contact  with  psychotic  cases,  and  if  no  formalities  were 
required  to  secure  admission.  Such  patients  are  in  any  case  far  more  willing  to 
enter  a neurosis  unit  entirely  separate  from  a mental  hospital  and  it  is  to  be 
hoped  that  future  planning  will  include  adequate  accommodation  in  units  or 
hospitals  of  this  type.  Although  they  should  be  separate  establishments,  these 
units  should  be  grouped  with  mental  hospitals  for  staffing  purposes  so  that  the  staff 
at  mental  hospitals  can  be  interchangeable  with  those  at  the  neurosis  units. 

24  Withdrawal  of  formalities  when  voluntary  patients  are  admitted  to  mental 
hospitals,  including  the  necessity  to  give  notice  of  discharge,  would  meanwhile  be 
an  advantage.  The  Council  considers  that  the  same  procedure  for  admission  and 
discharge  should  apply  to  neurosis  cases  as  to  physical  cases. 

25  It  is  doubtful  whether  the  change  of  name  of  a mental  hospital  to  exclude  the 
word  “ mental  ” has  proved  to  be  of  much  psychological  value.  The  conception 
of  these  hospitals  by  a large  section  of  the  public  is  still  that  they  are  places  for  the 
custody  of  the  insane.  This  causes  neurotic  patients  to  dread  admission  and  the 
associated  fear  tends  to  aggravate  their  neurosis  and  in  some  cases  even  prevents 
them  from  consulting  a doctor  at  the  earliest  stage  of  their  illness.  It  is  suggested 
that  although  neurosis  and  insanity  may  .exist  in  the  same  patient  at  the  same  time, 
legal  definition  should  distinguish  between  insanity,  which  might  be  described  as 
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mental  illness,  and  neurosis,  which  could  be  classified  as  nervous  illness.  The 
[present  use  of  the  term  “ mental  ” to  cover  all  types  of  psychiatric  disability  has 
disadvantages. 

MENTAL  DEFICIENCY 
The  Council’s  present  functions  and  scope  of  work 

26.  The  Council’s  present  functions  in  regard  to  mental  deficiency  are: 

The  duty  of  ascertaining  what  persons  in  its  area  are  defectives,  of  providing 
suitable  supervision  or  taking  steps  to  -secure  that  the  defectives  are  placed 
under  institutional  care  or  guardianship,  and  of  providing  training  and  occupa- 
tion for  those  defectives  under  supervision  or  guardianship  'who  are  in  need 
of  it. 

27.  The  numbers  of  new  cases  brought  to  the  notice  of  the  local  authority  during 
the  year  ended  31st  December,  1953,  the  numbers  admitted  to  institutions,  placed 
under  guardianship  and  supervision  during  -the  year  and  the  total  numbers  under 
guardianship,  under  supervision,  attending  occupation  centres  and  awaiting  admission 
■to  institutions  in  'London  at  31st  December,  1953,  are  set  out  in  the  following 
table : 

New  cases  brought  to  notice  during  the  year  and  sources  of  notification 

By  local  education  authority  ••• 

By  police  for  action  under  Section  8 of  the  Mental  Deficiency  Act, 

1913  

By  Home  Office  whilst  child  was  in  ail  approved  school  for  action 

under  Section  9 of  the  Mental  Deficiency  Act,  1913  

By  hospitals  and  institutions  

From  miscellaneous  sources  

Total  referred 


533 

24 

2 

97 

231 

887 


Action  taken  during  the  year 

Admitted  to  institutions  

Placed  under  guardianship  

Placed  under  statutory  supervision  

Total  ... 

Position  as  at  31sr  December,  1953 

Under  guardianship  

Under  statutory  supervision  

Attending  occupation  centres  

Awaiting  institutional  care  

Need  for  change 

28  Social  conditions  and  ideas  in  relation  to  mental  deficiency  have  changed 
considerably  since  the  Mental  Deficiency  Act  was  passed  in  1913  and  changes  in 
the  law  are  overdue.  These  are  particularly  necessary  as  regards  methods  of 
admission  to  institutions,  discharge  and  review  of  orders  of  detention,  but  other 
changes  are  also  desirable.  In  the  recommendations  which  follow,  every  attempt 
has  been  made  to  bring  the  care  and  treatment  of  persons  suffering  from  mental 
deficiency  as  far  as  possible  into  line  with  the  treatment  of  persons  suffering  from 
other  illnesses. 


306 

2l! 

735 

1,062* 


223 

4,8157 

783} 

200 


Definition  of  defectiveness 

29.  The  Council  has  no  observation  to  make  on  the  definition  of  mental  defec- 
tiveness except  to  say  that  it  is  of  opinion  that  it  would  be  a mistake  to  attempt  to 
include  psychopaths  and  other  social  misfits  within  the  legislative  provisions  for 

.mental  defectives. — 

~ *"Some  of  these  were  originally  brought  to  notice  in  previous  years. 

t In  addition,  1,055  cases  are  visited  on  an  informal  basis. 

t These  are  accommodated  in  19  occup  ttion  centres  provided  by  the  Council— 10  for  juniors 
under  16  of  both  sexes,  four  for  older  girls  and  women  and  five  for  older  boys  and  men. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  LONDON  COUNTY  COUNCIL 


5.73 


Classes  of  defectives 

30.  It  is  considered  that  the  present  classification  of  defectives,  namely,  idiots, 
imbeciles,  feeble-minded  persons  and  moral  defectives,  should  be  revised.  The 
terms  “ idiot  ” and  “ imbecile  ” are  hurtful  to  the  feelings  of  parents  and  friends 
of  patients  and  it  is  suggested  that  both  these  classes  might  be  reclassified  under 
the  description  “ mentally  defective  persons  ” and  that  “ feeble-minded  persons  ” 
might  be  described  as  “ mentally  sub-normdl  persons 

31.  The  existing  definition  of  moral  defectives  is  such  that  no  person  can  come 
within  it  unless  he  also  falls  within  one  of  tihe  other  classes.  It  is  therefore  sug- 
gested that  this  classification  should  be  abolished.  No  person  has  been  classified 
under  this  heading  by  the  Council’s  medical  officers  for  many  years. 


Institutional  care 

32.  Hitherto,  admission  to  a mental  deficiency  institution  has  in  the  majority  of 
cases  been  secured  on  the  petition  of  an  authorised  officer  of  the  local  authority 
by  an  order  of  a judicial  authority  in  accordance  with  the  provisions  of  Sections  5 
and  6 of  the  Mental  Deficiency  Act,  1913,  although,  since  the  introduction  of  the 
National  Health  Service  in  1948,  an  increasing  number  of  patients  has  been  admitted 
under  the  less  formal  procedure  provided  by  Section  3 of  the  Act  of  1913. 


Admission  at  parents’  request 

33.  An  order  on  petition  effects  extensive  restrictions  on  the  rights  and  powers 
of  parents  as  regards  leave  of  absence,  licence  and  discharge  even  when,  as  in  the 
great  majority  of  cases,  the  order  is  made  at  their  request.  Moreover,  the  procedure, 
when  the  parents  consent,  is  unnecessarily  cumbersome  and  formal.  Even  when 
the  admission  of  the  patient  is  arranged  entirely  at  the  instance  of  the  parent  under 
Section  3,  the  Board  of  Control  has  the  power  to  veto  discharge  and  the  patient  is 
subject  to  the  same  rules  and  regulations  regarding  leave,  licence,  transfer  and 
judicial  review  as  patients  detained  under  order. 

34.  It  is  therefore  suggested  that,  where  the  parents  or  guardians  desire  institutional 
care,  the  formalities  should  be  reduced  to  the  minimum  and  that  the  present  pro- 
cedure for  the  admission  of  idiots  and  imbeciles  under  Section  3,  namely,  the 
production  of  the  consent  of  the  parent  or  guardian  and  two  supporting  medical 
certificates,  at  least  one  of  which  must  be  by  a doctor  approved  for  the  purpose 
by  the  local  health  authority  or  the  Ministry  of  Health,  would  be  appropriate  for  all 
defectives.  In  such  cases,  however,  the  parents  should  have  the  right  to  direct  the 
discharge  of  the  defective  at  any  time  on  giving  proper  notice.  These  arrangements 
should,  with  necessary  safeguards,  include  provision  for  short-term  care  to  meet 
temporary  emergencies. 


Compulsory  admission  and  detention 

35.  There  are,  however,  cases  where  ithere  are  no  parents  living  or  the  parents 
cannot  be  traced  or  they  are  opposed  to  the  provision  of  institutional  care,  and 
detention  is  desirable  in  the  interests  of  the  defective  or  of  the  community  or  of  both. 
Under  present  conditions  of  social  security,  these  represent  only  -a  small  proportion 
of  the  cases  dealt  with  and  may  be  classified  as  follows: 


(a)  Defectives  who  are  not  receiving  adequate  care,  either  because  their  parents 

are  dead  and  there  are  no  guardians  or  because  the  parents  or  guardians  are 
unable,  unwilling  or  unfit  to  have  the  care  of  the  defective. 

(b)  Defectives  who  are  not  under  proper  control,  evidence  of  which  is  shown, 
e.g.,  by  marked  anti-social  conduct. 

36  In  these  cases,  some  such  procedure  as  is  at  present  laid  down  under  Sections 
5 and  6 of  the  Mental  Deficiency  Act,  1913,.  i.e.,  petition  and  judicial  order,  would 
appear  to  be  desirable.  It  should,  however,  be  necessary  for  convincing  proof  of 
the  absence  of  care  or  control  to  be  produced  and  it  should  be  clearly  shown  that 
admission  to  an  institution  is  in  the  best  interests  of  the  defective.  Where  these 
proofs  are  produced  the  judicial  authority  should  not  be  debarred,  as  it  is  debarred 
at  present,  from  making  an  order  even  if  the  consent  of  the  parent  is  withheld 
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with  the  bona  fide  intention  of  benefiting  the  defective.  An  honest  intention  can 
be  very  mistaken  and  'misguided.  It  is  very  difficult  to  bring  definite  proof  that  a 
person’s  intentions  are  actuated  by  bad  faith  and  in  any  case,  even  if  they  are  not, 
it  does  not  follow  that  the  wishes  of  the  parents  are  in  accordance  with  the  best 
interests  of  the  defective,  -which  should  be  a paramount  consideration  A summary 
of  a case  illustrating  this  point  is  attached  to  this  statement  of  evidence  (Appendix  II). 
Power  should  be  granted  to  enable  the  attendance  of  a defective  and  his  or  her 
parents  before  a judicial  authority  to  be  enforced,  if  necessary,  on  production  of 
prima  facie  evidence  of  lack  of  proper  care  or  control 


Criminal  cases 

37  Among  the  persons  included  in  class  (b)  in  paragraph  35  above  are  those 
found  guilty  of  criminal  offences.  At  present,  defectives  found  guilty  of  offences 
punishable  by  imprisonment  may  be  dealt  ‘with  by  the  appropriate  court  by  being 
ordered,  under  Section  8 of  the  Mental  Deficiency  Act,  1913,  to  be  sent  to  an 
institution  It  is,  of  course,  desirable  that  defectives  dealt  with  under  the  criminal 
code  should  not  be  sent  to  prison.  It  should  be  borne  m mind,  however,  that 
defectives  coming  within  the  scope  of  this  provision  are  usual  y feeble-minded 
persons  i.e.,  the  highest  grade  of  defective,  and  frequently  the  offence  committed 
is  of  a ’petty  nature  with  a maximum  punishment  of  a few  months’  imprisonment 
or  less.  Since  in  many  cases,  buit  for  the  commission  of  the  offence,  committal  to 
■an  institution  would  not  have  arisen,  it  is  not  unnatural  that  a strong  sense  of 
grievance  should  be  harboured  by  the  defective  and  his  or  her  relatives  if,  in 
lieu  of  a fine  or  short  term  of  imprisonment,  he  or  she  is  sent  to  an  institution 
for  a period  which  may,  and  often  does,  continue  for  years. 

38  The  recommendation  made  later  in  this  statement  of  evidence  regarding  the 
judicial  review  of  orders  for  compulsory  detention  ( paragraph  44)  would  go  some 
way  towards  removing  this  objection.  Nevertheless,  it  is  unjust  that  a defective 
should  continue  to  be  labelled  as  a criminal  patient  beyond  the  maximum  period  of 
imprisonment  which  could  have  been  imposed  for  his  or  her  offence.  It  is  therefore 
considered  that,  although  it  is  desirable  that  orders  made  in  these  cases  should  be 
regarded  as  a means  of  providing  training  and  not  as  a punishment,  a defective 
detained  under  such  an  order  should,  unless  previously  discharged,  be  automatically 
discharged  at  the  end  of  the  year  in  which  the  maximum  term  of  imprisonment  winch 
could  have  been  imposed  expires,  unless  he  or  she  is  retained  in  the  institution 
at  the  instance  of  his  or  her  parent  or  a fresh  order  is  obtained  on  the  ground  that 
proper  care  or  control  cannot  be  provided. 

Special  institutions  for  the  feeble-minded 

39  It  was  evidently  envisaged  in  1913  that  when  institutional  care  was  necessary 
detention  would  be  for  a prolonged  period  of  years  and  perhaps  for  life.  While 
this  may  still  bo  broadly  true  as  regards  idiots  .and  imbeciles,  it  is  certainly  not  true 
of  the  feeble-minded.  ‘It  is  now  known  that  the  overwhelming  majority  of  feeble- 
minded persons  are  fully  capable  of  earning  their  living  in  paid  employment. 
Most  of  them  become  self-supporting  members  of  the  community  without  being 
admitted  to  institutions  at  all  and  there  is  every  chance  that  those  who  do  need 
to  be  .admitted  will,  after  a not  unduly  prolonged  period  of  training,  become  fit 
to  take  their  place  in  the  community.  For  this  reason,  this  class  of  defective  should 
be  accommodated  in  institutions  separate  from  those  for  the  lower  grades  and  the 
primary  object  of  these  establishments  should  be  the  rehabilitation  of  the  defectives.  In 
addition  .to  facilitating  training,  .this  would  remove  grounds  for  the  common  com- 
plaint of  parents  that  their  high-grade  defective  offspring  is  housed  with  low-grade 
defectives. 


Low-grade  defectives 

40  Much  may,  of  course,  be  done  in  the  training  of  defectives  of  low-grade,  not 
to  fit  them  for  independent  life,  but  in  habits  of  .personal  hygiene,  speech,  dressing, 
taible-manners,  usefulness  at  home  and  simple  handicrafts.  Many  of  .these  defectives 
mav  with  training  improve  to  such  an  extent  in  these  respects  that  their  parents 
may  desire  to  have  them  back  in  their  care.  This  should  be  facilitated  whenever 
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possible,  and  as  most  of  these  defectives  would  be  placed,  in  institutions  at  the 
request  of  their  parents,  no  difficulty  would  be  encountered  if  the  recommendation 
made  earlier  in  this  statement  of  evidence  ( paragraph  34)  regarding  discharge  were 
adopted. 

Review  of  cases  in  institutions 

41.  For  the  reasons  stated  in  paragraph  39,  it  is  considered  that,  although  the 
present  intervals  for  consideration  of  orders  may  be  satisfactory  for  idiots  ana 
imbeciles,  the  feeble-minded  should  receive  consideration  at  yearly  intervals  through- 
out their  stay  in  an  institution,  and  not  merely  for  the  first  two  years  and  thereafter 
every  five  years  as  at  present. 

42.  There  'would  seem  to  'be  no  need  for  the  visiting  justices  or  any  other  similar 
body  to  be  concerned  with  the  continuation  of  institutional  care  where  the  defective 
is  accommodated  at  the  wish  of  the  parents.  In  these  cases  it  is  suggested  mat 
continuation  should  be  effected  by  the  issue  of  a certificate  by  the  medical  officer 
of  the  institution  that  the  person  is  defective  and  a proper  person  to  continue  to  be 
accommodated  in  an  institution.  In  connection  with  the  issue  of  this  certificate, 
the  medical  officer  should  be  provided  with  an  up-to-date  report  on  the  home 
circumstances  so  that  he  can . if  the  mental  and  physical  condition  of  the  patient 
warrants  it,  discuss  with  the  parents  before  he  issues  his  certificate  the  possibility 
of  the  discharge  of  the  patient.  In  order  to  ensure  that  no  patient  is  detained 
unnecessarily  because  of  the  indifference  of  his  relatives,  opportunities  should  be 
provided  at  prescribed  intervals  for  patients,  particularly  those  of  the  feeble-minded 
class  to  be  interviewed  by  members  of  the  Hospital  Management  Committee  It 
will  ’be  recalled  that  it  is  suggested  {paragraphs  35  and  36)  that  defectives  with  no 
narents  or  guardians  should  be  included  among  those  defectives  who  should  be 
admitted  to  institutions  by  .means  of  some  sort  of  judicial  procedure  ^drtis 
recommended  in  paragraph  43  that  these  cases  should  be  subject  to  independent 
review.  Provisions  should  also  be  made  for  defectives  whose  parents  die  after  their 
admission  to  receive  periodical  independent  consideration  thereafter  in  the  same  way. 

43.  Persons  under  compulsory  detention  should  receive  C^"lodf ^Se 

at  the  appropriate  times  recommended  in  paragraph  41.  The  present  methods  are 
anefto  objection.  There  is  no  requirement  for  the  parents  to.  be  informed  of  the 
date  when  .tbe  order  is  to  be  considered  .by  the  justices.  In  many  cases  he  parent 
do  not  know  when  the  consideration  is  to  be  held  and  even  if  they  do,  the  lushc 
te  not  Teonired  ?o  hear  their  representations.  The  justification  for  this  may  be 
that  the  finTdecision  does  not  normally  rest  with  the  justices  but  with  the  Board 
of  Control  The  narents,  however,  know  even  less  about  the  deliberations  of  the 
Board,  wh'ioh  . must  in  the  minds  of  most  parents  seem  a very  mysterious  and 
shadowy  authority  in  the  background.  . , 

44  If  the  recommendations  in  paragraph  34  regarding  “formal ^■mssion  and 

ZuU  accordingly  be  practicable  fora 

3 •sZSssnz  rt:  a 

power  to  order  the  discharge  of  the  patient.  . . 

At  The  nnwers  at  present  held  by  Superintendents  and  Hospital  Management 
45.  The  powers  at  preseni  ueiu  j * on  Ucerlce  t0  patXents  should  be 

Committees  to  grant  leave  of  abse  , t0  discharge  patients  under 

continued  and  it  is  also  \ the  Management  Committees.  The  latter 

compulsory  detention  should  be  vested  in  lie  Manageme^  between  the 

is  necessary  in  order  that  ; t suggested  that  any  limit  should  be 

zgzfdzsisp.  its  “? 

“ SS£f  isetod!ome  ^ Jmt  affited  by  the  shortage  of  institutional  accommodation. 
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Under  'present  conditions,  some  local  authorities  and  some  parents  may  not  support 
suggestions  for  the  discharge  of  patients  on  licence  'because  they  fear  that  they  will 
be  unable  to  secure  re-admission  owing  to  the  shortage  of  vacancies.  This  factor 
should  not,  however,  affect  the  principle  that  the  main  purpose  of  leave  on  licence 
should  be  to  determine  fitness  for  discharge.  The  justices,  or  any  other  tribunal 
that  may  be  set  up,  would,  of  course,  give  special  consideration  on  the  merits  of  the 
case  to  'the  suitability  for  discharge  of  any  patient  under  compulsory  detention 
■whose  case  is  receiving  periodical  review  while  he  or  she  is  on  licence. 

46.  It  is  important  that  in  all  cases  in  which  a decision  is  reached  that  is  contrary 
to  the  wishes  of  the  parents,  whether  by  justices,  Management  Committees  or  Superin- 
tendents, the  reasons  for  the  decision  should  be  conveyed  to  the  parents. 

47.  The  general  shortage  of  institutional  accommodation  is  so  well  known  that 
it  is  not  dealt  with  in  this  statement  of  evidence,  but  it  is  obvious  that  without 
adequate  institutional  resources  the  needs  of  the  mentally  defective  cannot  properly 
be  met. 


Supervision 


48.  It  has  sometimes  been  suggested  -that  local  authorities  should  have  power  to 
enforce  supervision.  Although  the  absence  of  this  power  may  result,  through  the 
opposition  of  parents,  in  depriving  some  defectives  who  most  need  it  of  guidance 
or  help,  it  is  not  considered  that  it  would  be  wise  to  attempt  to  impose  supervision 
arbitrarily.  Supervision  is  entirely  dependent  on  the  goodwill  and  co-operation  of 
the  relatives  or  friends  with  whom  the  defective  is  living  and,  in  the  absence  of 
such  co-operation,  no  amount  of  enforcement  will  make  supervision  effective. 

49.  Legally,  the  position  in  regard  to  many  defectives  at  present  under  supervision 
would  not  'bear  examination.  Strictly,  only  those  defectives  who  have  been 
“reported”  by  the  local  education  authority,  those  attending  occupation  centres 
and  those  awaiting  institutional  care  can  be  said  to  be  “ subject  to  be  dealt  with  ” 
by  the  local  authority.  The  remainder  are  under  supervision  because  it  is  welcomed 
or  because  no  objection  is  raised.  A “report”  by  a local  education  authority 
cannot,  of  course,  be  regarded  as  of  permanent  validity. 

50.  Supervision  by  the  local  authority  is  not  really  a satisfactory  description 
Moreover,  it  is  now  associated  with  the  control  of  delinquency.  It  is  therefore 
suggested  that  the  use  of  the  term  as  a form  of  care  should  be  discontinued  and 
that  it  should  be  replaced  by  the  term  " community  care  This  is  a term  which 
is  becoming  increasingly  used  in  the  various  domiciliary  health  services  and  it  has 
the  advantage  that  it  does  not  imply  that  the  mentally  defective  necessarily  requires 
to  be  subjected  to  any  special  form  of  inquisitorial  oversight  which  is  not  com- 
parable with  the  help  and  guidance  given  to  other  handicapped  persons  according 
to  their  needs.  The  use  of  special  terminology  for  the  mentally  defective  engenders 
grievances,  imaginary  or  real,  and  should  be  as  far  as  possible  avoided. 


51  Supervision,  or  community  care,  should  be  presented  as  a service  for  mental 
defectives  and  their  parents  designed  for  their  benefit  and  guidance.  Much  mav  be 
done  by  social  workers  in  giving  help  and  advice  on  such  matters  as  medical 
treatment,  employment  or  occupation,  housing  difficulties,  pension  and  insurance 
problems  and  the  many  services  which  are  available  generally  An  extension  of 
the  powers  of  local  authorities  specifically  in  relation  to  mentVl  defe™  ?s 
however,  neoessary  to  make  the  service  more  acceptable  to-  defectives  and  their 
parents.  The  duty  already  placed  upon  local  authorities  to  provide  occupation 
and  training  for  defectives  under  supervision  or  guardianship  and  the  existence 
of  occupation  centres  and  -home  teachers  for  -this  purpose  enable  parents  to  feel 
that  something  concrete  is  being  provided  for  their  benefit.  Additional  power s 
should  be  granted  immediately  to  enable  local  authorities  to  provide  hostels  for 
defectives  and  to  make  monetary  grants  in  respect  of  the  maintenance  of  defectives 
not  in  the  care  of  their  parents.  The  former  provision  would  be  of  particular 
benefit  to  high-grade  defectives  leaving  special  schools  and  to  other  defectives 
capable  of  employment,  including  those  jit  for  discharge  from  institutions,  who 
have  no  homes  of  their  own  or  bad  homes,  while  monetary  grants  would  enable 
defectives  in  similar  circumstances  to  be  maintained  in  foster  homes  or,  in  temporary 
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emergencies,  to  be  accommodated  in  homes  or  other  establishments  away  from  their 
own  homes.  It  is  not  suggested  that  power  should  be  given  to  grant  monetary 
allowances  in  respect  of  defectives  living  with  their  parents  as  in  these  cases 
financial  assistance  can  satisfactorily  he  provided  by  way  of  national  assistance. 
National  assistance  is  not  payable,  however,  to  a person  in  full-time  employment  and 
does  not  meet  the  case  of  an  employable  defective,  such  as  a school-leaver,  who 
needs  to  be  placed  in  lodgings  or  in  a hostel  or  home  and  whose  earnings  are  for 
the  time  being  insufficient  to  maintain  him  or  her  and  cover  all  necessary  expenses. 
The  only  way  to  enable  such  cases  to  be  maintained  at  present  is  by  placing  them 
under  guardianship,  which  is  an  unnecessarily  cumbersome  procedure  for  dealing 
with  this  situation  (see  also  paragraphs  59  and  60).  Defectives  placed  in  hostels 
or  granted  maintenance  allowances  should  be  subject  to  regulations  regarding 
medical  and  lay  visitation,  and  other  matters. 

52.  The  majority  of  defectives  and  their  parents  no  doubt  would  be  only  too 
willing  to  accept  facilities  for  defectives  to  be  admitted  to  a hostel  or  otherwise 
to  be  maintained  away  from  home,  since  these  services  would  be  provided  only  if 
facilities  at  home  were  inadequate.  Cases  may  occasionally  arise  where,  against 
the  defective’s  best  interests,  the  parents  would  oppose  this  action.  Local  authorities 
should,  therefore,  have  power  to  obtain  an  order  enforcing  it  under  the  same 
conditions  as  are  suggested  earlier  in  this  statement  of  evidence  in  regard  to  the 
enforcement  of  institutional  care  in  the  face  of  parental  opposition  ( paragraphs  35 
and  36). 

53.  Community  care  is  probably  most  desirable  for  children  excluded  from 
school  as  ineducable,  for  certain  children  leaving  special  schools  at  the  age  of 
16  years  and  for  defectives  immediately  following  discharge  from  institutions. 
Ineducable  children  and  school-leavers  are  dealt  with  specially  later  in  this  statement 
of  evidence  {paragraphs  55  and  56). 

54.  As  has  already  been  said,  it  is  not  considered  practicable  or  wise,  save  in 
the  exceptional  circumstances  previously  mentioned,  to  enforce  community  care. 
Every  effort  should  be  made  to  persuade  defectives  leaving  institutions,  and  their 
parents,  to  accept  community  care  for  at  least  a reasonable  period,  say  two  years. 
Continuance  of  care  in  these  and  other  cases,  if  desirable,  would  no  doubt  depend 
to  a large  extent  on  the  success  of  the  service.  Nevertheless,  in  suitable  cases 
defectives  should  be  encouraged  to  live  a completely  independent  life,  which  is 
within  the  capacity  of  many  high-grade  defectives.  Consideration  should,  therefore, 
be  given  from  time  to  time  to  the  advisability  of  discontinuing  community  care. 
It  is  desirable  also  that  defectives  under  community  care  should  be  medically 
examined  at  prescribed  intervals  by  a doctor  experienced  in  mental  deficiency.  It 
should  'be  borne  in  mind,  however,  that  this  will  involve  a considerable  amount  of 
medical  officers’  time.  It  is  also  relevant  to  this  matter  that  no  defective  would 
normally  be  retained  under  community  care  unless  the  parents  were  willing. 

Defectives  excluded  from  school  as  ineducable  and  school  leavers 

55.  It  is  a principle  underlying  the  Education  Act,  1944,  that  all  children  capable 
of  benefiting  from  education  shall  be  retained  within  the  education  system,  and  not 
dealt  with  under  the  Mental  Deficiency  Acts.  In  order  to  ensure  that  this  principle 
is  maintained,  it  is  recommended  that,  all  children  admitted  to  mental  deficiency 
institutions  should  be  medically  re-examined  at  regular  intervals  by  a medical 
officer  approved  by  the  Minister  of  Education  for  the  specific  purpose  of  determining 
whether  or  not  they  are  educable.  It  is  suggested  that  these  examinations  should 
take  place  at  the  ages  of  five  years,  seven  years  and  eleven  years,  and,  if  any  such 
children  should  be  found  to  be  educable,  they  should  be  discharged  from  the  Mental 
Deficiency  Acts  and  handed  over  to  the  education  authority.  Nothing  should  prevent 
this  action  being  taken  at  any  other  time  if  the  circumstances  warrant  it.  Children 
attending  occupation  centres  should  also  be  subject  to  these  periodical  examinations 
for  the  same  purpose. 

56.  As  has  been  stated  ( paragraph  53),  community  care  is  particularly  desirable 
for  defectives  leaving  schools  for  the  educationally  sub-normal  at  the  age  of  16. 
These  children  constitute  the  highest  grade  of  defectives,  the  local  authority  has  to 
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deal  with  and  most  of  them  are  fully  capable  of  employment.  The  power  to  provide 
hostels  and  to  maintain  in  foster  homes  defectives  who  have  unsatisfactory  homes 
or  no  homes  is  most  desirable  for  this  class  of  defective,  particularly  those  leaving 
boarding  schools  (see  paragraph  51)..  Such  provision  should,  however,  be  regarded 
as  a transition  leading  to  a completely  independent  life  and  not  in  the  light  of  a 
permanent  domicile  except,  if  desired,  as  an  independent  boarder  in  the  foster  home. 
Because  of  the  high  grade  of  these  defectives,  regular  periodic  consideration,  in  par- 
ticular when  a defective  reaches  the  ages  of  18  and  21,  should  be  given  to  the  desir- 
ability of  discharge  from  the  hostel  and  from  community  care. 

Occupation  centres 

57.  The  principal  service  provided  by  mental  deficiency  authorities  for  ineducable 
children  is  training  and  occupation  in  occupation  centres.  There  is  no  doubt  that 
many  of  these  children  derive  much  benefit  from  this  service  and  it  sometimes 
happens  that  parents  who  have  found  the  burden  of  caring  for  their  defective 
children  so  great  that  they  have  pressed  for  the  provision  of  institutional  care  have 
withdrawn  their  request  after  the  child’s  attendance  at  an  occupation  centre  because 
of  the  progress  made.  Attendance  at  centres  is,  however,  optional.  While  parents 
almost  invariably  are  anxious  for  their  defective  child  to  attend  a centre,  to  avoid 
the  possibility  of  a child  being  deprived  of  the  benefits  of  attendance  by  the 
unwillingness  of  a parent  to  co-operate,  it  is  recommended  that,  where  suitable 
facilities  are  available  and  the  local  authority  is  of  opinion  that  the  child  is  capable 
of  benefiting,  attendance  should  be  made  compulsory  unless  the  parents  are  them- 
selves making  alternative  satisfactory  provision.  All  the  services  available  to  school 
children,  i.e.,  medical  and  dental,  milk  and  meals,  should  be!  made  available  to  children 
attending  occupation  centres.  These  services  should,  where  applicable,  also  be  avail- 
able to  defective  children  who  are  unfit  to  attend  centres. 

58.  Attendance  at  centres  for  children  over  the  age  of  16  and  for  older  persons 
should  continue  to  be  voluntary.  It  should  be  stated,  however,  that  these  centres 
provide  an  important  and  useful  service  both  from  the  point  of  view  of  training  and 
of  giving  much-needed  relief  to  parents  in  their  heavy  burden  of  caring  for  these 
unfortunate  members  of  the  community.  The  centres  are  also  in  some  cases  the 
means  of  avoiding  the  necessity  for  admission  to  an  institution.  It  is  hoped  that  it 
will  be  possible  for  remunerative  work  of  a simple  nature  to  be  found  which  can 
be  undertaken  by  some  of  the  defectives  attending  centres  for  the  older  age  groups. 
If  this  is  possible,  in  addition  to  making  a contribution,  however  small,  to  the 
economic  position  of  the  country,  it  will  give  satisfaction  to  the  defectives  and  their 
parents. 

Guardianship 

59.  If  the  power  to  provide  hostels  and  to  maintain  defectives  under  community 
care  in  foster  homes  or  elsewhere  is  given  to  local  authorities  (see  paragraph  51), 
the  need  for  the  provision  of  the  existing  form  of  care  known  as  guardianship  will 
seldom  arise.  This  will  be  an  advantage  though  no  suggestion  is  made  that  guardian- 
ship as  a form  of  care  under  the  Mental  Deficiency  Acts  in  particular  cases  should 
be  abolished.  The  necessity  to  find  persons  to  undertake  the  artificial  function  of 
guardian  required  by  the  Mental  Deficiency  Acts  and  Regulations,  sometimes  con- 
stitutes a hindrance  rather  than  a help  which  has  often  led  to  subterfuges  such  as 
the  appointment  of  nominal  guardians,  the  grant  of  leave  on  licence  and  other  means 
in  order  to  comply  with  the  letter  of  the  law. 

60.  Prior  to  1948,  because  local  authorities  had  no  power  to  pay  for  the  main- 
tenance of  defectives  under  supervision,  it  was  a common  practice  to  appoint  the 
natural  parent  to  be  the  statutory  guardian  in  order  to  enable  financial  assistance 
to  be  given.  Fortunately,  owing  to  the  powers  of  the  National  Assistance  Board, 
this  is  no  longer  necessary.  Except  as  a means  to  provide  financial  assistance,  it  has 
always  seemed  to  the  Council  to  be  a quite  unnecessary  formality  to  appoint  the 
parent  as  a statutory  guardian  and  the  Council  has  always  resisted  proposals  of  this 
nature.  If  the  natural  parent  is  a satisfactory  parent  there  is  no  need  to  impose 
on  him  the  artificial  fetters  of  guardianship : if  he  is  an  unsatisfactory  parent  he  is 
unsuitable  to  be  appointed  guardian. 
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Conclusion 

61.  If  the  proposals  contained  in  this  statement  of  evidence  were  adopted,  the 
result  would  be  that  no  more  than  about  five  per  cent,  of  the  persons  admitted  to 
institutions  under  the  Mental  Deficiency  Acts  would  need  to  be  the  subject  of 
judicial  orders,  i.e.,  certified.  The  numbers  of  persons  at  present  certified  for  the 
purposes  of  guardianship  would  also  be  very  much  reduced. 

SUMMARY  OF  RECOMMENDATIONS 

Mental  Illness 

(i)  All  persons  of  unsound  mind  needing  compulsory  removal  should  in  the  first 
instance  be  admitted  to  an  observation  unit,  which  should  not  be  a part  of  a mental 
hospital  ( paragraph  6). 

(ii)  No  person  over  65  years  of  age,  unless  so  grossly  disturbed  as  to  require 
immediate  psychiatric  care,  should  be  admitted  to  an  observation  unit.  Psychiatric 
geiiatric  units,  to  which  all  such  persons  should  be  referred  for  assessment  and 
admission,  if  necessary,  should  be  established  ( paragraph  13).  These  units  should 
be  linked  with  general  hospitals  ( paragraph  14). 

(iii)  Medical  staff  of  mental  hospitals  should  consider  on  the  discharge  of  patients 
whether  they  would  benefit  by  after-care  and,  if  so  and  if  the  patient  is  willing, 
should  arrange  for  such  care  to  be  provided  either  by  the  hospital  or  the  local 
authority  ( paragraph  19). 

(iv)  Future  planning  of  hospital  requirements  should  include  adequate  provision 
for  neurosis  hospitals  or  units  separate  from,  although  grouped  for  staffing  purposes 
with,  mental  hospitals.  Meanwhile,  patients  suffering  from  neuroses  who  need  to 
be  admitted  to  mental  hospitals  should  be  admitted  without  formality  and  should 
as  far  as  possible  be  kept  separate  from  psychotic  patients  ( paragraphs  23  and  24). 

(v)  Neurosis  should  be  distinguished  from  insanity  by  legal  definition  ( para- 
graph 25). 

Mental  deficiency 

(vi)  Psychopaths  and  other  social  misfits  should  not  be  included  in  the  legislative 
provisions  for  mental  defectives  ( paragraph  29). 

(vii)  The  present  classification  of  defectives  Should  be  revised  { paragraph  30). 

(viii)  The  inclusion  of  “moral  defectives”  in  the  classes  of  defectives  should  be 

discontinued  (paragraph  31). 

(ix)  The  formalities  for  the  admission  to  institutions  of  defectives  whose  parents 
desire  it  should  be  reduced  to  a minimum  and  in  such  cases  the  parents  should  have 
the  right  to  direct  discharge  ( paragraph  34). 

(x)  Compulsory  admission  to  and  detention  in  institutions  should  be  effected  by 
judicial  order  in  cases  in  which  the  defective  is  not  under  proper  care  or  control  and 
the  consent  of  the  parents  or  guardians  cannot  be  obtained.  The  judicial  authority 
should  not  be  debarred  from  making  ain  order  even  if  the  consent  of  the  parent  is 
withheld  with  the  bona  fide  intention  of  benefiting  the  defective.  Power  should 
be  given  to  enforce  the  attendance  of  a defective  and  his  parents  before  a judicial 
authority,  if  necessary  ( paragraph  36). 

(xi)  The  period  of  detention  of  defectives  ordered  to  be  sent  to  institutions  as  a 
result  of  criminal  offences  should  be  subject  to  limitations  in  relation  to  the  maximum 
term  of  imprisonment  which  could  have  been  imposed  (paragraph  38). 

(xii)  Feeble-minded  persons  should  be  accommodated  in  institutions  separate  from 
those  for  the  lower  grades  (paragraph  39). 

(xiii)  The  cases  of  feeble-minded  persons  in  institutions  should  be  subject  to 
review  at  yearly  intervals  (paragraph  41). 

(xiv)  The  continuation  of  institutional  care  for  defectives  accommodated  with  the 
consent  of  their  parents  should  be  effected  by  the  issue  of  a certificate  in  appro- 
priate terms  by  the  medical  officer  of  the  institution  (paragraph  42). 
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fxv)  Persons  under  compulsory  detention  should  receive  independent  review  at 
prescribed  intervals  ( paragraph  43). 

(xri)  Parents  of  defectives  should  have  the  right  to  submit  their  views  to  the 
reviewing  tribunal,  which  should  have  .the  power  to  discharge  the  defective  (para- 
graph 44). 

‘ (Xvii)  The  power  to  discharge  should  be  vested  also  in  Hospital  Management  Com- 
mittees (paragraph  45). 

(xviii)  The  reasons  for  decisions  made  contrary  to  their  wishes  should  be  given 
to  parents  ( paragraph  46). 

(xix)  The  term  “supervision”  as  a form  of  care  should  .be  discontinued  and 
replaced  by  “ community  care  ” (paragraph  50). 

*(xx)  Community  care  should  normally  be  a service  offered  on  a voluntary  basis 
by  local  authorities.  Additional  powers  should  be  granted  to  local  authorities  to 
enable  them  to  pay  maintenance  allowances  to  defectives  not  living  with  their  parents 
and  to  provide  hostels  for  defectives  receiving  such  care  ( paragraph  51). 

(xxi)  Power  to  enforce  admission  to  a hostel  or  to  other  suitable  accommodation 
away  from  home  should  be  given  to  local  authorities  in  cases  in  which  the  parents 
are  opposed  to  this  action  under  the  same  conditions  as  for  the  enforcement  of 
institutional  care  (pararaph  52). 

*(xxii)  Defectives  receiving  community  care  should  be  medically  examined  at 
prescribed  intervals  when  consideration  should  be  given  to  the  advisability  of  dis- 
continuing such  care  (paragraphs  54  and  56). 

(xxiii)  Defectives  of  school  age  in  institutions  and  occupation  centres  should  be 
re-examined  at  regular  intervals  to  ascertain  whether  they  are  educable  (para- 
graph 55). 

(xxiv)  Attendance  of  defectives  at  occupation  centres  should  be  compulsory  up 
to  the  age  of  16  years  (paragraph  57). 

*(xxv)  All  the  services  provided  for  school  children,  i.e.,  medical,  dental,  milk 
and  meals,  should  be  available  to  children  attending  occupation  centres  and,  where 
applicable,  to  defective  children,  under  community  care,  not  attending  occupation 
centres  (paragraph  57). 


APPENDIX  I 

Statement  showing  number  of  cases  dealt  with  by  mental  welfare  officers  in  London 
DURING  YEAR  ENDED  31ST  DECEMBER,  1953 


Male 

Female 

Total 

Admitted  to  observation  wards  (see  Table  B ) — 

1,954 

2,518 

4,472 

(a)  By  mental  welfare  officers  

(b)  By  police  

162 

112 

274 

Admitted  to  mental  hospitals  under  urgency  orders  (Lunacy  Act,  1890, 

10 

18 

28 

Section  11)  

Brought  before  a justice  elsewhere  than  in  an  observation  ward. 

(Lunacy  Act,  1890,  Sections  14  and  16)  

No  action  under  the  Lunacy  Acts  found  necessary  by  mental  welfare 

469 

947 

1,41 6f 

777 

1,114 

1,891 

officers  

Total  

3,372 

4,709 

8,081 

* These  suggestions  would,  if  accepted,  involve  the  London  County  Council  in  additional 
expenditure^  ^ ma,c  anc]  ^5  female  patients  were  certified  and  removed  to  mental  hospitals. 
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APPENDIX  n 

Consent  of  parent 

Summary  of  a case  dealt  with  under  Sections  5 and  6 of  Mental  Deficiency  Act,  1913 

A petition  was  presented  by  an  authorised  officer  of  the  Council  to  a judicial  authority  for 
an  order  sending  a mentally  defective  girl,  who  was  about  to  leave  a residential  special  school 
for  the  educationally  sub-normal  at  the  age  of  16,  to  an  institution.  The  girl’s  father  refused 
his  consent.  The  judicial  authority  made  the  order  and  endorsed  it  to  the  effect  that  “ the 
consent  of  the  father  has  been  unreasonably  withheld  but  has  been  withheld  with  the  honest 
but  mistaken  intention  of  benefiting  her,” 

The  father  made  application  for  a writ  of  habeas  corpus,  which  was  heard  by  a judge  in 
chambers  The  learned  judge  considered  the  order  made  by  the  judicial  authority  in  the  light 
of  Section  6 (3)  of  the  Mental  Deficiency  Act,  1913,  which  provides  that  “ where  the  petition  is 
not  presented  by  the  parent  or  guardian,  the  order  shall  not  be  made  without  the  consent  in 
writing  of  the  parent  or  guardian  unless  it  is  proved  to  the  satisfaction  of  the  judicial  authority 
that  such  consent  is  unreasonably  withheld  . . . but  such  consent  shall  not  be  deemed  to  be 
unreasonably  withheld  if  withheld  with  the  bona  fide  intention  of  benefiting  the  defective.” 

Counsel  for  the  father— before  the  judicial  authority  and  the  judge  in  chambers— whilst 
admitting  that  it  might  be  in  the  girl’s  best  interests  to  be  sent  to  an  institution,  based  his 
arguments  entirely  on  the  provisions  of  Section  6 (3). 

The  learned  judge  stated  that  in  his  opinion,  unless  it  could  be  proved  that  there  was  an 
ulterior  motive  on  the  part  of  the  person  withholding  consent,  it  could  not  be  said  that  there 
was  not  a “ bona  fide  ” intention  to  benefit  the  patient.  He  did  not  consider  that  an  ulterior 
motive  had  been  proved  in  this  case  and  he  was  of  the  opinion  that  the  father’s  intention  must 
be  regarded  as  “ proper  ”.  He  accordingly  found  that  the  order  was  bad. 

It  has  been  the  Council’s  practice  since  the  Mental  Deficiency  Act,  1913,  came  into  operation 
to  arrange  for  the  presentation  of  petitions  for  orders  for  institutional  care  or  guardianship 
under  the  Mental  Deficiency  Acts  in  the  case  of  any  persons  ascertained  to  be  mentally  defective, 
when  the  inquiries  of  the  Council’s  officers  indicated  clearly  that  this  course  was  in  the  best 
interests  of  the  persons  concerned.  Wherever  it  has  appeared  likely  that  the  parent  or  guardian 
would  not  co-operate  in  the  course  of  action  proposed  and  give  a written  consent  it  has  been 
left  to  the  judicial  authority  to  decide  whether  the  parental  consent  was  withheld  unreasonably 
or  whether  there  was  a bona  fide  intention  of  benefiting  the  defective. 

It  appears  that  in  coming  to  his  decision  the  learned  judge  felt  himself  bound  by  Section  6 
and  unable  to  take  account  of  the  circumstances  of  the  case  or  the  welfare  of  the  patient. 
Reports  that  had  been  received  about  the  defective  showed  that  she  was  “ wild  ”,  uncontrolled 
and  bad  tempered.  She  was  a sleep-walker  and  enuretic.  A psychiatrist  who  examined  her 
in  June,  1952,  expressed  the  opinion  that  she  would  probably  have  to  be  controlled  under  the 
Mental  Deficiency  Acts  after  leaving  school,  partly  for  her  own  protection  and  partly  for  the 
protection  of  others.  At  her  school-leaving  examination  the  school  doctor  formed  a similar 
opinion.  This  was  confirmed  by  the  two  medical  officers  who  examined  her  and  completed 
medical  certificates  on  26th  March  and  21st  May,  1953. 

The  defective’s  home  consisted  of  a nissen  hut  with  two  bedrooms.  The  father  had  previously 
been  an  inmate  of  an  institution  for  defectives  and  he  also  had  a physical  disability.  The  girl’s 
mother  did  not  enjoy  good  health.  They  had  a seven-year-old  adopted  son.  The  social  workers 
who  reported  on  the  case  and  the  doctors  who  examined  the  girl  formed  the  opinion  that  she 
should  not  go  home  and  that  institutional  care  under  the  Mental  Deficiency  Acts  would  be  in 
her  best  interest.  This  view  was  shared  by  the  justice  of  the  peace  who  received  the  petition. 

An  implication  of  the  decision  of  the  learned  judge  is  that,  however  misguided  or  mistaken 
a parent  or  guardian  may  be  in  withholding  consent,  and  however  unsuitable  the  home  or  other 
circumstances  which  are  offered  by  the  parent  or  guardian  as  an  alternative  to  the  care  proposed 
under  the  Mental  Deficiency  Acts,  the  judicial  authority  may  not  make  an  order  unless  satisfied 
that  in  withholding  consent  the  parent  is  acting  in  bad  faith.  It  would,  therefore,  appear  ito  be 
the  local  health  authority’s  responsibility  in  such  cases  to  present  in  support  of  a petition  to 
a judicial  authority  such  evidence  as  will  show  that  the  parent  or  guardian  is  not  acting  in  good 
faith.  As  such  evidence  would  be  extremely  difficult  to  obtain,  cases  may  arise  in  which,  for 
lack  of  such  evidence,  an  order,  may  not  be  made  although  the  home  circumstances  are  very 
unsatisfactory. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  LONDON  COUNTY  COUNCIL 


583 


Examination 

(Chairman):  iMrs.  Cayford,  would1  you 

like  to  introduce  the  deputation? (Mrs. 

Cayford ):  I think  Dr.  Scott  had  perhaps 
better  do  that. — (Dr.  Scott):  Mrs.  Cayford, 
Chairman  of  the  Council’s  Health  Com- 
mittee, needs  no  further  introduction.  On 
the  extreme  left  is  Dr,  Herd,  our  Consul- 
tant in  mental  health,  who  is  particularly 
charged  with  some  oversight  and  advice  to 
the  duly  authorised  officers  and  with  the 
mental  health  care  and  after-care  services  ; 
Dr.  Ingham,  Principal  Medical  Officer 
dealing  with  mental  deficiency ; myself, 
Medical  Officer  of  Health  and  Mr.  Ryder, 
Administrative  Officer  in  both  services,  both 
mental  health  and  mental  deficiency. 

2947.  Thank  you  very  much.  We  are 

very  grateful  to  you  for  your  full  and  care- 
ful memorandum.  Would  you  like  to  make 
any  preliminary  remarks,  Mrs.  Cayford, 
before  we  begin  going  through  the  memo- 
randum?  (Mrs.  Cayford ):  No,  I do  not 

think  so,  Mr.  Chairman.  It  might  be 
better,  perhaps,  if  you  put  your  points  to 
us. 

2948.  I think  my  first  question  is  on  your 
paragraph  6,  on  the  words  . . which 
should  not  be  a part  of  a mental  hospital.” 
I quite  understand  that  you  want  very  often 
to  send  a patient  of  this  kind  for  observa- 
tion to  a unit  other  than  a mental  hospital, 
but  when  you  say  it  should  never  be  a 
part  of  a mental  hospital,  what  precisely  is 

your  reason? (Dr.  Scott):  I think 

probably,  Sir,  it  is  a dual  reason.  The  first 
is  our  own  actual  experience,  which  is  so 
well  exemplified  in  the  figures  in  this 
appendix,  of  something  like  4,000  cases — 
4,900  in.  the  year  1953 — in  observation 
wards.  It  was  not  necessary  to  proceed 
to  formal  legal  proceedings  in  more  than 
1,656,  nor  to  admit  to  mental  hospitals 
more  than  a further  1,287,  The  observa- 
tion ward  gives  a much  better  opportunity 
than  an  authorised  officer  can  get  in  a home 
visit,  even  in  consultation  with  the  general 
practitioner,  for  observation  and  classifica- 
tion, and  a certain  amount  of  thought  as 
to  the  best  system  for  disposal  and  treat- 
ment. 

2949.  I quite  appreciate  that,  but  your 
recommendation  is  that  your  observation 
ward  should  not  be  attached  to  a mental 

hospital, That  brings  me  to  the  second 

reason.  One  of  the  aims  which  I think 
was  prominent  when  the  form  of  the 
National  Health  Service  was  decided  was 
to  bring  the  mental  hospitals  more  closely 
into  line  with  general  clinical  medicine.  We 
would  suggest  that  keeping  the  observation 
wards  ' in  other  hospitals  does  help  to 
achieve  that  purpose.  Certainly  when  the 
London  County  Council  wetre  running  men- 
tal and  other  hospitals,  we  did  have  the 
staff  of  the  mental  hospitals  associated  with 
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the  running  of  the  observation  wards. ; whilst 
we  attach  importance  to  the  geographical 
association  with  other  hospitals,  we  think 
the  link  with  the  staff  of  the  mental  hos- 
pital would  be  important. 

2950.  Supposing  it  is  one’s  policy  to  try 
to  integrate  the  mental  hospital  into  the 
general  hospital  system  as  a specialist  hos- 
pital, it  is  a little  curious  that  one  should 
say  that  the  diagnosis  of  mental  patients 
should  carefully  not  be  done  in  the 

specialist  hospital. The  fact  that  one- 

third  of  the  patients  who  pass  through  the 
observation  wards  need  not  in  fact  proceed 
to  mental  hospital  in  fact  justifies  that.  Un- 
doubtedly there  is  some  stigma  still  attached 
to  admission  to  a mental  hospital.  In  two- 
thirds  of  the  cases  such  an  admission  in 
one  form  or  another  ultimately  becomes 
necessary ; in  one-third  it  does  not.  It  does 
seem  important  not  to  associate  the  admis- 
sion directly  with  the  mental  hospital.  It 
seems  equally  important  to  bring  the  skill 
to  bear  on  diagnosis ; the  association  of 
your  specialist  hospital  staff  with,  your 
observation  ward  in  the  general  hospital  is, 
to  our  mind,  the  best  way  to  achieve  that. 

2951.  But  surely  if  you  take  that  line, 
you  never  will  remove  the  stigma  from  the 
mental  hospital,  if  nobody  ever  goes  there 
except  on  certification  and  final  admission? 
If  everybody  is  encouraged  to  feel  that  you 
never  go  to  a mental  hospital  for  a diag- 
nosis or  for  a few  days,  you  will  deepen 

the  stigma  more  and  mo-re? 1 think  that 

follows,  yes.  Whether  in  fact  such  a stigma 
ever  can  be  completely  removed  you  natur- 
ally will  give  some  attention  to.  It  is  doubt- 
ful, and  we  think  we  minimise  such  stigma 
as  there  may  be  by  the  procedure  we 
suggest. 

2952.  The  London  County  Council  may 

be  in  a somewhat  peculiar  position  in  that 
for  geographical  reasons  it  is  less  con- 
venient to  admit  to  a mental  hospital  than 
to  admit  to  a separate  unit  in  the  London 
area? That  is  true. 

2953.  In  your  Table  A you  have  a head- 
ing ‘‘  No  action  under  the  Lunacy  Acts 
found  necessary  by  mental  welfare  officers  ” 
which  accounts  for  1,891  out  of  about  8,000 
patients.  How  many  of  those  are  brought 
back  later?  Are  we  to  regard  the  1,891 

as  finally  cleared,  so  to  speak? To  a 

very  large  extent  they  are  finally  cleared; 
not  many  are  brought  back, — (Mrs. 

Cayford):  A very  small  proportion,  I be- 
lieve, are  brought  back. 

2954.  (Dr.  Rees):  Who  calls  the  mental 

welfare  officer  in  on  these  occasions? 

•(Dr.  Scott):  More  often  than  not,  -the 
(general  practitioner. 

f 2955.  And  were  these  cases  seen  by  a 

(consultant  at  any  time? Usually  not;  it 

(is  the  exception,  -not  the  rule. 
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2956.  So  that  the  duly  authorised  officer 

acts  as  a consultant? 1 would  not  like 

:to  go  that  far. 

2957.  The  general  .practitioner  expresses 
.the  view  that  these  patients  should  go  under 
(observation  and  calls  in  the  duly  authorised' 
officer,  who  decides  that  they  should  not? 
— : — {Mr.  Ryder)'.  That  is  so.  The  general 
practitioner  is  usually  quite  willing  to  accent 
the  decision  of  the  duly  authorised  officer. 

2958.  Is  he  always  quite  willing? 1 

would  not  say  always,  .but  nearly  always ; 
,in  the  overwhelming  majority  of  cases. 
iWhere  he  does  not,  further  investigation  is 
.made  and  sometimes  we  would  deal  with 
.the  case  under  Sections  14  and  16  of  the 
•Lunacy  Act  and  bring  in  a justice  and  get 
•further  medical  opinion  in  that  way. — {Dr. 
Herd):  One  point,  I think,  there,  is  that  the 
duly  authorised  officer  is  not  commissioned 
:at  all  to  deal  with  the  medical  aspect  of  the 
case.  He  is  dealing  with  the  social  and  legal 
"aspects,  to  consider  whether  this  patient 
really  conforms  to  the  type  who  needs  to  be 
removed,  irrespective  of  medical  diagnosis. 

2959.  And  do  you  feel  he  is  a better 

•judge  of  that  than  the  family  doctor? 

{Dr.  Scott):  We  feel  he  is  a very  welcome 
ico-operator  with  the  family  doctor  with 
•surprisingly  little  friction.  “ Consultant  ” 
iis  the  wrong  term ; he  has  a slightly 
(different  approach  as  a layman  from  the 
ifamilv  doctor.  He  carries  out  his  part  of 
ithe  job  with  the  family  doctor  whenever 
•possible,  and  the  results  are  remarkaiblv 
'harmonious. 

< 2960.  In  how  many  of  these  1,800  cases 

was  a consultant  in  faot  called  in? (None 

at  all. 

2961.  {Dr.  Thomas):  What  kind  of 

follow-up  would  there  be  in  these  1,800 
cases?  Presumably  the  mental  health 
officer  was  called  in  by  the  -doctor  because 
he  was  anxious  about  the  psychiatric  con- 
dition of  the  patient.  Having  arrived  at 
•the  conclusion  that  no  action  is  necessary 
under  the  (Lunacy  Act,  have  you  any  record 
of  what  action  or  treatment  was  taken  in 

respect  of  these  people? That  is  dealt 

with  in  general  terms  in  our  -text.  Either  we 
refer  them  back  to  the  family  doctor,  or 
you  get  a psychiatric  opinion  from  an  out- 
patients’ department ; but  as  a rule  we  get 
directly  in  touch  with  the  family  doctor  and 
tell  him  the  decision. 

2962..  You  mentioned  the  stigma  of  the 
mental  hospital.  Do  you  find  that  in  prac- 
tice that  stigma  does  not  apply  to  the 

observation  ward? {Mr.  Ryder):  I think 

it  does  not  to  the  same  extent.  In  our 
experience  relatives  would  much  prefer  the 
patient  to  be  admitted  to  a general  hospital 
than  to  a mental  hospital. 

2963.  We  have  had  evidence  to  support 
■the  view  that  it  is  the  fact  of  the  patient 


losing  his  freedom  for  whatever  time  it  is 
that  constitutes  at  least  a part  of  that 
stigma.  You  feel  that  does  not  attach  to 

the  observation  ward?- 1 should  say 

there  is1  a stigma  in  some  people’s  minds 
attaching  to  all  mental  illness.  IL  is  greatest 
where  the  patient  is  admitted  to  hospital 
under  'certificate,  less  where  the  patient  is  a 
voluntary  patient,  and  probably  less  where 
'the  patient  goes  info  a general  hospital,  but 
there  is  a stigma  in  some  people’s  minds 
attaching  to  the  disease  rather  than  the 
form  in  which  patients  are  admitted  for 
treatment. 

2964.  What  I wondered  was  how  far  the 
recommendation  depends  upon  this  argu- 
ment that  admission  to  the  mental  .hospital 

carries  a stigma? That  is  the  basis  of 

the  recommendation,  I should  say,  coupled 
with  the  unsatisfactory  nature  of  many 
mental  hospital  buildings. 

2965.  {Chairman):  Then  in  your  Table 'B 
you  show, “ Discharged  by  medical  officer 
after  admission,  1,274.”  .How  many  of 
those  come  back,  do  you  think?  Would  it 

be  a very  small  proportion? 1 should 

think  a small  proportion,  but  some  do 
■without  doubt. 

2966.  I wonder  whether  admission  to  an 
observation  unit  on  a three-day  order,  even 
with  a fourteen-day  extension,  is  a long 
enough  period  of  observation  to  permit  a 
really  thorough  and  leisurely  diagnosis?  Or 
does  this  system  of  admission  on  three-day 
orders  tend  to  a rather  intensive  examina- 
tion of  the  doubtful  case,  which  may  be 

rather  bad  for  the  patient? {Dr.  Scott): 

We  have  not,  Sir,  had  any  kind  of  criticism 
from  the  medical  officers  who  are  in  charge 
of  the  observation  wards  that,  with  the 
extension,  the  time  is  inadequate. 

2967.  Yes,  but  how  willing  is  a medical 
officer  generally  to  sign  an  order  for  an 
extension?  -Is  it  usually  really  17  days  or 

3? {Mr.  Ryder):  It  is  really  17  days; 

in  almost  every  case  nowadays  the  medical 
officer  -issues  his  certificate  for  the  further 
period. 

296>8.  {Mrs.  Braddock ):  Have  you  any 
idea  of  the  length  of  -stay  afterwards  of 
those  patients  that  go  through  the  observa- 
tion ward  and  are  ihen  admitted  to  mental 
hospitals?  Have  you  any  figures  of  the 
length  of  stay  in  mental  hospitals-  of  those 
patients? No. 

2969.  {Chairman):  You  would  agree  that 
you  are  rather  peculiarly  well  placed  in 
London  to  run  this  observation  unit 

system? {Dr.  Scott):  Most  definitely, 

yes. 

2970.  It  might  not  work  so  easily  in  some 
areas  of  the  country  if  everybody  had  to  be 
taken  to  a non-mental  hospital  observation 

unit? Might  I just  say  on  that.  Sir,  that 

in  our  quite  dogmatic  statements  as  to  what 
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the  London  County  Council’s  opinion  was 
on  this,  we  did  not  want  in  any  way  to 
commit'  other  authorities,  naturally.  The 
Council’s  experience  is  derived  from  London 
exclusively,  and  based  on  that  experience 
members  are  unanimous  on  the  advantages 
of  the  observation  ward  system. 

2971.  {Dr.  Thomas ):  I should  like  to  ask 
a question  on  the  quality  of  the  nursing 
staff  in  the  observation  wards.  Are  these 

nurses  psychiatrically  trained? We  do 

not  know  these  days.— {Mr.  Ryder) : They 
are  not  run  -by  the  'Council.  We  have  no 
knowledge  of  the  qualifications  of  the 
nursing  staff. 

2972.  {Dr.  Rees):  'But  during  the  time 
when  they  came  under  the  Council,  up  to 

1948-? {Dr.  Scott):  It  was  mixed.  We 

did  have  an.  association  between  the  general 
and  mental  hospital,  and  -some  of  the  staff 
were  psychiatrically  trained,  but  most  of 
them  were  not. 

2973.  (Dr.  Thomas):  You  were  dependent 

on  the  mental  hospital  training  the  staff 
for  the  observation  units? Yes. 

2974.  {Chairman) : iMy  next  question  is  on 
paragraph  13  on  senile  patients.  What  is 
the  view  of  the  London  County  Council 
about  the  function  of  the  local  authority  in 
providing  what  may  be  called  geriatric  wel- 
fare homes  under  their  general  welfare 

powers? It  is  definitely  in  favour;  both 

the  Welfare  Committee  and  the  iHealth 
Committee,  which  are  separate,  have  given 
considerable  attention  to  this  matter.  The 
Welfare  Committee  are  making  all  the 
reasonable  provision  they  can  for  patients 
Who  ar-e  possibly  a little  wandering,  a little 
lacking  in  attention,  but  who  can  reasonably 
be  nursed  outside  a mental  hospital.  The 
iHealth  Committee,  as  is  indicated  here,  feel 
there  is  scope  for  an  extension  of  this  kind 
of  home  for  old  persons  who  are  psychia- 
trically disturbed. 

2975.  But  do  you  think  that  it  is  de- 
sirable that  a statutory  _ duty  should  be 
imposed  on  local  authorities,  who  are  both 
welfare  authorities  andi  health  authorities, 
to  provide  homes  for  old  people  who  are 

not  prima  jade  of  unsound  mind? 1 am 

just  pausing,  Sir,  over  your  words  “ statu- 
tory duty”.  As  a general  duty  under  the 
National  Assistance  Act,  as  a general  duty 
under  Section  28  and  Section  51.  of  the 
National  Health  Service  Act,  I think  it  is 
a thing  most  local  authorities  would  regard 
as  of  some  importance,  something  they 
would:  like  to  do.  I am  not  so  certain  I 
could  say  yes  to  it  being  a statutory  duty. 
As  a general  duty,  yes  ; as  a specific  statu- 
tory duty,  I think  I would  have  some  re- 
serve in  the  answer. 

2976.  (Mr.  Bartlett):  In  paragraph  13 
you  say,  “ Owing  to  the  increasing  number 
of  old  people  needing  hospital  treatment, 


however,  the  accommodation  at  these  hos- 
pitals is  not  sufficient  and  many  old-  people 
are  now  being  certified  and  admitted  to 
mental  hospitals.”  Am  I to  assume  that 
in  your  opinion  there  are  a number  of  old 
people  being  certified  who  ought  not  to  be? 

Again,  it  is  awfully  difficult  to  give  a 

clear  . answer  to  that  They  have  got 
psychiatric  symptoms,  they  do  need  care  ; 
the  -only  place  for  them  is  a mental  hospital, 
and:  therefore  it  involves  using  legal  pro- 
cesses. What  I am  getting  at  is  that  it  is 
not  a proper  gloss  on  this  to  suggest  they 
are  not  properly  certified.  The  proper  gloss 
is  that  it  would  not  be  necessary  to  certify 
them,  if  the  alternative  machinery  were 
available.  There  is  that  distinct  difference. 

2977.  In  other  words  if  the  alternative 
system  -was  available,  they  would  not  have 

to  be  certified? Exactly.  They  are  not 

being  wrongly  certified,  but  would  not  neces- 
sarily be  certified  if  this  other  provision 
were  available. 

2978.  (Dr.  Thomas):  With  regard  to  what 
you  say  here  about  the  Tooting  Bee  Hospi- 
tal, in  the  event  of  elderly  people  -being 
allowed  to-  be  admitted  into  mental  hospitals 
without  any  formal  certification  at  all,  what 

would  your  views  about  it  be  then? • 

On  the  whole  favourable.  As  you  gather 
,we  are  keen  that  the  formalities  for  leaving 
should  'be  as  informal  as  the  formalities  for 
entering,  and  I think  the  mental  hospitals 
have  a useful  part  to  play — granted  enough 
accommodation — with  that  freedom  of 
access. 

2979.  Virtually  'that  is  what  happens  at 

Tooting  -Bee,  is  it  not? {Mrs.  Cayford ) : 

Yes. 

2980.  {Chairman):  Coming  on  to  domi- 
ciliary preventive  care  and  after-care,  I am 
a little  surprised-  at  the  words  in  paragraph 
16,  “Patients  are  visited  or  interviewed 
privately  at  the  County  Hall.”  Is  it  gener- 
ally desirable  to  interview  suspected  men- 
tally affected  patients  in  an  administrative 

office? (Dr.  Scott):  Essentially  this  is 

in  connection  with  after-care,  not  in  con- 
nection with  diagnosis.  The  patient  has  been 
under  treatment,  and  is  referred  by  one 
means  or  another  to  us.  The  psychiatric 
worker  naturally  needs  an  interview  to  find 
out  the  home  circumstances,  work,  etc. 

2981.  You  mean  it  would  be  an  initial 
interview  after  discharge?  A person  would 
not  -be  summoned  to  the  County  Hall 

periodically? {Mr.  Ryder):  They  come 

at  their  own  wish  very  often.  It  is  a 
better  arrangement  than  interviewing  in  a 
bad!  home.  But  it  is  always  done  with  the 
consent  or  at  the  wish  of  the  patient. 

2982.  {Mrs.  Adrian):  Do  any  patients 

who  have  not  already  been  admitted  to 
hospital  come  in  the  first  instance  to  seek 
admission? Yes. 

2983.  You  accept  them? Yes. 
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29'84.  (Dr.  Rees):  Can  you  tell  us  what 
proportion  of  all  patients  discharged  from 
mental  hospitals  are  interviewed  in  this 
way? — Very  small.  Only  29  out  of  the 
239  in  the  table  in  paragraph  17  came  from 
mental  hospitals. 

2985.  Would'  there  not  -be  an  advantage 
in  the  social  worker  visiting  the  home  in 

any  case,  whether  it  is  good  or  bad? 

(Dr.  Herd):  That  often  is  done.  Some- 
times ithey  are  seen  at  their  home  and  not 
at  the  County  Hall. 

2986.  But  it  is  usually  at  the  County 

Hall? iNo,  not  by  any  means. 

2987.  (Dr.  Greenwood  Wilson):  Do  your 
health  visitors  help  in  this  work  at  all  by 

giving  reports  on  home  circumstances? 

(Dr.  Scott):  No;  they  help  by  initial 

reference  rather  than  by  -that  kind  of  assist- 
ance. We  mention  in  this  table  in  para- 
graph 17  that  the  largest  numiber  of  these 
cases  came  through  our  ordinary  health 
visitors,  but  we  are  not  using  health  visitors 
as  such  in.  the  care  and  after-care  of  mental 
patients.  Both  for  the  mental  and  mental 
deficiency  after-care  services  the  social 
workers  are  specialised. 

298i8.  But  the  health  visitors  are  valuable 
in  ascertaining  them? Very  much  so. 

2989.  (Mrs.  Adrian ):  What  kind  of  train- 
ing have  your  mental  health  visitors  had 

for  social  work? (Mr.  Ryder):  On  the 

care  and  after-care  work  they  are  all  quali- 
fied' psychiatric  social  workers.  Mental 
welfare  officers  are  in  a different  category; 
you  did  not  mean  them?  The  duly  autho- 
rised officers  have  no  particular  training 
other  than  many  years  of  experience  in 
most  cases,  and  the  training  by  those  ex- 
perienced officers  of  the  people  who  come 
along. 

2990.  (Chairman):  I think  we  should  be 
interested  in  your  general  views  about  the 
co-ordination  of  domiciliary  care.  In  para- 
graph 19  you  recommend  that  it  should  be 
a statutory  duty  on  the  Superintendent  con- 
cerned with  the  discharge  of  patients  to 
consider  whether  the  patient  would  benefit 
by  after-care  and  whether  the  after-care 
should  be  provided  by  the  hospital  or  the 
local  authority.  Supposing  the  Superin- 
tendent decides  that  it  would  be  desirable 
that  the  after-care  should  be  done  by  the 
local  authority.  Is  there  to  be  any  statutory 
duty  on  the  local  authority  to  provide  it? 

(Dr.  Scott):  The  local  authority  has 

such  a statutory  duty  now,  of  course,  in 
the  terms  of  Section  28  and  Section  51  of 
the  National  -Health  Service  Act,  and  our 
wording  here  was  very  deliberately  chosen. 
Even  although  the  legal  process  necessarily 
fetters  the  freedom  of  mental  patients,  they 
still  have  proper  rights  and  proper  freedoms. 
We  are  not  in  any  way  suggesting  that  a 
local  authority  should  rush  in  and  circum- 
scribe those  rights  and  freedoms,  and  the 


only  way,  as  we  see  it,  we  could  properly 
be  called  in  is  by  the  Physician  Superin- 
tendent considering  this  after-care  question, 
discussing  it  with  the  patient,  pointing  out 
the  advantages  of  after-care — I think  our 
figures  illustrate  that — getting  the  patient’s 
consent,  and  then  providing  dt  themselves 
through  hospital  workers  or  bringing  us  in. 
And  we  do  feel,  as  you  gather  implicitly 
from  what  we  have  said,  that  there  would 
be  advantages  if  we  were  brought  in  rather 
more.  But  we  can  only  do  it  after  the 
Medical  Superintendent,  as  the  patient’s  ad- 
viser, has  given  attention  to-  all  aspects, 
including  the  proper  freedom  and  privacy 
of  the  patient. 

2991.  You  think  that  the  local  authority 
ought  to  be  brought  in  more  than  it  is  at 
present?-; — We  think  it  could  usefully  be 
brought  in  more,  which  means  in  eifeot  we 
think  it  ought  to  be  brought  in  more,  but 
not  in  any  sense  overriding  the  discretion  of 
the  Medical  Superintendent  or  the  discretion 
of  the  patient. 

2992.  One  of  the  things  we  have  been 
asked'  to  consider — perhaps  more  especially 
in  connection  with  mental  deficiency — is 
the  question  whether  the  various  forms  of 
after-care — such  as  hostels  for  mental  defec- 
tives after  discharge — should  be  provided 
by  -the  hospital,  as  is  now  done  for  patients 
on  licence,  or  how  far  it  is  desirable  that 
they  should  be  provided  by  the  local  autho- 
rity. I wondered  if  you  have  any  views  as 
to'  how  co-ordination  in  that  case  is  to  be 
carried  out?  If  the  duty  rests  between  the 
two  authorities  each  depending  on  different 
sources  of  finance,  and  if  also  there  is  a 
tendency  towards  politeness — the  local 
authorities  not  wanting  to  interfere  with  the 
hospital  service  and  so  on — there  is  a very 
good  chance  that  nothing  will  be  done. 
Have  you  any  views  on  how  co-ordination 

ought  to  be  brought  about? That  is  a 

very  difficult  question,  Sir.  In  the  case  of 
the  mental  defective,  simply  because  most 
of  the  high-grades  never  get  into  an  insti- 
tution at  all,  il  think  there  is  a very  clear 
case  for  the  local  authorities  providing 
hostels.  Even  there  I would  not  wish  to  be 
exclusive.  In  the  case  of  the  mental  patients 
it  is  much  more  complex.  The  halfway 
house  system  for  the  physically  ill  has 
grown  up  rather  in  association  with  the 
hospital  side  of  the  National  Health  Ser- 
vice, because  treatment  in'  the  halfway 
house  stage  may  be  necessary  in  any  case  ; 
it  may  be  necessary  before  the  patient  goes 
back  into  the  main  stream.  There  are  some 
arguments,  if  you  provide  hostels  at  all  for 
the  mental  patient,  bearing  that  considera- 
tion in  mind,  to  link  them  with  the  hospital 
side  and  not  the  local  health  authority 
side.  Our  own  consideration  of  hostels 
has  been  for  the  mentally  defective  ; we 
have  not  considered  their  direct  provision 
for  the  mental  patient. 
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2993.  (Dr.  Greenwood  Wilson ):  Even 

those  that  you  have  provided  have  been 
more  for  those  who  have  never  ibeen  in  an 

institution  at  all? 1 think  that  is  true  of 

something  over  90  per  cent,  of  those  who 
are  paid  for  by  the  London  County  Council 
in  homes  of  various  kinds.  I beg  your 
pardon,  no,  most  have  been  in  institutions 
as  it  happens ; I am  sorry,  I have  got  back 
to  the  mental  patient.  For  mental  defec- 
tives we  are  actually  now  in  process  of 
adapting  a hostel  by  agreement  with  the 
Board  of  Control  and  the  Ministry  of 
Health  ; we  are  proposing  to  use  that  hostel 
for  girls  coming  from  special  schools  with- 
out suitable  home  conditions. 

2994.  They  will  not  have  been  in  an 

institution? ’Because  most  of  them  never 

go  into-  a hospital,  and  because  hostels  are 
mostly  used  for  the  high-grade  defectives, 
it  seems  to-  us  a very  clear  local  authority 
responsibility. 

2995.  (Mrs.  Adrian ):  I do  not  think  the 
question  has  been  answered  in  relation  to 
the  social  visiting  of  these  patients.  What 
are  your  views  on  the  co-ordination  of  the 

two  services  there? Again,  it  is  most 

difficult.  We  feel  in  London  that  we  can 
be  of  much  more  use  by  social  visits,  by 
care  and  after-care,  by  routine  reports  to 
the  hospitals,  than  so  far  we  have  been, 
simply  because  the  hospitals  have  .not  asked 
us  to  be  of  use..  That  does  not  mean  they 
never  bring  us  in  ; they  do.  We  do  some 
social  work  for  them,  but  we  could  be 
much  more  useful.  Again-  our  evidence, 
although  not  necessarily  limited  to  London, 
must  clearly  be  of  most  value  in  relation 
to  'London.  Because  eleven  of  the  thirteen 
mental  hospitals  used  by  London  residents 
are  outside  London,  it  seems  to  us  a very 
difficult  matter  for  the  hospitals  to  do  their 
own  social  work  and  after-care  without 
quite  considerable  waste  of  time  and  effort, 
and  possibly  of  manpower.  . So  important 
is  it,  however,  that  the  hospital  is  brought 
in,  that  we  have  made  a written  suggestion 
that  our  own  social  workers  should  have 
regular  consultations  at  the  hospital.  Whilst 
we  would  not  want  to  be  exclusive  here, 
and  both  mechanisms — 'both  the  hospital 
mechanism!  olf  social  work  and  the  local 
authority  mechanism  of  social  work — are 
quite  useful,  we  think  the  local  authority 
could  he  used  more;  but  it  would  still 
require  regular  consultation  at  the  hospital 
between  officials. 

2996.  (Dr.  Rees):  What  contact  is  there 
between  the  medical  officer  and  the  social 

workers  at  the  present  time? (Dr. 

Herd):  We  are  trying  slowly  to  organise 
regular  contact  at  this  stage  in  developing 
the  services.  We  started  with  one 
psychiatric  worker,  we  had  three  this  last 
year,  and  we  shall  probably  be  having  four 
this  next  year.  They  each  have  a region 
of  London.  According  to  the  catchment 


area,  they  are  sent  out  to  the  hospitals  in 
the  first  instance  to  talk  with  the  psychiatric 
social  workers  of  those  hospitals ; then  the 
Medical  Superintendent  will  send  me  some 
clinical  details  about  particular  cases.  What 
we  are  planning  to  do  next  year  is  to  have 
even  closer  contact  between  each  Super- 
intendent and  his  psychiatric  social  workers 
and1  myself  and  our  psychiatric  social 
workers. 

2997.  What  part  do  the  medical  staffs  of 

these  mental  hospitals  play  in  the  after- 
care of  the  patients? A lot  of  the  mental 

hospitals  say  that  they  do  their  own  after- 
care, and  they  only  refer  to  the  local 
authority  the  cases  that  are  too  far  away. 

In  London  we  feel  that  an  awful  lot  of 
cases  are  too  far  away  from  the  mental 
hospital  for  the  same  degree  of  care  to 
be  given  by  the  hospital  as  by  the  local 
•authority  when  in  fact  there  is  a psychiatric 
social  worker  in  the  -area  of  their  home. 
The  mental  hospitals  themselves,  I think, 
in  a large  number  of  cases  invite  ex-patients 
to  attend  a clinic,  or  .to  ring  up  the  hospital 
if  they  are  wanting  more  help.  We  feel 
■that  if  after-care  was  given  from  the  time 
when  they  leave,  then  our  social  workers 
could  go  into  the  home,  assist  the  relatives 
in  the  management  of  the  case,  assist  in 
the  employment  problems  and  so  on, 
rather  than  wait  for  the  patient  to  say 
“ Look,  I want  some  help  ”,  at  a later  stage. 

2998.  At  the  present  time  mere  are  many 
patients  not  receiving  after-care  either  from 
the  London  County!  Council  or  mental 

hospitals? -That  is  our  feeling.  We  get 

quite  a number  of  cases  referred  to  our 
Department  by  other  agencies.  These  are 
patients  who  have  been  in  the  mental 
hospital  and  who  are  referred  to  us  by  the 
general  practitioner,  the  relatives  of  the 
patient  himself  or  other  social  agencies. 
They  have  not  received  after-care  from  the 
hospital,  but  somebody  else  has  introduced' 
them  to  us.  What  we  would  like  is  to  see 
more  of  that  group  being  handed  over,  as 
it  were,  from  the  hospital  to  us  at  an  earlier 
stage. 

2999.  (Chairman):  Is  there  really  any 
alternative  but  a proposal  that  the  hospital 
should  in  every  case  notify  the  local 
authority  of  the  discharge  of  any  patient? 
(Dr.  Scott):  They  do  that  now. 

3090.  And  thereafter  the  two  sets  of 
psychiatric  social  workers  will  have  to 

adjust  between  themselves? (Dr.  Herd): 

There  was  a time,  I think  before  the 
National  Health  Service  started,  when  one 
particular  hospital  enclosed  a statement 
about  whether  after-care  was  needed  or  not 
with  the  discharge  certificate.— ’(Mr. 

Ryder):  That  has  been  done  since  the 
National  Health  Service  Act  by  one 
hospital—  (Dr.  Herd):  It  is  not  a universal 
thing. 
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3001.  Is  the  discharge  certificate  given  to 

the  patient? (Mr.  Ryder)-.  No,  the  dis- 

charge certificate  is  sent  to  the  local 
authority,  and  on  it  the  statement  says  that 
this  is  a patient  suitable  for  after-care,  and 
suggests  ^ that  the  local  authority  should 
provide  it. 

3002.  (Sir  Cecil  Oakes)’.  That  can  all  be 
done  under  the  present  law  without  any 
change  if  administrative  co-ordination  is 

effective? It  could  be,  yes. — (Dr.  Scott): 

We  do  not  want  in  any  way  to  appear  to 
be  criticising  the  hospitals.  There  may  be 
very  good  reasons  why  after-care  is  not 
recommended  to  us.  What  we  do  think  is 
important  is  that  in  every  case  of  discharge 
the  Physician  Superintendent  should  con- 
sider this  point,  should  discuss  it  with  the 
patient,  and  make  a considered  judgment. 
I do  not  think  we  have  any  evidence  so  far 
that  it  is  considered  to  that  degree. 

3003.  (Chairman):  In  practice  the 

Superintendent  might  well  feel,  “ I am  dis- 
charging a patient,  I want  tO'  keep  my  eye 
on  him  for  the  next  three  months”;  after 
that  he  might  want  to  refer  him  to  the 
local  authority? Certainly. 

3004.  (Mrs.  Adrian):  How  far  is  it  neces- 
sary for  the  Medical  Superintendent  to  be 
in  touch  with  the  psychiatric  social  worker 

who  does  the  actual  after-care? On-  the 

whole  we  think  it  would  be  most  desirable  ; 
I do  not  think  I would  object  if  you  said 
essential.  It  is  clearly  very  desirable  indeed 
that  the  hospital  should  know  ithe  psychia- 
tric social  worker  doing  the  after-care. 

3005.  One  o'f  the  difficulties  vs  the  short- 
age of  psychiatric  -social  workers.  Is  it 
possible-  to  work  towards  a fully  integrated 
service  of  psychiatric  social  workers,  a pro- 
portion paid  'by  the  local  authority  and  a 
proportion  paid  by  the  hospital  service,  and 

no  questions  raised? There  is  only  one 

way  to  do  that.  Sir,  and  I think  it  i®  out- 
side your  terms  of  reference. 

3006.  Is  that  the  only  way  of  doing  it? 

Under  the  present  structure  I do  not 

think,  frankly,  it  would  be  possible  to  get 
a common  pool  of  that  kind  and  allocate 
the  staff.  They  must  be  either  local 
authority  staff,  paid  .by  the  local  authority 
with  a 50  per  cent,  -grant  from  the  Ministry, 
or  they  must  be  fully  part  of  the-  hospital 
service,  paid  by  the  Exchequer. 

3007.  (Sir  Cecil  Oakes):  You  have  the 
analogy  of  the  medical  profession  where 
you  have  dual  appointments.  I®  there  any 
reason  why  it  should  not  extend  lower 

down? The  dual  appointment,  so  far  as 

the  local  authority  is  concerned,  I think 
only  applies  to-  the  chest  specialist.  Even 
there  the  local  authority  does  not  make  a 
joint  contract;  it  is  the  .Regional  Hospital 
Board  who  makes  the  contract  and  the 
local  authority  pays  a quota.  On-  that,  if 
I may  ibe  a little  more  clear  than  I have 


bean,  if  that  were  the  analogy  I would 
not  be  happy.  Obviously  the  local  authority 
must  have  rather  more  voice  in  the  work  of 
the  social  worker  than  that  system  would 
give. 

3008.  (Mr.  Jackson):  It  is-  a question  of 
whether  you  want  any  change  in  the  law 
or  whether  you  merely  want  to  work  out 

different  administrative  arrangements? 

Curiously  enough,  we  did  not  know  our- 
selves ; that  is  why  this  form  of  wording 
in  front  of  yo-u  is  so  deliberately  chosen. 
Medical  Superintendents  are  intelligent 
people;  it  might  even  ’be  that  the  'Royal 
Medico-Psychological  Association  could 
'have  tackled  this  on  its  own.  But  it  is  so 
important  and  the  figures  are  so  striking 
that  it  seemed  very  proper  to  bring  this  to 
tiie  Commission.  We  are  not  being  dog- 
matic that  this  needs  any  kind  of  legal 
sanction. 

(Chairman):  I do  not  think  I have  any 
more  to  ask  until  we  come  to  mental 
deficiency  in  paragraph  2-6. 

3009.  (Dr.  Rees):  Could1  you  tell  us  how 
many  patients  are  seen  -by  consultant 
psychiatrists  before  the  duly  authorised 
officer  makes  an  order  under  'Section  20? 
(Mr.  Ryder):  Very  few  indeed,  prac- 
tically none. 

3010.  Do  you  instruct  the  duly  authorised 

officers  to  -call  in  consultants  at  all? 

They  have  no  power  to. 

301 X.  A consultant  can  he  called  in  to 

advise  the  doctors? Yes,  they  can 

advise  the  doctor  to  do  this,  and  they  do 
on  occasion.  The  advice  is  not  always 
welcomed  by  the  general  practitioner,  and 
for  various  reasons — largely  practical,  I 
think — it  so  happens  that  on  very  few 
occasions  is  a consultant  called  in. 

3012.  Is  it  difficult  to  get  a consultant 

psychiatrist  -in-  the  Lond'on  area? (Dr. 

Scott):  That  is  the  limitation,  I think,  the 
practical  limitation.  The  1,800  that  our  duly 
authorised  officers  decided1  did  not  require 
urgent  action  would  probably  be  seen-  by 
psychiatrists  in  due  course. 

3013.  Do  you  th-infc  it  would1  ibe  an1  advan- 
tage if  they  were  seen-  by  a psychiatrist 

before  removal  under  Section  20? (Mr. 

Ryder):  We  do  say  in  the  evidence  that  it 
is  desirable  but  we  do  not  see  how  i-t  could 
be  arranged  -practically. 

3014.  But  there  are  more  psychiatrists 
in  London  than  anywhere  else  # in  the 

country? But  they  are  not  available  in 

an  emergency. 

3015.  Have  you  put  these  points  to-  the 
Regional  Psychiatrists  for  the  Loudon 

Regions? Yes,  we  have  put  it  to  them. 

They  have  urged  u®  to  make  more  use  of 
psychiatrists  in  domiciliary  care.  We  have 
even  discussed  with  the  psychiatrists  and 
the  Ministry  of  Health  whether  the  duly 
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authorised!  offioer  couldl  call  in.'  a psychia- 
trist. No  other  consultant  in  the  National 
-fjealth  Service  is  called  ini  iby  a layman. 

3016.  He  could)  ibe  called1  in  'by  the 
general  practitioner  who  called  in  the  duly 
authorised  officer? — Dr . Scott) : Ought 
niOt  the  general  practitioner  to  think  about 
that  before  ihe  calls  in  the  duly  authorised 
officer?  We  are  not  being  dogmatic,  as 
y.ou  gather,  tout  ‘I  think  the  point  is  a sticky 
one. 

3017.  {Chairman) : It  may  be  complicated 
4>y  the  difficulty  of  domiciliary  visits  by 

consultants  from  hospitals? (Mr. 

Ryder)'.  It  is  complicated1  by  the  number 
too.  We  have  had  as  many  as  48  cases  in 
one  day.  It  would  be  quite  impossible  to 
call  in'  the  services  of  48  consultants  in 
one  day. 

301'8.  {Dr.  Rees):  One  psychiatrist  could 

do  more  than  one  visit? We  estimate  that 

you  would  require  roughly  the  same  num- 
ber of  consultants  as  we  use  at  present  of 
mental  welfare  officers,  which  is  23  full- 
time on  this  work  alone ; and  we  feel_  it  is 
unlikely  that  psychiatrists  would1  'be  willing 
to  do  just  this  limited  field  of  work,  and 
unless  they  did  it  would  not  be  practical.— 
(Dr.  Scott):  The  duly  authorised  officer  is 
called  in  in  an  emergency,  and  that  makes  it 
frightfully  difficult  to  bring  in  the  con- 
sultant. I would  suggest  that  if  the 
general  practitioner  finds  a consultant  is 
required,  and  he  wants  a duly  authorised 
officer  to  deal  with  an  emergency,  ithen 
the  place  for  the  consultation  really  is  in 
the  observation  ward. 

3019.  (, Sir  Cecil  Oakes) : Does  that  imply 
that  the  general  practitioner  is  not  able  in 
fact  to  call  in  the  consultant  before  the  case 

‘becomes  urgent? No.  If  he  himself  is 

not  called  in  in  an  emergency,  he  certainly 
is  able  and  competent  to  decide  whether 
he  needs  a consultant. 

3020.  Would  one  be  available  in  the 

London  area? Yes. 

3021.  That  Is  the  practice  that  is 

adopted? Yes,  there  are  adequate 

psychiatrists  for  domiciliary  care  in  London. 

3022.  {Dr.  Rees):  How  do  you  account 
for  the  fact  that  the  proportion  of  patients 
actually  certified  has  been  rather  higher  in 
the  London  hospitals  than  hospitals 

around? It  is  not  easy  to  account  for  it. 

London  as  the  metropolis  does  present 
problems  (that  are  not  perhaps  common 
even  in  a great  provincial  town.  There  is 
a rather  higher  proportion  of  old  people; 
there  is  a rather  higher  proportion  of 
families  in  one  unit,  and  people  living 
alone,  even  in  houses,  not  just  in  digs ; 
all  those  factors  may  be  relevant. 

3023.  Do  they  account  for  the  fact  that 

these  patients  have  to  be  certified  rather 
than  admitted  as  voluntary  patients? 


Again  it  is  awfully  difficult  ito  answer  that; 
As  you  will  gather  from  our  evidence  we 
only  use  the  certification  process  when  it 
is  absolutely  essential ; we  would  prefer 
not  ito,  regarding  the  removal  to  an 
observation  ward  as  a better  process,  but 
because  of  the  shortage  of  accommodation 
we  have  had  to  use  the  judicial  process  in 
about  1,400  cases  recently. 

3024.  (Chairman):  I notice  that  you  do 
not  offer  any  evidence  about  a procedure 
for  temporary  admissions  under  'Section  5 
of  _ the  _ Mental  Treatment  Act  without 

judicial  intervention. (Mr.  Ryder):  We 

have  really  confined  our  recommendations 
to  the  scope  of  our  duties,  and  that  is  a 
little  bit  outside  our  duties. 

3025.  In  paragraph  24  you  are  anxious 
to  encourage  voluntary  admissions,  but 
you  do  not  say  anything  about  encouraging 
temporary  admissions  without  certification? 

No.  I do  not  think  we  would  quarrel 

very  much  with  certain  suggestions  made  to 
the  Royal  Commission  in  that  direction. — 
(Or.  Scott):  Our  information  on  patients 
who  go  in  voluntarily  from  London  is  quite 
limited.  That  is  why  I was  under  some 
difficulty  in  the  last  question.  We  our- 
selves only  use  certification  when  there  is 
no  other  method  of  dealing  with  an 
emergency.  I do  not  know  how  that  figure 
relates  to  the  total  number  of  patients  from 
London  including  voluntary  patients,  and  I 
do  not  know  how  the  London  percentage 
compares  with  elsewhere. 

3026.  (Dr.  Rees):  It  is -rather  higher? — — 

I think  some  of  the  social  psychiatric 
arrangements  may  have  some  bearing  on 
that. — (Mr.  Ryder):  The  observation  ward 
doctor  is  probably  the  'best  person  to 
answer  that  question. 

3027.  (Chairman) : You  have  not  got  any 
views,  any  advice  to  give  us-  about  the 
place  of  the  justices  in  admission  to  mental 

hospitals? (Dr.  Scott):  No.  I think  it 

is  probably  clear  in  our  evidence  that  we 
do  attach  a great  deal  of  importance  not 
only  to  doing  justice,  but  to  making  it 
abundantly  clear  that  justice  is  done.  From 
that  point  of  view  the  magistrate  has  a 
place,  and  we  have  no  comments,  either 
constructive  -or  destructive,  to  put  before 
you. 

3028.  (Sir  Russell  Brain):  On  paragraphs 
23-25,  (treatment  of  the  neurotic  patient. 
I expect  you  would  agree  that  the  more 
the  mental  hospital  approximates  to  the 
general  hospital  in  administration  and 
methods  of  admission  and  discharge,  the 
easier  it  would  be  .to  persuade  people  with 
neurosis  to  go  in.  That  in  general  would 
be  desirable  from  both  points  of  view.  The 
tendency  of  modern  psychiatry  is  rather  to 
deny  any  theoretical  distinction  between 
mental  illness  and  neurosis,  and  even  the 
administrative  distinction  is  not  quite  clear. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


590 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


I wondered  whether  there  was  really  much 
point  in  your  last  remarks  in  italics  in 
paragraph  25.  Does  legal  definition  need 

to  classify  neurosis  at  all? 1 think 

perhaps  Dr.  Herd  might  answer  that 
question.  It  is  a subject  sto  which  he  has 
given  a great  deal  of  attention. — (Dr.  Herd). 
It  is  a difficult  subject  and  we  have 
deliberately  left  out  clinical  classifications 
from  our  deliberations.  We  feel  there  is 
a very  real  problem  about  nomenclature, 
because  the  public’s  conception  of  the  term 
mental  is  unfortunately  still  almost  in- 
variably associated  with  the  term  insanity, 
instead  of  being  interpreted  in  the  broader 
meaning  which  would  include  very  efficient 
members  of  society.  That  being  so  it  does 
not  help  the  neurotic  who  may  have  to  go 
into  hospital  to  realise  that  he  goes  as  a 
voluntary  patient  under  the  Mental  Treat- 
ment Act,  and  to  realise,  if  he  likes,  that 
in  the  Act  only  the  term  “mental  illness” 
is  used.  Bearing  that  in  mind,  I am  afraid 
the  summary  of  our  recommendation  on  this 
point  is  an  over-simplification  of  the  main 
evidence.  We  are  not  really  suggesting  that 
both  insanity  and  neurosis  must  be  legally 
defined,  but  we  are  suggesting  that  the  term 
“ mental  ” should  still  be  used  in  a restricted 
sense,  to  apply  to  the  sprt  of  case  which  the 
public  look  upon  as.  insane,  and  that  all  the 
others  .should  come  under  some  separate 
nomenclature  or  no  nomenclature  at  all. 

3029.  {Chairman):  That  sounds  to  me 
rather  like  making  it  worse,  if  you  want 
us  to  encourage  the  public  still  more  to 
assume  that  anybody  who'  is  mentally  ill  is 

really  permanently  “ round  the  bend  ”. 

The  problem  is  when  you  see  the  neurotic 
clinically  you  have  to  start  off  by  convincing 
him  he  is  not  mental ; he  has  been  worrying 
about  that  and  thinks  he  is  going  off  his 
head. 

3030.  {Dr.  Rees):  But  the  neurotic  is 

suffering  from  a mental  illness? Yes,  but 

the  public’s  conception  of  the  term  is  that 
it  is  insanity.  We  have  tried  for  twenty-five 
years  to  alter  that  idea  but  it  does  not  seem 
to  have  worked  yet. 

303’1.  Does  not  this  possibly  account  for 
the.  fact  that  you  have  fewer  voluntary 
patients  going  to  the  London  mental 
hospitals  than  you  have  in ’ other  parts  of 
the  .country?  The  stigma  attached  to  the 

mental  hospital  appears  to  be  greater? 

I wonder  whether  that  is  so-.  There  are 
separate  neurosis  units  for  patients  from  the 
London  area.  There  are  the  teaching 
hospitals  and  there  is  the  Belmont  Hospital 
and  so  on. 

3032.  But  the  numbers  are  very  small  in 
comparison? 1 do  not  know  the  com- 

parative figures  at  all. — {Dr.  Scott):  We  do 
know,  'Sir,  that  this  particular  suggestion 
raises  possibly  as  many  problems  as  it  was 


designed  l;o-  help  to  solve.  In  practice  we 
have  met  the  difficulty  of  a good  many 
neurotics  finding  it  difficult  to  accept  sugges- 
tions for  treatment  because  of  this  associa- 
tion with  the  mental  hospital  so  far  as 
treatment  is  concerned.  It  was  rather  felt 
we  might  be  able  to  help  them  to.  accept 
treatment  by  something  on  .these  lines.  We 
do  not  in  any  way  come  forward  with  this 
as  the  ideal  solution  ; we  were  really  calling 
attention  to  a difficulty  with  a vague  sugges- 
tion of  a possible  remedy  rather  than  some'* 
thing  on  which  we  were  at  all  dogmatic. 

3033..  {Chairman):  I am  not  clear  in  what 
connection  you  would  make  this  distinction. 
— — We  .think  it  would  probably  be  very 
difficult  although  we  put  it  forward.  We 
have  given  it  a great  deal  of  thought  both 
before  and  since  and  it  was  solely  an 
attempt  to  get  the  neurotic  patient  .to  accept 
.treatment  more  readily. 

3034.  {Mrs.  Adrian):  On  these  matters, 
does  it  make  a difference  for  very  long? 
Does  not  the  substance  of  .the  thing  come 

through? (Dr.  Herd):  It  is  still  the  old 

association  going  on  year  after  year.  Even 
after  twenty-four  years  of  the  Mental  Treat- 
ment Act,  “ mental  ” means  “ insanity  ” to 
many  voluntary  patients  irrespective  of  their 
clinical  state  and  there  are  neurotics  who 
even  refrain  from  going  to  a doctor  at  an 
early  stage  in  case  that  doctor  says  they  are 
mental,  and  they  think  they  have  “ had  it  ”. 

30.35.  (Sir  Cecil  Oakes):  The  word 

“ mental  ” was  brought  in  to  take  .the  place 
of  the  word  “ lunacy  ” ; although  1 do 
appreciate  your  difficulty,  it  rather  bears  out 
the  suggestion  that  the  difficulty  is  in  the 

facts  and  not  entirely  in  the  name? We 

felt  we  should  not  refrain  from  making 
some  statement  although  it  is  an  extra- 
ordinarily difficult  subject. 

3036.  (Mr.  Bartlett):  You  say  that  there 
is  an  advantage  in  sending  a person  else- 
where than  to  a mental  hospital,  but  the 
facts,  on  your  figures,  are  that  of  the  people 
sent  to  the  observation  wards,  over  a third 
are  likely  to  be  certified,  something  like 
another  third  are  likely  to  become  voluntary 
patients  and  perhaps  a third  discharged — 
those  are  the  very  rough  figures.  If  those 
figures  are  appreciated,  is  it  really  likely 

to  alter  the  public’s  attitude? (Dr. 

Scott):  On  the  whole  I think  the  neurotic 
type  of  patient  would  not  be  likely  to1  get 
into  an  observation  ward ; it  is  .the  broader 
groups  for  whom  voluntary  treatment  is  so 
obviously  desirable. 

3037.  Is  it  not  much  more  important  to 
try  to  convince  the  public  about  certain 
facts  rather  than  to  change  the  names  of 

things? Yes. — (Dr.  Herd):  It  is,  but  it 

is  very  difficult  to1  convince  them,  and  the 
trouble  is  that  there  are  mental  and  nervous 
cases  going  into  mental  hospital,  but  the 
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word  “ mental  ” is  attached  ito  the  whole 
lot  in  their  minds. 

3038.  {Chairman)'.  It  might  be  easier  to 
convince  the  public  if  the  doctors  were 
really  quite  clear  what  they  wanted  to 
convince  .them  of. 

May  we  go  on  to  Mental  Deficiency  now? 
In  paragraph  29  you  make  a very  definite 
recommendation  that  mental  health  legisla- 
tion should  simply  ignore  the  problem  of 

psychopaths. {Dr.  Scott):  In  legislation 

for  mental  defectives. 

3039.  I appreciate  that  and  I think  I 
realise  your  reasons  for  it,  but  if  this 
problem  is  not  to  be  dealt  with  by  legisla- 
tion for  mental  defectives,  is  it  to  be  dealt 

with  by  other  legislation,  or  not  at  all? 

I think  you  do  appreciate  the  reasons  why 
we  think  it  would  do  an  immense  amount 
of  harm  if  it  were  dealt  with  by  legislation 
for  mental  defectives,  because  to  deal  with 
the  problem  at  all  almost  certainly  involves 
some  kind/  of  institutional  care,  and  the 
problems  o,f  isolation  and  of  being  with 
other  patients  would  just  be  appalling  in  a 
mental  deficiency  institution.  Whether  the 
ad  hoc  institution  or  the  mental  hospital  is 
the  right  place,  we  certainly  would  not 
dogmatise,  but  I think,  if  this  is  not  to  have 
special  legal  provision,  it  probably  would 
have  to  be  dealt  with  under  mental  law, 
not  mental  deficiency  law. 

3040.  (Dr.  Rees):  .Do  you  think  a psycho- 
path is  in  fact  mentally  defective? {Dr. 

Ingham):  If  there  is.  a distinct  lack  of 
intelligence  then  we  are  in  a different  case, 
but  it  is  awfully  difficult  to  say  what  exactly 
is  meant  by  a psychopath  and  I do  not 
think  you  could  say,  by  reason  of  this, 
that  he  is  a mental  defective ; in  other 
words,  you  have  to.  establish  mental  defi- 
ciency first. 

3041.  You  mean  anyone  who  is  mentally 
defective  must  be  intellectually  defective? 
To  a point.  iBut  it  may  be  a compara- 
tively high  point. 

3042.  (Chairman):  In  paragraph  30  on 
•the  definition  of  defective  you  suggest  the 

definition  “ mentally  sub-normal  (Dr. 

Scott) : This  again  is  very  difficult.  As  you 
will  gather,  our  reasons  for  this  are  essen- 
tially based  on  the  obvious  pain  in  the 
minds  of  a good  many  parents  of  defective 
children  who  come  our  -way.  _ It  is  less 
concerned!  with  the  defective  himself  than 
with  the  defective’s  relatives,  and  parents. 

3043*.  Your  suggestion  would  result  in 
having  one  category  of  mentally  sub-normal 
and  another  category  of  educationally  sub- 
normal?  (Definitely,  and  we  gave  it  a 

great  deal  of  thought  before  we  put  it  to 
you  very  tentatively, 

3044.  I should  not  like  to  have  to  justify 
two  categories,  mentally  sub-normal  and 
educationally  stub-normal. (Dr.  Ingham): 


The  trouble  wouldi  be  with  the  education 
authorities.  They  cannot  understand  why 
a young  person  who  is  educationally  sub- 
normal becomes  mentally  defective ; a 
child  has  been  attending  a special  school 
and  was  called  educationally  sub-normal 
and  it  is  very  hard  for  the  education  authori- 
ties and  these  people  concerned  with  that 
education  to  understand  how,  by  reason  of 
passing  school  age,  a child  becomes  men- 
tally defective  because  they  are  told,  under 
the  Education  Act,  that  child  is  not  mentally 
defective.  That  is  part  of  the  reason 
why  we  are  suggesting  for  the  higher  de- 
fectives the  term  “ mentally  sub-normal  ”. 
We  do  not  recommend  that  the  term 
“ mental  defective  ” should1  disappear  but 
that  it  should  toe  used  for  the  lower  grades. 

3045.  (Chairman):  I wonder,  if  you  want 
to  get  ridi  of  the  word  “ mental  ”,  why  you 
should  not  call  them  simply  “sub-normal 

persons”? (Dr.  Scott):  That  would 

have  so.  many  connotations  in  a physical 
sense  as  well  that  it  might  give  rise  to 
difficulty.  We  did  put  this  forward  tenta- 
tively because  of  our  experience  of  the  pain 
caused  to  relatives ; tout  one  is  under  some 
kind  of  duty  to  educate  the  public  in  these 
things  and  it  may  be  that  particular  aspect 
overrides  here  the  suggestion  we  have  made, 
important  as  the  reasons  are  that  we  have 
made  it. 

304€.  (Dr.  Thomas):  I gather  you  are  in 
favour,  from  what  you  have  just  said,  of 
people  who  are  mentally  sub-normal  being 
in  some  way  statutorily  divided  into  two 
groups,  mentally  defective  and  mentally 
sub-normal? — -{Mr.  Ryder):  We  say  that 
the  existing  class  of  “ feeble-minded " 
should  be  classified  as  “ mentally  sub- 
normal ”,  that  the  existing  classification  of 
“idiots”  and  “imbeciles”  should  be 
“ mentally  defective  persons  — (Dr.  Scott) : 
Probably  52  per  cent,  in  favour  of  that  and 
48:  per  cent,  in  favour  of  the  present  system. 

3047.  Could  you  tell  us  the  reasons  why 
you  think  it  advisable  that  differentiation 

should  be  made? (Dr.  Ingham):  The 

higher-grade  come,  in  the  majority  of  cases, 
from  the  school  service  where  they  have 
been,  educated  to  the  point  of  believing  they 
are  not  mentally  defective  but  sub-normal, 
and  I think  it  is  a very  real  difficulty  to 
parents  of  the  higher  grade  children  to  try 
to  understand  why,  the  moment  they  leave 
school  they  deteriorate  to  “mental  defec- 
tives ”,  in  fact  they  are  above  the  “ mental 
defective”  level. 

3048.  Do  you  feel  the  term  “ education^ 

ally  sub-normal  ” is  unreal? 1 personally 

do.— Scott) : Is  it  not  rather  linked 
up  with  the  same  kind  of  reasoning  which 
led  us  to  make  this  suggestion  to  you?  It 
is  a very  convenient  term.  It  does  spare 
feelings.  It  includes  a vast  number  of 
feeble-minded  but  there  are  others  as  well 
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who  fall  into  the  educationally  sub-normal 
group ; it  is  a convenient  definition  which 
rather  links  up  with  this  suggestion  we  put 
to  you. 

3049.  (Having  got  that  far,  do  you  think 
then  that  the  consequence  of  your  sugges- 
tion would  be  to-  produce  some  further  prob- 
lems with  regard  to  the  segregation  of  these 

two  groups  in  treatment? (Mr.  Ryder): 

We  suggest,  in  a later  recommendation,  that 
they  should  'be  treated  separately. 

3050.  Did  you  have  that  in  mind  wihen 
you  were  considering  these  two  separately? 
Ilf  it  were  not  for  the  need  for  segrega- 
tion you  could:  get  one  term  to  cover  the 
lot,  no  doubt.— (Dr.  Ingham ):  The  terms 
“idiot”  and  “imibeoile”  are  so  intermixed 
that  they  do  slip  into  each  other. 

3051.  (i Chairman):  You  are  probably 

agreed  that  it  .should  be  one  of  the  aims 
of  poiicy  to  establish  a system  which  would 
need  the  very  -minimum  of  legal  definition 

■as  ibetween  classes  of  persons? There  is 

also  the  -other  point  which  has  just  been 
mentioned1,  wiith  regard  to  the  Education 
•Act,  the  definition,  of  an  educationally  sub- 
normal child ; a child  may  'be  educationally 
-sub-normal  iby  reason-  of  mental  disability 
“or  any  other  cause”,  which  of  course 
©quid  be  almost  anything. 

- 3'052.  Am  I right  in  -interpreting  your 
recommendations  broadly  as  being  that  the 
emphasis  of  the  whole  mental  deficiency 
(system  should  'be  -transferred  from  institu- 
tional to  community  care,  that  much  more 
•should  -be  done  by  community  care  than  -by 
admission  to  institutions? — —{Dr.  Scott): 
On  the  whole,  Sir,  Why  I say  “ on  the 
whole  ” is  that  our  evidence  does,  I think 
you  will  agree,  suggest  that  already  the 
bulk  of  care  for  the  mentally  defective, 
with  the  exception,  of  the  lower  grade,  i-s 
.comimiunity  -care.  I-t  is  the  minority  of  the 
feeble-minded  who  need  institutional  care. 

3053.  And  you  would  recommend  also 
that  admission  to-  a mental  deficiency  instii- 
tutibn  should  be,  so  far  as  possible,  in- 
formal and  as  much  like  ordinary  hospital 

admission  as  -posisible? Yes.  Again, 

most  parents  are  s-o  willing  that  there  iis  a 
good  -deal  of  force  behind-  th-e  recommenda- 
tion. 

3054.  lAindf  you  would  be  prepared,  1 

gather,  for  admission  by  the  parentis  under 
Secticm  3 to  be  extended  beyond  the  age 
of  21'  for  feeble-minded1  as  well  as  for 
‘imbeciles? Yes. 

3055.  .But  any  -extension  of  that  kind 
'beyond  the  age  of  21  would-  be  subject  to 

•judicial  review? Yes ; again  we  were 

(rather  actuated  there  with  -the  importance 
of  making  it  abundantly  clear  that  justice 
(is  -being  done.  It  is  fo,r  that  reason,  iwe 
attach  .some  importance  to  the  judicial 
review. 


3056.  iB-ut  yo-u  would  dispense  with  the 
judicial  review  altogether  where  it  iwas  a 
-cas<?  of  voluntary  or  informal  admission? 
-Yes. 

3057.  I wonder,  under  ybur  paragraph  3l6, 

whether  this  case  of  the  recalcitrant  parent 
could  be  dealt  with  under  the  procedure  of 
the  Children  Acts  without  special  provi- 
sion in  the  Mental  Deficiency  Act? 1 

think  .(here  would  ‘be  a lot  -of  difficulty, 
Sir.  The  parents  want  the  child,  and  for 
the  local  authority,  through  its  Children’s 
Committee  and  through  the  Children  Acts 
procedure  .to  try  to  step  in  where  the 
Mental  Deficiency  Act’  procedure  failed, 
would  certainly  suggest  'that  there  might  be 
narrow-mindedness,  a little  -vindictiveness 
possibly,  and  what  -is  more  il  think  it  would 
-probably  be  unsuccessful. 

305'8.  At  present  you  have  an  elaborate 
procedure  by  which  you  can  place  per- 
sons, after  a judicial  review,  under  guardian- 
ship as  mentally  defective.  You  equally 
have  powers  under  the  Children  Acts  to 
take  children'  away  from  unsatisfactory 
homes  in  certain  extreme  cases.  Do  you 
think  it  should  be  easier  for  a local 
authority  to  take  a mentally  defective 
child  away  from  his  h-ome  than  any  child 

no-t  under  proper -control? {Mr.  Ryder): 

This  applies  to  adults  as  well  as  to  chil- 
dren, and  although  the  particular  child  -t-o 
whom  we  refer  was  only  li6  the  same  situa- 
tion could  -have  arisen  with  somebody  of 
25. 

3059.  I was  speaking  of  children. (Dr. 

Scott):  If  the  Children’s  Committee  could 
have  taken  actioji  successfully,  which  is 
d'oubtful,  -they  would  have  immediately 
raised  a tremendous  problem  for  themselves 
by  .taking  a child  who  is  not  by  definition 
an  ordinary  child  and  mixing  it  with  other 
children,  and  they  have  already  consider- 
able trouble  with  the  mental  children  who 
do.  co.mie  tih-eir  way  and  of  whom  we  then 
have  to  take  steps  to  relieve  them.  It 
would  -have  been  an  unfair  burden  on  the 
Ghildiren’s  Committee,  or  th.e  Children’s 
Officers,  to  have  to  .take  thi-s  case,  and  e-ven 
more  unfair  on  the  children  with  whom  this 
dhiild-  would  imix. 

3060.  -I  was  not  thinking  of  the  children's 
authority  side  but  the  mental  -health  side. 
That1  is  an  administrative  point.  I was 
wondering  whether  -it  was  ireally  justifiable 
to  have  two  separate  procedures,  one  for 
the  child  who  is  mentally  deficient  and  one 
■for  the  child  who  is  normal  but  not  under 

proper  care  and  control? On  the  whole, 

we  ,thin-k  yes. — (Mr.  Ryder):  I do  not’  think 
that  w.e  should  quarrel  with  the  application 
of  the  principles  which  apply  to  children, 
to.  mental  defectives  irrespective  of  age. 

3061.  I am  really  on  the  principle 
whether  the  parent  should  run  the  risk  of 
losing  his  feeble-minded  child  for  reasons 
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other  than  he  would  run  the  risk  of  losing 
it  under  the  Children  Acts. Our  sugges- 

tions in  paragraph  35,  where  we  suggest  the 
circumstances  in  which  the  defective  should 
be  removed  from  his  parents’  care,  do 
broadly  follow  the  lines  of  the  Children 
Acts  and  are  the  same  practically  as  the 
circumstances  in  which  a child  can  be 
removed  from  its  parents’  care  under  the 
Children  Acts. 

3062.  Surely  paragraph  35  goes  a good 

deal  further?  It  applies  to  parents  who 
are  opposed  to  the  provision  of  institu- 
tional care. Only  if  they  are  unable 

themselves  to  provide  proper  care  and 
control. 

3063.  I do  not  think  “institutional” 
really  ought  to  be  in  there,  ought  it ; it 
should  read,  “ are  opposed  to  the  provision 

of  any  form  of  care  ”? That  is  so.  We 

do  suggest  later  that  the  same  considera- 
tion should  apply  in  respect  of  community 
care. 

3064.  {Mrs.  Adrian)-.  Could  I ask  there 
whether  you  would  include  the  need  for 
training  in  the  proper  care  and  control  of 

the  defectives? {Dr.  Scott):  I do  not 

think  I quite  follow  the  question ; do  you 
mean,  as  a cause  for  removal? 

3065.  Yes.  Supposing  you  regard  it  as 
essential  that  this  particular  defective 
should  have  a year,  18  months  or  two  years’ 
training,  either  in  a hostel  or  a hospital, 
would  you  regard  the  refusal  of  the  parent 
to  allow,  say,  a 16  or  20  year  old  to  receive 
that  training  as  adequate  grounds  for 

removing  the  defective? 1 would  be 

rather  reluctant  to  do  that  if  in  other  ways 
the  home  was  a proper  home.  We  are 
rather  reluctant  to  do  it. 

3066.  (Chairman):  The  question  of  train- 
ing has  been  raised.  I wonder  if  you 
could  say  anything  about  the  number  of 
defectives  who  are  suitable  for  training.  I 
understand  that  the  number  of  defectives 
under  London  County  Council  supervision 
or  guardianship  last  year  was  888  under  age 
16  and  5,204  over  16,  and  the  number  con- 
sidered as  suitable  for  training  in  occupa- 
tion centres  was  only  566  under  16  and  363 
over  16,  and  the  national  figures  are  more 

or  less  comparable. (Mr.  Ryder):  I 

think  perhaps  this  throws  some  light  on 
those  figures  ; the  figures  you  have  men- 
tioned include  over  1,000  defectives  under 
voluntary  supervision  and  the  question  of 
training  seldom  arises  in  these  cases ; of 
the  remainder,  about  4,000  are  over  16  years 
of  age  and  of  that  4,000  about  2,800  are  in 
employment,  so  they  would  be  automatic- 
ally removed  from  the  need  for  training. 

3067.  I wonder  if  you  could  send  us  the 
full  figures  distinguishing  those  who  are  in 
employment  from  those  who  are  not  m em- 
ployment, those  who  would  benefit  from 
training,  and  some  indication  of  how  the 
residue  is  made  up. — — We  could  give  you 


a fairly  close  analysis  of  the  cases  we  have 
under  supervision. 

3068.  We  would  be  very  glad  of  that ; of 

course  that  is  over  age  16? Yes. 

3069.  The  figures  under  age  16  were  888 

under  supervision  or  guardianship,  of  whom 
566  only  are  suitable  for  training  in  occu- 
pation centres? A large  number  of  the 

balance  of  those  would  be  under  five ; that 
would  rule  out  some  for  the  purposes  of 
training.  Attendance  at  an  occupation 
centre  is  not  compulsory  and  we  would  not 
have  included  in  the  trainable  ones,  I am 
afraid,  those  where  the  parents  did  not  wish 
us  to  provide  it;  that  might  account  for  it. 

3070.  Surely  between  the  age  of  five  and 

fifteen  attendance  at  occupation  centres  is. 
not  voluntary? Yes,  it  is.  We  are  sug- 

gesting that  it  should  be  enforced,  but  at 
the  moment  it  is  voluntary.  There  are  140 
defectives,  or  thereabouts — it  varies  from 
day  to  day  of  course — but  there  are  roughly 
140  defectives  under  supervision  who  are 
under  five  where  the  question  of  itrainability 
would  not  yet  have  arisen.  That  accounts 
for  a large  number  of  the  balance. 

3071.  “Suitable  for  training  at  occupa- 

tion centres”  does  not  include  the  sort  of 
kindergarten  infant  class? No. 

3072.  The  London  County  Council  have 
developed  that  kind  of  infant  occupation 

centre? Yes,  but  not  under  the  Mental 

Deficiency  Acts. — (Dr.  Scott):  We  are  pro- 
viding at  our  welfare  centres  special  sessions 
for  mothers  whose  children  are  defective. 

I understand  quite  a lot  of  them  do  not  like 
coming  to  the  ordinary  sessions,  and  this 
new  service  has  been  experimental  now  for 
about  nine  or  twelve  months  and  has  been 
very  much  appreciated. 

3073.  In  your  .paragraphs  37-38  about 
criminal  cases,  I am  not  quite  sure  what 
your  recommendation  would  foe  _ in  the 
matter  of  delinquents  who  qua  their  defec- 
tiveness do  not  need  detention.  If  a feeble- 
minded person  who  has  been  under  com- 
munity care  becomes  a delinquent,  do  you 
suggest  that  he  should  foe,  by  way  of 

punishment,  sent  to  an  institution? (Mr. 

Ryder) : Not  necessarily,  not  unless  the 
Court  think,  after  hearing  the  evidence  of 
his  offence  and  of  his  mental  state,  that  he 
is  a person  who  is  unsuitable  to  remain  in 
the  community,  as  often  happens.  We  think 
each  case  should  be  considered  on  its 
merits. — (Dr.  Scott):  If  the  Court  simply 
fine  him  we  literally  have  no  observations, 
but  if  the  Court  feel  that  prison  is  indi- 
cated, it  ought  to  be  the  institution. 

3074.  (Mr.  Jackson):  You  say  in  para- 
graph 37  that  in  many  cases  but  for  the 
commission  of  the  offence,  committal  to  an 
institution  would  not  have  arisen.  That  can 
be  interpreted  in  two  ways.  It  may  mean 
that  but  for  the  commission  of  the  offence 
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the  existence  of  his  mental  state  would  not 
•be  known — that  is  lo  say,  that  the  examina- 
tion of  the  person  in  the  course  of  the  pro- 
ceedings has1  revealed  it — or  it  might  mean 
he  would  never  have  been  sent  to  am  institu- 
tion if  he  had  not  committed  this  offence? 
— -(Mr.  Ryder);  It  covers  both  considera- 
tions. It  does  sometimes  happen  that  a case 
is  not  discovered  until  he  turns  up  in  Court, 
but  the  majority  of  cases  we  are  thinking 
about  are  those  who  are  doing  fairly  well 
under  statutory  supervision  but  for  some 
reason  or  other  get  involved  in  criminal 
proceedings  and  therefore  have  to  go  before 
the  Court.  The  Courts  on  the  whole  do  ask 
for  expert  advice  as  to  whether  institutional 
care  is  necessary  and  that  gives  us  an  oppor- 
tunity of  giving  a statement. 

3075.  The  Court  does  act  on  the  evidence 
as  to  whether  institutional  care  is  indicated 

in  that  case  or  not? (Dr.  Ingham); 

Sometimes,  not  always.  The  evidence  is 
verbal.  Some  magistrates,  not  so  much  in 
the  present  day,  did  take  the  view  that  dis- 
posal was  their  business,  and  we  only 
advised  them  as  to  the  mental  state  of  the 
patient. 

3076.  Does  not  the  Court  normally  ask 

for  views  upon  treatment? The  present 

day  Courts  do,  but  they  are  not  obliged  to. 

3077.  You  would  not  expect  to'  find  a 
Court  these  days  sending  a person  to  insti- 
tutional care  unless  the  medical  evidence 

indicated  it? 1 should  say  no,  on  the 

whole,  but  sometimes  there  are  considera- 
tions which  override  what  the  doctor  has 
said. — (Dr.  Scott) : We  have  known  magis- 
trates not  send  cases  to  an  institution  which 
we  think  should  be  sent. 

307i8.  Do  you  find  that  applies  in  the 
higher  Courts  as  well  as  the  Magistrates’ 

Courts? (No. — (Dr.  Ingham):  I have 

known  one  magistrate  who  refused  to  make 
an  order  no  matter  what. 

3079.  I do  not  know  whether  you  appre- 
ciate that  the  maximum  sentences  bear  no 
relation  to  what  people  these  days  think 
reasonable.  For  burglary  there  is  the  possi- 
bility of  life  imprisonment,  and  a very 
large  number  of  these  cases  are  of  course 
petty  larceny.  Imprisonment  in  theory  may 
be  several  years  for  breaking  and  entering 
— a very  long  period.  Your  proposal  would 

not  be  much  of  a safeguard? The  period 

of  detention  would  'be  obviously  in  the 
hands  of  the  hospital  authority  but  it  would 
change  the  category  of  what  we  call  a 
criminal  .patient  as  compared  with  an 
ordinary  patient. 

3080.  Is  it  not  the  simplest  thing  for  it 

to  cease  after  a relatively  short  period? 

(Mr.  Ryder):  That  is  what  we  intended  to 
achieve.  Our  experience  is  that  the  over- 
whelming majority  of  these  orimes  are  petty 
ones  and  it  was  with  that  aspect  in  mind 
that  we  made  this  recommendation. 


3081.  (Sir  Russell  Brain):  Even  for  petty 
larceny  one  may  go  to  gaol  for  five  years. 

(Dr.  Scott):  That  is  for  the  magistrate. 

This  does  give  some  ground  which  can  be 
explained  to  parents  if  confinement  in  an 
institution  does  arise.  When  the  sentence 
is  worked  out,  there  should,  we  think,  be  a 
fresh  legal  process. 

3082.  (Dr.  Greenwood  Wilson):  You 

mean  the  punishment  should  fit  the  crime 

rather  than  the  patient’s  condition? The 

punishment  having  fitted  the  crime,  then 
you  start  again. 

3083.  (Chairman):  If  we  are  going  on 
the  whole  to  make  the  mental  deficiency 
institution  more  and  more  a hospital,  or 
training  centre,  it  will  not  be  primarily  a 
place  which  has  very  strict  arrangements 
for  detention,  and  it  may  be  an  unsuitable 
place  to  which  to  refer  a delinquent  for  a 

limited  sentence  of,  say,  three  months? 

(Mrs.  Cay  ford):  It  is  felt  that  some  of 
these  cases  would  be  more  properly  dealt 
with  in  a hostel.  Some  of  the  oriminal 
cases  come  to  the  mental  deficiency  hos- 
pitals, and  they  could  have  more  suitable 
treatment  in  a hostel. 

3084.  You  mean  delinquents? Yes, 

some  who  only  have  sentences  of  six  months 
or  nine  months  for  potty  larceny— {Dr. 
Ingham):  That  would  be  the  type  of  case 
who  is  more  a dupe  .than  a criminal.— (Mrs. 
Cay f orcf):  We  have  .found  they  have  'been 
used  by  people  because  they  are  feeble- 
minded and  I have  felt— and  we  have  felt 
this  strongly  in  the  hospital  with  which  I 
am  oonnected — 'that  some  I have  inter- 
viewed1 would  have  been  better  dealt  with 
in  a hostel. 

3085.  The  problem  of  preventing  abscon- 
sion  would  be  even  more  difficult  if  you 

send  them  to  a hostel? It  is  quite  easy 

now  to  abscond  from  some  of  the  hospitals. 

3086.  (Dr.  Thomas):  With  regard  to  the 

delinquent  who  comes  in  front  of  the  Court 
and  is  found  guilty,  the  Court  can  do  one 
of  two  things.;  it  can  accept  the  medical 
evidence  that  he  is  defective  or  it  can  treat 
him  as  a criminal.  lHaving  assumed  that 
the  patient  is  accepted  by  'the  Court  as  a 
defective  in  need  of  treatment,  do  you 
think  the  problem  might  be  met  to  some 
extent  by  the  revision  of  Section  8 of  the 
Mental  Deficiency  Act  in  such  a way  that 
the  Court  should,  only  be  able  to  ask  the 
local  authority  to  deal  with  the  case,  in- 
stead of  ordering  that  patient  to  an  insti- 
tution?  (Dr.  Ingham):  No,  I think  the 

Section  8 is  a cleaner  way  and  does  deal 
with  it  straight  away.  Section  8 ifl)  (a) 
is  to  my  mind  a much  more,  complicated 
form  of  legal  procedure ; I would  favour 
the  'Section  8 (1)  (b)  in  which  the  Court 
itself  makes  the  order. 
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3087.  You  wish  the  Court  to  arrive  at 

the  decision  about  the  clinical  disposal  of 
the  case? Yes. 

3088.  < Sir  Cecil  Oakes):  IDo  you  fed  the 
Court  has  enough  administrative  experience 

in  the  precise  way  to  deal  with  that? 

I am  assuming  they  follow  the  advice  given 
to  them.  They  have,  first  of  all,  the  medical 
examinations,  one  by  the  prison  doctor  and 
one  by  the  local  authority  doctor;  they 
also  have,  on  the  social  side,  a report  .pre- 
sented by  the  local  authority’s  social 
workers  and  the  evidence  of  the  police  and 
probation  officers,  so  I think  their  infor- 
mation is  relatively  complete. 

3089.  Your  experience  does  not  coincide 
with  that  of  a great  many  people  very 
often  in  the  Court ; there  is  not  all  that 
evidence  before  the  Court  in  many  cases. 

(Mr.  Ryder):  Perhaps  the  procedure  is 

a little  different  in.  (London. 

3090.  INo,  the  procedure  is  the  same 
under  tihe  law.  I am  talking  about  the 
application  of  it.  'We  know  of  cases  where 
the  Court  has  not  had  the  advantage  of 
all  that  information  and  'that  is  why  it  has 
been  suggested  that  it  might  be  better  if 
the  other  Sub-section  were  used.  The  local 
authority  has  the  advantage  of  going  into 
all  those  details,  which  the  Court  has  not. 
You  are  expressing  your  view  in  favour  of 
the  Section  8 (1)  ( b ) procedure.  I was 
asking  you  whether  you  did.  not  think  there 
were  sometimes  advantages  in  the  other  one 
because  the  administrative  authority  has 
both  the  experience  and  the  time  to  go  into 
the  case  much  more  carefully  than  can  be 

done  in  a few  minutes  in  Court. (Dr. 

Ingham):  Yes,  I think  there  are  occasions 
undoubtedly  where  a longer  period  of  time 
is  necessary  and  of  course  we  have  asked 
for  further  remand  for  that  purpose. 

3091.  Yes,  but  I am  thinking  of  the  High 
Court  as  well  as  Petty  Sessions.  Do  you 
think  the  evidence  given  in  the  IHigh  Court 
can  be  judged  judicially  as  carefully  as  by 
an  administrative  body  with  vast  experience 

and  all  the  data  before  it? 1 do  not 

have  experience  of  what  information  the 
•High  Court  has.  I can  only  imagine  they 
must  have  very  extensive  information ; 
whether  they  are  experienced  in  applying 
that  information  is  very  hard1  to-  say. 

3092.  (Chairman):  II  gather  you  do  not 
want  the  local  authority  to  have  the  re- 
sponsibility of  deciding  how  the  delinquent 
should  be  punished?-^— We  would  be 
rather  usurping  the  judicial  function  there, 
but  apart  from  that  I do  not  mind — I think 
we  could  do  it  very  well  actually. 

3093.  (Dr.  Thomas):  iBut  you  would  not 
be  usurping  a judicial  function,  surely,  if 
the  Court  has  decided  that  this  is  a men- 
tally defective  person.  That  is  What  the 
Court  decides.  Do  you  not  then  think  your 


own  local  authority  is  probably  the  best 
judge  of  the  treatment  of  that  case? — 

(Sir  Cecil  Oakes):  That  was  my  point. 

'Do  you  mean  we  follow  with  further  legal 
proceedings? 

3094.  No,  once  the  Court  has  referred  'the 

defective  to  you  he  would  come  .to  you 
exactly  as  if  he  came  from  a general  prac- 
titioner.  1 see  the  point  now.  'I  did  not 

quite  follow  what  was  meant.  In  thait 
case  I think  we,  with  our  experience,  would 
come  to  a successful  conclusion  better  than 
the  Court,  because  the  Court  may  or  may 
not  follow  the  advice  given  to  it ; on  the 
whole  it  does,  but  of  course  there  are  cases 
where  some  magistrates  take  a different 
view. 

3095.  And  no  Court  can  have  the  back- 

ground experience  of  the  local  authority  in 
the  administration? No,  I quite  agree. 

3096.  (Chairman)-.  In  paragraphs  42  and 
44  you  use  the  words  “ the  justices  or  any 
other  similar  body”:  what  is  your  view 
about  the  functions  of  the  visiting  justices? 
Do  you  think  their  review  could  be  en- 
trusted to  the  Hospital  Management  Com- 
mittees, or  the  Regional  Hospital  Board, 
and  do  you  think  the  Superintendent  and 
the  Hospital  Management  Committee 

should  have  power  of  discharge? (Dr. 

Scott):  We  rather  look  at  it  from  two 
points  of  view.  For  the  voluntary  case 
the  Hospital  Management  Committee  would 
be  admirable.  For  the  case  under  com- 
pulsory detention  we  think  there  are  some 
advantages  in  bringing  in  the  justices  or 
some  other  similar  body. 

3097.  i (Mr.  Jackson):  Is  there  any  other 
similar  body?— — No  ; it  is  a convenient 
phrase  which  gives  you  more  latitude. 

3098.  (Dr.  Rees):  Would  you  tell  us 
what  the  advantages  are  of  bringing  in  the 

justices? Is  it  not  again  the  old  question 

of  making  it  abundantly  clear  that  justice 
is  being  done?  On  the  one  side  you  have 
the  patient  and'  his  relatives,  on  the  other 
side  people  doing  a job  which  obviously 
calls  for  professional  integrity,  but  you 
bring  in  a third  -body  with  some  kind  of 
judicial  experience,  a safeguard  really  in 
the  public’s  mind  that  complete  justice  is 
being  done,  and,  as  I say,  we  are  only 
suggesting  that  in  cases  of  compulsory 
detention. 

3099.  But  the  Hospital  Management 

Committee  are  to  be  allowed  to  discharge 
patients? (Mr.  Ryder):  We  are  sug- 

gesting that  the  same  right  should  be  held 
by  the  Hospital  Management  Committee  of 
the  mental  deficiency  institution  as  in  the 
mental  hospitals. — (Dr.  Scott):  We  suggest 
that  there  is  a slight  difference  in  the  treat- 
ment here.  A condition  of  arrested  or  in- 
complete development  is  obviously  _ more 
chronic  than  a good  many  mental  diseases 
and  that  in  itself  may  mean  there  are 
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advantages  in  -bringing  in  a third  person 
ito  approve  the  recommendation. 

3100.  {Chairman):  You  would  not  give 

the  justices  any  more  than  advisory  func- 
tions?  1 would,  Sir,  in  the  cases  under 

compulsory  detention. 

3101.  At  the  present  moment  they  have 

ino  power  to  discharge  except  at  the  age  of 
21? -That  is  so. 

3102.  Would  you  extend  the  powers  they 
now  have  at  the  age  of  21  -to  all  reviews? 
——{Mr.  Ryder):  For  compulsory  cases  we 
should,  yes. 

3103.  To  give  them  power  to  order  dis- 
charge against  the  advice  of  the  Medical 

Superintendent? We  should  say  that  for 

compulsory  cases. — ( Dr . Scott):  If  their 
action  happens  to  be  wrong,  it  is  pretty 
certain  in  due  course  the  patient  will  come 
back. 

3104.  (Dr.  Thomas):  Do  you  feel  any 
hesitation  about  that  in  London  where  you 
have  visiting  magistrates  of  the  County  of 
Kent,  say,  looking  at  mentally  deficient 
children  from  London  and  deciding  whether 
their  home  circumstances  are  such  that  they 

can  -properly  be  discharged? 1 -think 

that,  just  as  we  have  suggested  certain 
medical  and  nursing  considerations  in  our 
observations,  surely  the  Lord  Chancellor 
can  deal  with  that  aspect?  Obviously  you 
■must  have  a person  with  some  reasonable 
experience  and  competence.  It  would1  be 
wrong  not  to  have  regard  to  what  we  have 
suggested  in  the  public  interest  because  of 
the  possible  difficulty  of  the  wrong  person 
carrying  it  out. 

3105.  {Chairman):  On  paragraph  45 

arises  the  question  of  the  proper  length  of 
time  for  which  a defective  should  be  kept 
on  licence  from  a mental  deficiency  institu- 
tion. I think  that  it  has  been  a not 
infrequent  custom  to  keep  defectives  on 
licence,  after  leaying  the  institution,  for 
long  periods,  for  as  long  as  seven  years  or 
more.  What  is  your  view  as  to  the  desira- 
bility of  that? Licence  ought  to  end  as 

soon  as  possible,  but  there  is  no  doubt  in 
my  mind  that  licence  can  be  a useful  prop 
for  a patient,  helping  him  to  adjust  him- 
self in  the  community.  The  mere  fact  that 
he  knows  that  he  can  be  called  back  if  he 
kicks  over  the  traces  too  far  is  quite  often 
a prop.  In  fact,  similarly,  we  are  finding 
the  social  psycho -therapeutic  clubs  a useful 
social  prop.  Whilst  licence  should  be  ter- 
minated at  the  earliest  possible  moment, 
there  might  be  quite  good  reason  in  some 
cases  for  keeping  it  going  for  years  ; the 
patient  will  -behave  and  -adjust  himself 
better  in  the  community  because  he  is  still 
on  licence. 

3106.  We  have  evidence  from  one  wit- 
ness to  the  effect,  if  I remember  rightly, 
that  normally  no  one  should  be  on  licence 
for  longer  than  two  years  but  that  there 


are  always  a certain  number  of  cases  where 
it  is  desirable  to  extend  for  a further 
period ; would  you  roughly  agree  with 

that? Definitely,  yes. — {Mrs.  Cayford ) : 

The  cases  vary,  do  they  not?  I think  they 
all  vary  according  to  home  circumstances 
or  the  lack  of  a home,  and  they  have  to 
-be  considered  on  their  merits.  I should  say 
it  should  be  about  two  years  normally, 

3d 07.  Now  we  come  back  to  this  question 
of  supei’vision  and  community  care,  and 
the  need  for  co-operation  -between  the  local 
authority  and  the  hospital.  In  paragraph  51 
you  recommend  additional  powers  to  enable 
local  authorities  to  provide  hostels  for 
defectives.  Is  that  primarily  as  after-care 
after  being  in  an  institution  or  for  defec- 
tives who  have  not  been  in  an  institution? 

-Primarily  for  the.  second  category.  We 

have  in  mind  the  difficulties  which  manv 
children  meet  on  leaving  a special  school, 
and  for  many  of  them  whose  homes  are 
not  satisfactory  the  hostel  would  be  invalu- 
able ; it  would  tide  them  over  the  adjust- 
ment towards  becoming  -fulilv  self- 
supporting. 

3108.  Do  you  really  need1  additional 
powers— because  local  authorities  have 
pretty  wide  powers — or  did-  you  mean  addi- 
tional incentives? (Dr.  Scott):  It  is  very 

difficult  here  to  say  what  the  local 
authority’s  .powers  are.  If  a local  authority 
chose  to  say  to  the  Minister,  “We  are 
building  hostels”,  he  could  say,  “By  all 
means  do  it,  but  you  are  getting  no  grant 
from  me”.  Because  of  the  financial 
stringency  since  the  end  of  the  war,  very 
properly  the  Minister  as  if  were  hedged 
about  these  things  and  had  to  weigh  up 
many  competing  claims,  and  it  could  not 
be  done.  I think,  further  than  that,  the 
Board  of  Control  have  not  -been  too  satis- 
fied that  local  authorities  have  got  the  speci- 
fic powers,  but  they  have  certainly  been 
willing  to  give  full  support  for  experiments. 
About  eighteen  months,  ago,  -I  think,  they 
agreed  we  could  provide  one  hostel  for 
educationally  sub-normal  girls. 

3-109.  (Sir  Cecil  Oakes):  iReally  what  you 
want  is  an  enlargement  of  the  Governments 
attitude,  not  additional  powers,  but  their 
blessing  to  do  if  and  the  grant  to  do  it? 

May  I again  just  make  the  point 

that  so  often  Parliament  and  the  Govern- 
ment give  specific  powers.  In  this  instance 
there  are  no  specific  powers  and  our 
view  is  that  it  would  not  hurt  at  all  if 
in  fact  the  position  was  covered  specifically. 
I do  not  make  any  hint  -of  criticism  of  the 
central  department  here  because  they  have 
obviously  got  their  financial  difficulties,  but 
the  central  authority  has  had  to  say  to  lots 
of  local  authorities,  “You  cannot  have  it 
this  year  ”,  and  next  year  they  say,  “ Sorry, 
you  cannot  have  -it  this  year  ”.  There  is  a 
case,  I think,  f-or  some  stimulus  here ; that 
i-s  really  the  point  we  are  making  here. 
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3110.  (Dr.  Thomas ) : Would  you  want 
any  powers  of  detention  in  these  places? 

Most  of  them  would  be  voluntary,  but 

for  some  we  would  need  powers. 

3111.  Would  that  mean  certification  under 

the  Mental  Deficiency  Act? We  have 

not  frankly  'been  able  to  clear  our  minds, 
but  on  the  whole  I think  it  would,  'because 
you  would1  need  guardianship,  which 
involves  certification. 

3112.  The  hostels  would  he  for  high- 

grade  defectives,  but  not  necessarily  defec- 
tives at  all  officially? Yes,  high-grade. 

3113.  There  would  'be  no  educationally 

sub-normal  ones? They  would  be 

children  who  leave  school  at  sixteen,  and 
are  reported  to  us ; otherwise  we  would 
have  no  status  to  deal  with  them. 

3114.  That  is  what  1 wanted  to  find  out; 
the  kind  of  person  you  want  to  deal  with  in 
these  hostels  is  notified  at  the  end  of  his 
school  career  as  being  a defective  person? 

Each  case  is  considered  and  a great 

many  of  them  of  course  are. — (Dr. 
Ingham ):  We  would  not  like  to  restrict 
ourselves  entirely.  You  might  get  suitable 
cases  who  would  not  come  to  our  notice 
until  after  the  age  of  sixteen. 

3'1 15.  Would  you  admit  into  the  hostel 
children  who  had  been'  classified  asi  educa- 
tionally sub-normal  at  school  'but  who  had 
not  been  notified  to  you  as  mental  defec- 
tives?  -No,  we  should  have  no  status  at 

all,  no  powers. 

3116.  (Sir  Cecil  Oakes)'.  Not  under  the 
present  law,  but  would  you  desire  to  be 

able  to  do  it? if  Dr.  Scott):  On  the 

whole,  Sir,  no,  because  this  whole  problem 
is  so  big  that  there  is  no  point  in  enlarging 
it.— Wr.  Ingham):  If  the  child  had  left 
school  and  yet  presented  such  difficulties  in 
after  life  that  it  was  referred  again  to  us, 
there  is  no  reason  why  we  should  not  then 
act  under  the  Mental  Deficiency  Act,  and 
then  get  him  to  the  hostel. 

3117.  {Chairman):  You  give  .the  impres- 
sion that  the  general  intention  is  to  provide 
community  care  rather  than  institutional 
care,  but  then  in  paragraph  5*2  you  come 
within  measurable  distance  of  having  a 
series  of  local  authority  hostels  which  will 
be  mental  deficiency  institutions  in  all  but 
name,  do  you  not? — (Mrs.  Adrian): 
Surely  these  are  places  from  which  the 
patient  is  going  out  into  the  community? 

(Dr.  Scott) : They  would  be  essentially 

for  high-grade  defectives  _ being  helped  to 
adjust  themselves  tO'  earning  a living,  and 
we  would  not  hold  them,  as  we  mentioned, 
without  special  review  at  the  age  of  18, 
and  again  at  the  age  of  21 ; our  whole 
object  would  be  to  get  rid  of  them  as  soon 
as  possible. 

3118.  (Chairman):  But  they  would  be 

judicially  certified? ;-The  vast  majority 

we  hope  would  not,  Sir,  but  where  hostel 
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care  was  necessary  because  of  an  unsatis- 
factory home,  with  the  patient  having  the 
prospect  of  adjustment,  we  do  think  we 
would  have  to  have  the  power  of 
certification. 

3119.  (Dr.  Rees):  How  would  these 

hostels  differ  from  some  hostels  at  present 
run  by  institutions? — —(Dr.  Ingham):  But 
their  patients  are  certified? 

3120.  Yes. These  cases,  we  hope, 

would  not  be  certified. 

3121.  You  said  some  would  be  certified? 

The  few  we  have  in  mind  are  the 

residential  school  leavers  who  have  no 
home,  and  that  type  is  most  unstable. 

3122 . (Mrs.  Adrian ):  Would  the  local 
authority  assume  guardianship  rights  itself? 
You  would  want  the  power  to  appoint  the 
local  authority  as  guardian  whereas  at 
present  you  can  only  make  a guardianship 
order  to  a third  person? — —Yes. — (Dr. 
Scott):  On  the  previous  question,  a great 
many  members  of  the  Health  Committee  and 
the  Mental  Health  Sub-Committee  of  the 
London  County  Council  have  expressed 
concern  upon  occasion  at  having  to  send  a 
child  on  leaving  a special  school,  to  a mental 
deficiency  institution  because  it  is  literally 
impossible  to  do  anything  else.  Either  the 
parents  are  dead  and  there  are  no  living 
relatives,  or  the  parents  are  unsuitable, 
and  the  children  at  the  age  of  16-  in  those 
circumstances  ought  to  have  this  alterna- 
tive form  of  provision.  Interestingly 
enough,  it  is  not  a problem  with  boys; 
we  can  find  suitable  guardians  and  suitable 
accommodation  for  boys.  It  is  a problem 
with  girls,  and  our  first  hostel  will  be  for 
girls.  I think  the  arguments  for  that  kind 
of  child  at  the  age  of  16  having  this  alterna- 
tive means  of  adjusting  to  the  community 
are  very  strong. 

3123.  (Dr.  Thomas):  What  kind  of 

psychiatric  help  would  you  anticipate  pro- 
viding in  these  hostels? — -Very  little.  We 
will  have,  of  course,  every  one  of  the 
children  with  their  own  general  practitioner 
under  the  National  Health  Service,  we  will 
have  our  own  social  workers  keeping  an 
eye  on  them,  finding  them  jobs,  and  we 
hope  we  will  have  a reasonably  experienced 
warden  in  charge.  Beyond  that,  I think  the 
psychiatric  help  of  Dr.  Ingham  and  his 
colleagues  would  be  a friendly  oversight, 
and  only  ad  hoc  examination  on  some 
special  indication. — (Mrs.  Cay  ford):  It  rs 
important  that  these  hostels  should  be  quite 
small.  I think  we  are  proposing  to  start 
with  one  for  12  girls.  They  cannot  be 
large,  they  must  be  more  of  a family  unit, 
and  I think  12  girls  at  the  beginning  would 
give  us  some  experience. 

3124.  (Chairman):  1 am  rather  puzzled 
about  this.  Here  you  have  got  an  educa- 
tionally sub-normal  child  who  has  been  in 
a residential  school,  who  becomes  16  ; he 
is  no  longer  obliged  to  attend  the  school 
and  moreover  he  is  getting  a bit  old  to 
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be  controlled  by  his  parents  ; he  is  no 
longer  a child  .in  the  ordinary  sense ; he 
has  not  been  ascertained  ito  be  a mental 
defective.  He  is  to  live  in  a hostel.  . . . 

{Dr.  Scott ) : You  would  have  to 

ascertain  him  first  as  a defective.  There  is 
a review  by  the  education  authority  of 
every  child  leaving  a special  school.  In 
many  instances  that  review  leads  to  notifica- 
tion to  the  local  mental  deficiency  authority 
— that  would  be  the  same  authority,  but 
they  are  wearing  different  hats  in  the  'two 
capacities — and  it  is  only  for  the  children 
who  are  notified  to  the  local  mental 
deficiency  authority  that  these  hostels  are 
even  envisaged. 

3125.  Yes,  but  if  the  law  remains  as  it 
is,  then  the  authority  would  have  the  choice 
of  just  keeping  the  child  under  supervision 
or  taking  him.  for  judicial  certification'. 
The  local  authority  in  a case  of  this  kind, 
probably  would  not  wish  the  child  to  be 

adjudged  subject  to  be  dealt  with? 

Every  time,  where  it  could  be  avoided  we 
would  avoid  it. 

3126.  Therefore  he  would  be  ascertained, 

but  with  no  legal  powers  of  detention.  1 
wonder  how  you  are  to  get  the  legal  powers 
of  detention.  It  would  be  all  right  if  the 
parents  could  exercise  authority,  but  if  there 
was  a parent  who  could  exercise  authority 
probably  the  case  for  hostel  accommodation 
would  not  be  so  strong.  Generally  speak- 
ing, I am  thinking  of  girls  who  have  not 
got  any  adequate  parents. Exactly. 

3127.  How  would  you  get  the  power  of 

detention? (Mr.  Ryder):  In  the  same 

way  as  we  get  it  now,  Sir. — {Mrs.  Cay  ford): 
Under  guardianship  it  could  be  done. 

3128.  They  could  only  be  placed  under 
guardianship  if  ascertained  as  subject  to  be 
dealt  with,  unless  you  deal  with  them  under 

the  Children  Acts? {Dr.  Scott):  If  you 

are  going  to  look  at  the  Children  Acts  for 
power  to  deal  with  the  mentally  defective 
child,  you  raise  the  old  difficulty  of  which 
particular  powers  to  use.  1 think  it  has 
been  a sound  administrative  procedure  that 
where  a specific  Act  applies  you  do  not  in 
fact  use  the  general  Act,  and  I think  for 
the  child  who  is  mentally  defective,  Mental 
Deficiency  Act  procedure  is  better  than 
Children  Acts  procedure.  It  has  the  added 
advantage,  too,  that  you  do  not  create 
problems  in  Children’s  Homes. 

3129.  It  looks  to  me  very  much  as  if, 
unless  some  substitute  for  it  could  be 
devised,  you  would  have  to  have  judicial 
ascertainment  of  the  child  as  subject  to 
be  dealt  with,  if  you  want  to  have  powers 
of  detention  after  ;the  age  of  16'  in  hostels. 

In  paragraphs  55  and  56,  I think  we 
should  like  to  get  your  views  on  how 
Section  57  of  the  Education  Act  works. 
Could  the  local  education  authorities  do 
more  for  feeble-minded  children  than  they 


do  now?  Do  .they  throw  out  children  as 

ineducable  too  easily? (Dr  Ingham ): 

No,  Sir,  if  anything  .the  opposite ; they 
keep  them  too  long.  There  is  a tendency 
in  the  Ministry,  I think,  that  a child  should 
get  even  a longer  period  in  the  school 
before  .it  is  reported,  so  that  it  could  not 
in  any  way  be  said  'that  they  are  'thrown 
out  too  easily. — (Dr.  Scott.)  Our  own  object, 
too,  Sir,  in  occupation  centres,  is  regularly 
to  look  at  the  children,  and  if  there  is  any 
chance  of  them  being  able  ;to  go  into  the 
educational  stream  in  an  educationally 
sub-normal  .school  to  get  them  transferred. 
Our  supervisors  are  constantly  on  the  look- 
out for  a child  who  might  possibly  be 
cducable,  and  I am  sorry  to  say  it  is  only 
too  rare  that  in  fact  we  can.  make  such 
a transfer.  That  I think  is  really  the 
converse  of  the  point  you  are  on.  It  is 
the  proof  that  our  own  education  authority 
cast  their  net  very  wide  in  what  they  regard 
as  cducable. 

3130.  And  co-operation  between  local 
health  and  education  authorities  is  very 

close,  is  it? Remarkably  close,  because 

essentially  they  have  in  fact  the  same 
officers.  There  are  different  committees, 
but  the  same  officers.  We  have — I do  not 
know  whether  you  are  interested  in  the 
figures — for  London  children  under  the 
•Education  Committee  579  educationally  sub- 
normal places  in  residential  schools  and 
3,274  in  day  schools.  That  is  our  provision 
for  the  education  of  the  sub-normal  child. 

3131.  Presumably  the  London  County 
Council  was  always  able  to  classify  its 
special  school  children  more  thoroughly 

than  any  other  education  authority? 

I think  because  of  numbers  that  is 
probably  true.  Interestingly  enough,  we 
have  been  discussing  recently  with  the 
Education  Officer  whether  even,  a slightly 
higher  form  of  provision  of  -this  kind,  in 
dull  or  backward  classes  in  ordinary 
schools,  could  not  be  provided ; he  is  more 
than  sympathetic,  but  he  has  difficulties 
with  his  teachers  and  accommodation.  We 
used  -to  have  that  kind  of  thing,  a "C” 
stream,  so  .to  speak,  but  really  since  .the 
war  it  has  not  been  possible  to  revive  it 
as  much  as  we  would  like. 

3132.  (Dr.  Thomas):  Do  you  find'  that 
taking  children  with  as  low  an  intelligence 
quotient  as  55  puts  too  much  of  a strain 

on  the  special  school? That  is  a very 

difficult  question.  For  the  teacher  it  must 
be  a very  difficult  job  to  have  <to  deal  with 
those  children.  On  the  whole  I think  the 
benefit  of  the  doubt  has  .to  be  given  to  the 
child,  even  if  it  is  a burden  to  the  teachers, 
and  children  with  as  low  an  intelligence 
quotient  as  55  are  allowed  in. 

3133.  ( Chairman ):  There  seems  to  be 
some  conflict  of  evidence  here.  You  feel 
that  on  ithe  whole  the  local  education 
authority  are  doing  as  much  as  they  can 
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,for  children  who  are  ineducable.  Then 
we  are  told  .that  when  a child  is  examined 
afterwards  in  a mental  deficiency  institu- 
tion, where  he  is  under  skilled  medical  and 
psychological  treatment,  his  intelligence 
quotient  may  be  a good  deal  higher  than 

it  was  when  he  was  in  school. 1 could 

not  comment  on  that,  'Sir.  I do  not  know 
whether  Dr.  Ingham  could,  buit  it  is  a new 
phenomenon  ;to  me,  which  rather  surprises 
me.— (Dr.  Ingham ):  I think  .the  answer 
really  is  this,  that  a child  with  certain 
types  of  defect  is  so  unapproachable  in  the 
school  that  his  conduct  does  not  allow,  him 
to  absorb  any  type  of  education,  until  he 
gets  within  the  curriculum  of  the  institu- 
tion, where  he  settles  down  and  his 
intelligence  begins  to  develop.  I am  not  at 
all  surprised!  at  a child  going  to  an  insti- 
tution, settling  down,  becoming  thoroughly 
adjusted  and  beginning  to  develop  at  a 
more  rapid  rate  than  he  has  been  doing. 
We  have  a certain  proportion  of  these  cases 
sent  back  to  us  from  the  institution  into 
the  schools,  but  I am  sorry  ito  say  that  a 
number  revert  again,  living  in  outside  con- 
ditions, and  eventually  drift  back  to  the 
institution. 

3134.  (Mrs.  Adrian)-.  They  have 
emotional  difficulties,  do  they  not? — —It  is 
not  only  emotional  difficulties ; it  is  the 
fact  of  what  you  may  call  the1  strain  of 
living  outside  the  ordered  life  of  the  insti- 
tution which  ds  .too  much  for  their  brain, 
and!  it  just  does  not  develop. 

3135.  (Chairman):  One  sees  the  reason- 
ableness of  distinguishing  between  institu- 
tional care  and  care  in  the  community  for 
children,  but  subject  .to  that  do  you  not 
think  i.t  is  unfortunate  that  between  the 
ages  of  one  and  eighteen  a child  should 
be  successively  or  alternately  dealt  with  by 
three  different  statutory  authorities,  first  the 
local  health  authority,  then  the  local  edu- 
cation authority,  who  may  turn  the  child 
back  to  the  local  health  authority,  and  then 
the  hospital  service?  The  whole  problem 
of  that  child  during  those  T8  years  is  the 
problem  of  educational  training,  but  he  is 
tossed  backwards  and  forwards  between 

these  different  authorities. There. are  verv 

feiw  cases  in  which  that  happens,  in  which 
they  come  backwards  and  forwards  : it  is 
only  the  exceptional  case. 

3136.  Up  to  the  age  of  five  he  is  under 
the  health  authority,  then  the  education 

authority? (Dr.  Scott):  But  of  course 

that  happens  to  every  child,  normal  or  sub- 
normal. I do  not  know,  Sir.  quite  how  one 
gets  over  the  difficulty  you  mention  as 
between  the  local  health  authority  and  the 
hospital.  It  is  bound,  to.  be  psychologically 
upsetting  to  the  child  as  and  when  it 
happens,  but  I think  it  is  true,  as  Dr.  Ingham 
says,  that  there  are  not  many  cases  where 

30642 


the  child  becomes  a shuttlecock ; if  it  is 
transferred  from  one  to  the  other  it  remains 
with  the  other  normally. 

3137.  In  London  do  you  generally  ascer- 
tain a child  as  mentally  sub-normal  before 

the  age  of  five? {Dr.  Ingham):  It  is 

difficult  to  say  generally.  Quite  a number 
are  ascertained  under  the  age  of  five,  but 
the  majority  of  course  come  through  the 
education  service. — (Dr.  Scott):  It  is  the 
essentially  low-grade  case,  where  there  is 
no  doubt,  who  is  ascertained  under  five. 

3 13'8.  It  has  been  suggested  to  us  that  it 
would  be  better  from  the  parents’  point  of 
view  if  a child  who  is  sub-normal,  on  the 
verge  of  being  ineducable,  could  be  started 
in  the  infant  class  of  an  occupation  centre 
and  be  promoted  from  there  to  the  special 
school. or  to  .the  normal  school,  rather  than 
going  into  .the  special  or  normal  school  and 

getting  gradually  demoted. (Dr.  Ingham) : 

Except  for  the  lower  grade  case,  the 
parents  would  not  like  it  to  be  assumed 
they  are  abnormal  at  all,  until  this  is  proved 
at  school.  We  would  find  some  difficulty 
in  saying  that  a child  was  educationally 
sub-normal,  though  possibly  a higher  grade, 
below  the  age  of  five,  until  it  had  been 
tried  in  a normal  school  first. 

3'139.  Would  you  have  any  difficulty  in 
ascertaining  him  to  be  mentally  sub-normal? 
You  are  using  the  term  mentally  sub- 
normal as  meaning  educationally  sub-normal 
or  feeble-minded? 

3il40.  You  yourselves  have  suggested 
mental  sub-normality  as  the  phrase.  You 
might  indeed  hesitate  to  find  a child  educa- 
tionally sub-normal  before  the  age  of  five, 
but  could  not  you  ascertain  the  child  to 

be  Ibelow  the  normal  intelligence? 1 

think  you  could.  I think  you  would  rather 
say  the  child  was  possibly  educationally 
sub-normal  within  the  meaning  of  the  Edu- 
cation Act,  rather  than  saying  it  was  what 
is.  now  known  as  feeble-minded  under  the 
Mental  Deficiency  Act,,  at  that  age.  Such 
children  go  to  the  ordinary  school,  and  I 
think  it  is  far  better  that  a child  should  be 
treated  as  normal  until  we  are  forced  to 
call  it  abnormal.  Certainly  I . think  the 
parents  would  very  much  be  against  calling 
their  child  abnormal  to  begin  with  and  then 
possibly  being  told  later  that  it  was  normal. 

3141.  Do  you  not  have  parents  volun 
tarily  asking  the  help  of  the  local  authority 
or  the  hospital  for  advice  about  their 

abnormal  child? That  type  is  generally 

very  much  abnormal  and  no  doubt  about 
i.t  at  all.  I should  say  90  per  cent,  of  that 
type  of  case  are  ineducable;  a certain  pro- 
portion might  be  higher  grade,  but  most 
of  the  children  who  settle  and  are  educated 
in  special  schools  are  not  considered 
abnormal  by  their  parents  until  -they  go  w 
school.— {Dr.  Scott):  I.  think  -the  policy 
A 7 
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which  the  1944  Education  Act  led  to,  of 
keeping  every  child  as  long  as  possible  in 
■the  normal  education  stream,  is  a wise 
policy.  We  defer  ascertainment  until  the 
age  of  15  whenever  we  can,  and  I am 
very  sure  that  members  of  the  London 
County  Council  would  feel  very  strongly 
indeed  that  that  was  the  right  policy.  I am 
equally  sure  it  is  of  some  comfort  to 
parents. — (Dr.  Ingham) : The  Education 

Committee  are  just  about  to  open  an  experi- 
mental educationally  sub-normal  nursery 
school,  a residential  one,  but  I feel  that 
will  not  be  filled  with  the  children  that  I 
think  you  have  in  mind. 

3142.  Has  it  not  been  found  that  the 
parents  of  quite  high-grade  children  who 
may  have  obvious  behaviour  defects  come 
for  advice  raither  frequently?  We  have 

had  evidence  that  that  is  so  in  London. ■ 

(Dr.  Scott):  Yes,  Sir,  it  is  so.  We  have 
the  special  centres  I mentioned. 

3143.  On  paragraph  57,  you  raise  the 
question  of  compulsory  occupation  centres. 
Up  to  what  age  would  you  make  attendance 

at  occupation  centres  compulsory? 

Sixteen,  -the  same  as  Ihe  educationally  sub- 
normal child. 

3144.  I thought  they  were  dealing  with 

older  children? They  are,  but  the  older 

ones  come  voluntarily  and  we  want  them  to 
go  on  coming  voluntarily. 

3'145.  There  is  one  point  on  paragraph 
60,  the  question  of  financial  support  to 
children  under  guardianship.  You  mention 
the  powers  of  the  National  Assistance 
Board ; are  the  powers  of  the  National 
Assistance  Board  in  your  view  adequate? 
I think  in  paragraph  51  you  indicated 
that  you  thought  that  the  powers  of  the 
National  Assistance  Board-  were  not  ade- 
quate in  this  matter. (Mr.  Ryder):  For 

children  over  the  age  of  16,  we  suggest  they 
are  not  adequate;  when  they  are  in  em- 
ployment there  is  no  power  to  help  them, 
and  some  children  of  that  age  are  not 
earning  sufficient  to  maintain  themselves  and 
we  think  we  should!  have  power  to  give 
them  that  amount  of  subsidy  which  will  tide 
over  the  difficulty. 

3146.  (Dr.  Thomas):  I would  like  to  ask 
a question  on  paragraph  55  with  regard  to 
the  proposed  re-examination  of  children  in 
mental  deficiency  hospitals  at  these  stated 
periods  by  a medical  officer  approved  by 
the  Minister  of  Education.  There  is  of 
course  provision  at  present  under  the  Mental 
Deficiency  Regulations  by  which  these  child- 
ren are  examined  virtually  every  six  months. 

What  did  you  have  in  mind  -there? 

(Dr.  Ingham) : We  had  that  in  mind  prin- 
cipally, but  also  we  did  think  that  as  the 
question  was  whether  or  not  the  children 
could  be  returned-  to  the  education  system, 
it  would-  'be  well  to  have  an  officer  who  is 


also  approved  by  the  Minister  of  Education 
for  the  purposes  of  the  Education  Act. — 
(Mr.  Ryder):  This  is  an  examination  to 
determine  educability,  is  it  not? 

3147.  Yes.  but  I notice  it  is  a medical 

officer  that  you  have  stipulated  there. 

(Dr.  Ingham ):  Yes.  one  who  has  experience 
and-  is  approved  under  the  Education.  Act. 

I -think  it  would  be  a good  thing,  because 
it  would  then  save  another  examination, 
because  if  he  found  the  child  was  educable 
the  procedure  under  the  Education  Act 
could  be  proceeded-  with  without  examina- 
tion by  a different  doctor.  We  suggest 
that  these  examinations  should  take  place 
roughly  spaced  out  throughout  the  actual 
educational  life  of  the  child.  It  is  purely 
as  a precaution  ; I do  not  think  we  do  miss 
any  cases  at  present,  but  it  would’  rule  out 
the  possibility  of  any  case  being  missed. 

3148.  (Chairman):  There  is  one  small 
point  on  paragraph  56,  the  last  sentence, 
about  review  at  the  age  of  18  and  21  for 
discharge  from  the  hostel  and  from  com- 
munity care.  Apart  from  the  few  hostels 
where  they  are  going  to  have  powers  of 
detention.,  there  -is  no  compulsory  com- 
munity care ; therefore  you  could  not  dis- 
charge anybody  from  it.  Are  you  talking 

of  discharge  in  a legal  sense? (Mr. 

Ryder):  We  are  thinking  specifically  of 
discharge  from  the  hostel,  in  this  case. 

3149.  But  otherwise  you  would  just  take 

the  child  off  your  list? (Dr.  Ingham ): 

It  is  quite  probable  or  possible  that  the 
child  would  like  to  remain,  longer  in  the 
hostel  than  we  thought  necessary,  and  I 
imagine  there  would  be  quite  a number  of 
others  waiting  to  come  in. 

3150.  (Dr.  Thomas):  Is  there  some  in- 

consistency between  this  recommendation 
for  an  examination  at  18  and  21'  for  these 
people  who  are  presumably  very  near  to 
normal,  high -.grade  cases,  and  your  re- 
commendation in  paragraph  41  that  gener- 
ally speaking  cases  in  institutions  who  might 
presumably  be  lower  grade  should  be  re- 
viewed annually? The  children  we  are 

talking  about  in  paragraphs  41  and  42  are 
people  who  are  compulsorily  detained  in 
institutions,  whereas  this  type  of  child  is 
already  out  in  the  world  earning  its-  living  ; 
it  is  not  quite  such1  a serious  type  of  case. 

3151.  (Dr.  Greenwood  Wilson):  These 
hostels  will  be  provided  by  the  Welfare 

Committee,  I think  you  said? (Dr. 

Scott):  May  I make  it  very  clear  on  that, 
so.  far  as  the  London  County  Council  is 
concerned,  Mr.  Chairman,  that  as  regards 
hostels  for  the  mentally  ill,  no  kind  of 
decision  has  been  taken.  The  Council  has 
specifically  reserved  its  views  on  whether 
it  should  be  under  Section  28  or  Section.  51 
of  the  National  Health  Service  Act,  or 
under  the  National  Assistance  Act,  I have 
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no  power  whatever  to  commit  the  Council 
to  a view  on  that, 

3152.  iMy  reason  for  asking  was  that  if 
by  any  chance  they  do  develop  under  the 
Welfare  Committee,  do  you  visualise  that 
the  training  of  these  high-grade  mental  de- 
fectives might  be  linked  up  with  the  other 
welfare  services,  such  as  those  for  people 
with  other  forms  of  handicap,  sheltered 

workshops,  and  so  forth? Frankly,  I 

am  under  a little  difficulty  in  answering  on 
this,  because  my  Council  has  specifically 
refused  to- commit  itself  on  how  it  should 
provide  this  kind'  of  care.  It  agrees  that 
the  care  is  necessary,  and  it  agrees  it  wants 
to  provide  it,  -but  beyond  that  it  reserves 

(The  witnes, 


its  position,  so  I find)  it  difficult  to  follow 
up  Dr.  Greenwood  Wilson’s  lead'  on  that 

3153'.  (Chairman)-.  Is  there  anything  you 
would  like  to  add  after  all  this,  anything 
that  has  not  been  brought  out  in  our  dis- 
cussion?  (Mrs.  Cay  ford):  I think  it 

would  be  better  if  I ask  iDr.  Herd  first  if 
he  has  anything  he  wishes  to  add?— (Dr. 
Herd):  I do'  not  think  so,  iMr.  Chairman, 
thank  you. — (Dr.  Ingham):  No,  Sir.— {Dr. 
Scott):  .No,  Sir.— (Mr.  Ryder):  No,  Sir. 

(Chairman) : We  are  very  grateful  to  you 
for  the  trouble  you  have  taken  in  enlighten- 
ing us. 

(Mrs.  Cay  ford):  Thank  you  very  much 
for  your  attention  and  interest. 

is  withdrew.) 


(30642)  Wt.  2476— 1 K5  3/55  D.L. 
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MINUTES  OF  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

SEVENTEENTH  DAY 

Tuesday,  18th  January,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 


Mrs.  H.  A.  Adrian,  J.P. 

Mr.  C.  Bartlett,  R.M.N. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P 
Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Miss  H.  M. 


Dr.  T.  P.  KEES,  D.J3.E.,  m.u.,  u.r.m. 
Mr.  J.  E.  S.  Simon,  Q.C.,  M.P. 

Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 

Hedley  ( Secretary ) 


Professor  P.  E.  Vernon,  M.A.,  Ph.D.,  D.Sc.  ( President ),  A.  D.  B.  Clarke,  B.A., 
Ph.D.,  and  N.  O’Connor,  M.A.,  Ph.D., 

on  behalf  of  the  British  Psychological  Society 
called  and  examined. 


Memorandum  submitted  by  the  British  Psychological  Society 
PREAMBLE 

The  Council  of  the  British  Psychological  Society  wishes  to  thank  the  Royal 
Commission  for  their  willingness  to  accept  evidence  from  the  Society.  As  will  be 
seen  the  memorandum  of  evidence  which  follows  is  concerned  with  the  Law 
relating  to  Mental  Deficiency;  the  Society  does  not  submit  evidence  or  to 

make  recommendations  regarding  the  Law  relating  to  Mental  Illness. 

The  principal  objects  of  the  British  Psychological  Society  are  to  promote  the 

The  memorandum  has  been  prepared  by  a special  committee  with  members 

A R Knight,  M.A.  Anderson  Professor  of  Psychology  in  the  University  of 

A.  DA"  e^a!1" stfo?  ClinS  p“«s1,  The  Manor  Hospital, 
Head  of  Psychology  Section,  Burden  Mental 
Monyhull  Hall, 

Birmingham.  A 2 

30750 


M. 

H. 
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Berenice  Krikler,  B.A.  Clinical  Psychologist,  St.  Lawrence  s Hospital, 
Caterham. 

Hugh  Murray,  M.Sc.,  Dip.Ed.  Senior  Psychologist,  War  Office. 

N.  O’Connor,  M.A.,  Ph.D.  Research  Psychologist,  Medical  Research  Council 
Unit  for  Research  in  Occupational  Adaptation,  Maudsley  Hospital,  London. 

Alexander  Shapiro,  M.D.,  D.P.M.  Consultant  Psychiatrist,  Harperbury 
Hospital,  Herts. 

In  considering  and  approving  the  memorandum  the  Council  took  note  of  the 
fact  that  Dr.  Alexander  Shapiro,  one  of  the  eight  members  of  the  preparatory 
committee,  did  not  think  that  the  term  “ mental  deficiency  ” should  be  so  defined 
as  to  entail  intellectual  deficiency,  and  did  not  think  that  mentally  defective  persons 
who  are  intellectually  normal  should  be  dealt  with  under  separate  legislation  and  in 
different  units  from  those  provided  for  other  mentally  defective  persons. 


MENTAL  DEFICIENCY 

Introduction 

1.  The  present  use  of  the  term  “mental  deficiency”  in  this  country  is  a very 
wide  ohe,  including  at  one  end  of  the  scale  the  helpless  and  deformed  “ sport  of 
nature  ” and,  at  the  other,  the  intellectually  normal  delinquent.  Many  types  of 
person,  with  varying  aetiology  and  varying  prognosis,  are  thus  designated  mentally 
defective. 

2.  Apart  from  the  purely  medical  and  nursing  problem  of  idiocy  and  of  some 
forms  of  imbecility,  mental  deficiency  can  be  regarded  primarily  as  a social, 
educational  and  training  problem.  These  aspects  are  of  particular  interest  to 
psychologists  who,  over  the  last  forty  years,  both  in  this  country  and  the  United 
States,  have  carried  out  a major  proportion  of  the  research  undertaken  in  these 
spheres^).  The  British  Psychological  Society  is  thus  pleased  to  present  evidence 
to  the  Royal  Commission. 

3.  The  grade  of  mental  deficiency  termed  feeble-mindedness  constitutes  by  far 
the  most  important  problem  in  practice  ; it  contains  the  largest  group  under  certi- 
ficate ; it  is  the  grade  over  which  the  greatest  controversy  exists  ; and  it  is  the  one 
on  which  social,  educational  and  clinical  psychologists  are  specially  qualified  to 
give  evidence.  For  these  reasons  attention  is  in  this  memorandum  concentrated 
on  feeble-mindedness. 

4.  The  Royal  Commission’s  terms  of  reference  exclude  consideration  of  “ hospital 
care  . . . under  the  National  Health  Service  Acts  . We  hope,  however,  that  our 
references  to  certain  aspects  of  this  care  will  be  allowed,  since  we  have  found  it 
impossible  to  explain  the  reasons  for  our  recommendations  regarding  “ the  existing 
law  and  administrative  machinery  governing  the  certification,  detention,  care  . . 

of  mentally  defective  persons  without  taking  account  of  the  adequacy  of  provisions 
for  certification,  detention  and  care  and  the  purposes  for  which  they  are  designed. 


Definition  of  mental  deficiency 

5.  The  present  legal  definition  of  the  condition  must  be  regarded  as  unsatisfactory 
for  the  following  reasons : — 

(a)  The  section  on  aetiology  mentions  only  “ inherent  causes  ” or  “ disease 
or  injury  ”.  Thus  if  the  latter  cannot  be  proved,  and  the  individual 
seems  to  be  defective,  then  by  definition  the  former  must  be  the  causal 
agency.  This  leaves  out  of  account  the  fact  that,  in  the  extreme  and  rare 
case,  mental  deficiency  can  result  from  mere  isolation,  and,  in  the  less 
extreme  and  more  common  case,  partly  and  perhaps  wholly  from  adverse 
social  conditions.  Furthermore,  the  use  of  the  words  “ inherent  causes  ”, 
though  it  suggests  the  exactness  of  the  geneticist,  is  often  unjustified. 
For  example,  if  a patient’s  brother  was  known  to  have  been  educationally 

f1)  As  examples,  a list  of  some  relevant  books  and  articles  by  members  ,of  the  Society  is  given 
in  the  Appendix. 
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sub-normal,  this  may  be  taken  as  evidence  of  (rather  than  as  possibly  sug- 
gestive of)  inherent  causes,  whereas  it  might  equally  well  be  argued  that 
the  brother’s  backwardness  and  the  patient’s  deficiency  both  resulted  from 
early  educational  or  social  deprivation.  The  current  use  of  this  section 
of  the  definition  thus  tends  to  be  inexact. 

( b ) Emotional  immaturity  is  frequently  used  as  evidence  of  incomplete  de- 
velopment of  mind,  it  being  argued  that  “ mind  ” is  a broad  concept  under 
which  are  subsumed  various  “ faculties  ” such  as  will,  emotions  and  intellect. 
Thus  arrested  or  incomplete  development  of  mind  may  refer  to  any  one 
or  more  of  these  “ faculties  The  British  Medical  Association  and  Magis- 
trates’ Association,  in  their  memorandum  of  1947  ( Interpretation  of  Defini- 
tions in  Mental  Deficiency  Act,  1927),  state  that  “The  purpose  of  this 
memorandum  is  to  point  out  that  the  concept  of  mind  is  wider  than  that 
of  intellect,  and  that  mental  defect  (i.e.  deficiency  of  mind)  is  not  the  same 
thing  as  intellectual  deficiency,  though  it  includes  it”.  Because  such  a 
view-point  is  apparently  admissible  in  law  (and  the  authorities  are  con- 
tinuing to  argue  that  this  is  so,  e.g.  Minutes  of  Evidence  before  the  Royal 
Commission,  First  Day,  pp.  61-63)  it  is  technically  possible  to  certify  as 
mentally  defective  all  child  neurotics  who  render  themselves  “ subject  to 
be  dealt  with  ”,  many  adult  neurotics  and  many  of  those  who  are  at  present 
treated  in  Borstals,  Institutions,  Approved  Schools,  Schools  for  Maladjusted 
Children,  and  so  forth,  simply  because  it  can  be  held  that  these  individuals 
suffer  from  arrested  or  incomplete  development  of  their  emotions,  and 
hence  of  mind.  Official  documents  such  as  those  quoted  make  the  point 
that  it  is  undesirable  to  subsume  all  criminals  or  mentally  abnormal  people 
under  the  definition  of  mental  deficiency,  but  they  do  not  make  it  clear 
how  this  is  to  be  avoided.  It  is  extremely  difficult  to  determine  at  what 
level  social  incompetence  due  to  emotional  immaturity  is  to  lead  to  treat- 
ment as  mental  defect  on  the  one  hand,  or  to  treatment  as  neurosis  on  the 
other.  If,  however,  competent  certifying  officers  also  take  into  account  and 
give  weight  to  the  intelligence  quotient  (or  some  equivalent  assessment) 
derived  from  tests  or  other  observations,  then  the  proportionate  number 
of  mistakes  they  are  likely  to  make  will  be  comparatively  small ; but  if  they 
attempt  to  base  their  decisions  solely  on  an  assessment  of  general 
emotionality  or  social  adaptability  they  will  often  find  themselves  giving 
opposite  verdicts  about  cases  that  are  near  the  border-line.  (This  point  is 
elaborated  in  Sections  6,  7 and  10.) 

(c)  There  should  be  a definite  statement  that  arrested  or  incomplete  development 

of  mind  resulting  in  social  incompetence  is  not  necessarily  a permanent 
condition.  In  the  past,  the  fact  that  institutions  have  been  able  year  by 
year  to  discharge  patients  as  being  “ no  longer  defective  ” in  the  sense  that 
they  were  certifiable  when  admitted,  bears  this  out,  and  recent  research 
both  in  this  country  and  in  the  United  States  has  shown  that  some  forms 
of  feeble-mindedness  may  be  improvable  by  appropriate  treatment  and 
training.  A phrase  qualifying  the  words  “ arrested  or  incomplete  ” is  thus 
needed. 

The  type  of  person  at  present  certified 

6.  In  considering  amendments  to  the  present  legal  definition  of  mental  deficiency 
and  of  its  various  grades,  it  is  useful  to  examine  the  relevant  evidence  on  the  type 
of  person  at  present  certified  under  the  Act,  Recent  surveys^)  have  shown  that 

(i)  “A  survey  of  Patients  in  Twelve  Mental  Deficiency  Institutions”,  N.  O’Connor  and 
J.  Tizard.  Brit.  Med.  J.,  1954,  1 , 16-18.  The  authors  examined  the  case  records  “ of  a 5 per  cent, 
sample  of  nearly  12,000  patients  in  twelve  mental  deficiency  hospitals  in  the  Home  Counties, 
representing  nearly  one  quarter  of  the  total  number  of  mental  defectives  in  institutions  in  England 
and  Wales.  Over  half  were  found  to  have  been  classified  as  feeble-minded.”  Furthermore,  in 
conformity  with  their  own  previous  finding  and  with  those  of  other  psychologists,  it  was  found 
that  the  average  intelligence  quotient  of  young  adult  feeble-minded  detectives  in  these  hospitals 
was  a little  above  70  points. 

Correspondence  in  the  British  Medical  Journal  (29  Jan.,  1954)  showed  close  agreement  between 
Board  of  Control  figures  for  the  various  grades  and  those  of  the  survey,  indicating  that  the  latter 
had  included  a representative  sample  of  the  certified  mentally  defective  in  this  country. 
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over  half  those  certified  as  mentally  defective  are  feeble-minded,  and  of  these,  in 
terms  of  intelligence  quotient,  roughly  half  fall  within  the  ranges  of  intelligence  in 
the  general  population  that  are  labelled  ‘ border-line  \ ‘ dull  normal  * and  * normal  * ; 
that  is  to  say,  half  the  feeble-minded  are  not  severely  impaired  intellectually,  and 
many  of  these  are  normal  in  intelligence.  That  this  is  so  is  tacitly  suggested  by  the 
Ministry  of  Health  and  Board  of  Control  in  such  recommendations  as,  “ We  regard 
the  present  definitions  as  enabling  medical  practitioners  to  certify  mentally  defective 
patients  on  the  ground  that  they  have  characteristics  from  early  youth  which  makes 
them  anti-social  although  their  intelligence  might  be  quite  normal.  There  are  some 
people  who  regard  the  present  definitions  as  not  enabling  them  to  do  that,  and  that 
one  of  the  conditions  that  first  must  be  satisfied  is  that  the  intelligence  is  low  ; 
that  is,  that  the  person  must  be  deficient  intellectually  as  well  as  being  troublesome 
from  a character  point  of  view.  AH  that  we  are  suggesting  here  is  that  there 
should  be  clarification  to  remove  that  doubt,  to  make  it  quite  clear  that  intelligence 
is  not  the  only  criterion  of  mental  deficiency.  . . ( Minutes  of  Evidence  before 

the  Royal  Commission,  First  Day,  pp.  61-62,  O-  224) it  means  the 
feeble-minded  need  not  be  of  low  intelligence  ” (op.  cit„  p.  62.  Q.  229) ; “ in 
other  words  that  you  can  have  a menial  defective  within  the  meaning  of  the  law 
who  has  quite  a high  intelligence  perhaps.”  (op,  at.,  p,  62,  Q.  224). 

7.  One  official  witness  added  that  where  criteria  of  mental  deficiency  other  than 
intelligence  are  used,  . . as  soon  as  you  enter  that  field  you  run  into  the 
tremendous  danger  of  having  the  definition  so  loose  and  so  wide  that  everyone 
who  is  anti-social  in  any  kind  of  way  becomes  a mental  defective.  That  is  what 
we  have  to  guard  against.”  (op.  cit„  p.  62,  Q.  224). 

8.  It  is  thus  evident  that  the  question  of  whether  or  not  low  intelligence  is  a 
necessary  pre-requisite  for  certification  as  mentally  defective  (if  a person  becomes 
“ subject  to  be  dealt  with  ”)  is  a most  important  and  controversial  issue  among 
those  concerned  with  mental  deficiency  law  and  practice. 


The  widened  concept  of  mental  deficiency 

9.  During  this  century  the  British  concept  of  mental  deficiency  has  widened 
until  it  is  no  longer  closely  related  to  biological,  psychological  or  genetic  definitions 
of  the  condition.  This  fact  is  a matter  of  concern  to  many  scientists  and  to  the 
general  public  which  traditionally  and  in  our  view  rightly  regards  the  mentally 
defective  person  as  essentially  lacking  in  intelligence.  Moreover,  the  widened 
concept  has  carried  this  country  away  from  the  mental  deficiency  practice  of  many 
other  countries  whereby  those  of  defective  intellect  are  dealt  with  under  different 
administrative  arrangements  from  tho.se  with  disorders  of  character  of  temperament, 
unless  the  two  types  of  disability  co-exist  within  the  same  individual,  (e.g.. 
Scandinavia ; parts  of  the  United  States ; the  recommended  criteria  of  the  World 
Health  Organisation’s  ‘‘Manual  of  the  International  Statistical  Classification  of 
Diseases  Injuries  and  Causes  of  Death”,  Vol.  I,  p.  114  (Geneva.  1948);  and  also 
W.H.O.  Technical  Report  No.  75,  “The  Mentally  Subnormal  Child”.) 

10.  The  Wood  Report  of  1929  did  not  envisage  the  certification  of  large  numbers 

of  individuals  of  normal  intelligence.  Thus,  E.  O.  Lewis  (Wood  Report,  Part  IV. 
p-  staled  that,  ‘ Although  we  have  given  the  standards  and  criteria  of 

Intellectual  and  moral’  deficiency  separately,  many  of  the  cases  ascertained  in 
this  investigation  were  of  the  hybrid  type.  Control  of  instincts  and  emotions  and 
the  possession  of  emotional  vigour  show  some  correlation  with  general  intelligence. 

: * ’« • ?e Se  y/erle, so  many  of  these  hybrid  cases  that  we  decided  to  group  together 
the  intellectual  and  moral  ’ defectives  in  the  class  of  the  ‘ feeble-minded  *.  The 
cases  of  moral  deficiency  ascertained  which  manifested  no  intellectual  subnormality 
were  so  few  that  these  also  have  been  placed  in  the  feeble-minded  class : . . 

aj  j1??  b.e®“  mentioned  earlier,  roughly  half  those  now  certified  as  feeble- 
minded iall  within  the  border-line,  dull-normal  and  normal  ranges  of  intelligence 
general  Population.  Thus,  even  since  1929,  the  range  of  intelligence  quotient 
XJ™  feeble-minded  has  extended,  and  there  is  indeed  “the  tremendous  danger” 
?en4  referred  to  by  the  witness  for  the  Ministry  of  Health  and  Board  of 
control,  of  having  the  definition  so  loose  and  so  wide  that  everyone  who  is  anti- 
social m any  kind  of  way  becomes  a mental  defective.” 
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Inadequacy  of  present  Institutional  facilities 

U.  The  present  widened  concept  of  mental  deficiency  hits  especially  unfortunate 
consequences  in  that  the  basis  of  current  practice  is  the  comprehensive  institution 
in  which  patients  of  all  grades  are  housed.  While  the  British  Psychological  Society 
fully  recognises  that  all  those  now  certified  are  in  need  of  some  form  of  help  or 
care  from  various  authorities,  it  considers  that  existing  facilities  in  most  of  the 
comprehensive  institutions  arc  quite  inadequate  to  cater  for  the  special  disabilities 
(and  abilities)  of  those  classed  as  feeble-minded.  As  will  be  indicated  below,  some 
of  these  inadequacies  derive  from  the  very  comprehensiveness  of  the  institution 
while  others  arise  from  shortage  of  stall'  and  accommodation.  The  main  difficulties 
seem  to  tie  as  follows:- — 

(а)  Lark  of  educational  facilities.  The  great  majority  of  those  certified  as 

mentally  defective,  regardless  of  their  intellectual  ability,  are  retarded 
educationally,  and  it  is  not  uncommon  for  illiterate  adolescent  and  adult 
patients,  whose  intelligence  is  in  the  normal  range,  to  have  no  opportunity 
to  acquiring  skills  in  the  basic  subjects.  The  Ministry  of  Health  does 
not  recognise  education  as  part  of  care  and  treatment,  and  there  is  little 
support  for  the  appointment  of  qualified  teachers.  Where  such  facilities 
do  exist  however  (and  there  are  schools  in  only  a small  minority  of 
institutions)  educationists  and  psychologists  have  shown  that  retardation 
may  in  many  cases  be  overcome.  Feeble-minded  children  tend  to  mature 
later  than  the  average  child,  and  thus  education  in  their  late  teens  is 
often  of  greater  consequence  for  them  thun  their  earlier  history  might 
suggest ; they  need  to  acquire  both  new  knowledge  and  skills  and  also  to  con- 
solidate what  they  have  gained  from  the  special  schools  for  the  educationally 
sub-normal.  It  is  suggested,  therefore,  that  stress  should  be  laid  on  the  fact 
that  education,  particularly  education  for  living  and  citizenship,  can  still 
profitably  he  continued  in  selected  cases  after  the  age  of  16,  and  that 
appropriate  arrangements  should  be  made  to  include  " education " in 
“ cure  ", 

(б)  Lack  of  proper  vocational  training  facilities.  In  addition  to  occupational 
work,  some  attempt  is  made  to  train  defectives  in  manual  tasks  in  most 
institutions.  .Such  training  is  often  undertaken,  however,  by  tradesmen, 
who  may  he  skilled  hut  yet  lack  ability  or  interest  in  teaching.  Methods 
taught  (e.g.  in  brush-making)  are  in  nearly  all  cases  obsolete  and 
uneconomic  so  far  as  outside  employment  is  concerned,  so  that  it  is 
virtually  impossible  to  place  the  individual  in  comparable  employment 
in  the  community.  Often  girls  may  be  “trained"  in  domestic  work  which 
requires  a greater  degree  of  foresight  and  organising  ability  than  many 
of  them  possess,  ft  is  small  wonder  that  many  fail  when  they  are  placed 
in  outside  work  and  that  the  time  taken  to  achieve  social  competence  is 
thus  painfully  and  waslefully  protracted.  Experiments  initiated  by 
psychologists  in  a Research  Unit  of  the  Medical  Research  CouneiK1)  and 
latterly  by  two  or  three  other  institutions,  have  demonstrated  clearly  (he 
contribution  made  to  the  stabilisation  of  the  patient  by  carefully  planned 
industrial  training  directed  towards  and  followed  by  his  employment  in  the 
community.  Consistent  findings  have  been  that  60  to  70  per  cent,  of 
feeble-minded  patients  trained  in  industrial  work  habits  can  successfully 
hold  jobs  in  industry  at  standard  national  wages,  The  training  and  sub- 
sequent placement  accelerate  the  acquisition  of  social  competence  and  hence 
discharge  from  care  under  the  Mental  Deficiency  Acts. 

(<•)  l.aek  of  social  training.  In  the  past,  because  of  an  emphasis  on  custodial 
rather  titan  remedial  care,  little  hits  been  done  to  develop  programmes  of 
social  training  aimed  at  assisting  the  adjustment  of  the  pulient  to  the  outside 
world.  It  must  be  remembered  of  course,  that  industrial  or  other  occupa- 
tional proficiency  is  not  in  itself  enough  to  render  the  patient  socially 

r>)  Tissu'd,  J.  & O'Connor,  N.  " The  employability  of  high-grade  mental  defectives,  I All" 

Amer.  J.  Meat.  Deflc.,  1950,  54,  563-  576,  and  1950,  55,  144  -147. . „ 

Tiatard,  J.  & O'Connor,  N.  " The  occupational  adaptation  of  high-grade  mental  defectives  , 
Lancet  1952,  ii,  620. 
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competent,  although  it  frequently  brings  about  desirable  psychological 
changes  (for  example,  increased  self-respect  and  confidence).  Social, 
emotional  and  moral  training  are  equally  important,  and,  though  more 
difficult  to  give,  can  be  included  in  the  general  training  programmes.  For 
example,  no  difficulty  is  encountered  in  teaching  an  1H  year-old  feeble- 
minded boy  how  to  assemble  and  solder  wireless  or  television  components, 
but  unless  he  bus  meanwhile  also  learned  the  value  of  money,  respect  for 
other  people's  property,  punctuality,  cleanliness  and  reliability,  it  woukl 
be  inviting  failure  lo  place  him  in  a competitive  job,  and  thus  would  have 
unfortunate  repercussions  both  on  the  individual  und  on  the  community. 
It  is  considered  that  team-work  by  various  specialists  can  make  such  train- 
ing highly  elfective  and  economically  advantageous,  as  indeed  research  has 
already  shown. 

(d)  Bud  effects  of  mixing  different  grades  of  patient,  There  is  as  hig  a ditlerenec 
in  intelligence  between  an  intellectually  normal  delinquent  and  an  idiot  as 
there  is  between  an  average  man  and  a genius.  Yet  idiots  and  intellectually 
normal  persons  share  the  same  institulional  facilities.  The  effects  of  mixing 
grades  can  be  seen  at  their  worst  in  children's  wards  where,  owing  to  lack 
of  numbers,  segregation  by  grade  is  virtually  impossible.  Here  the  idiot, 
the  imbecile  and  the  feeble-minded  child  (sometimes  of  potential  normality) 
may  play  together : the  epileptic,  the  deaf  and  dumb,  the  spastic  and  the 
near-psychotic  arc  cared  for  by  a changing  stall  inadequate  in  number  and 
often  in  quality.  Inevitably,  under  such  conditions,  individual  progress  may- 
be very  adversely  affected.  With  older  patients  an  attempt  at  segregation 
by  grade  is  made,  but  not  unnaturally  the  feeble-minded  resent  being 
classed  with  idiots  and  imbeciles.  There  is  also  another  unfortunate  elfect  of 
the  comprehensive  institution,  namely  its  size  (usually  a thousand  or  more 
beds,  composed  of  wards  which  may  contain  as  many  as  eighty  patients). 
The  very  size  of  the  institution  makes  individual  treatment  almost  impossible. 
Moreover,  the  pay  or  conditions  of  service  often  fail  to  attract  adequate 
numbers  of  nursing  stall',  and  many  " parl-timera  " are  employed,  or.  worse 
still,  the  care  of  the  lower-grade  und  more  helpless  patients  is  relegated 
finite  de  mleux  to  patients  of  higher  grade, 

(c)  Traditional  pessimism.  In  the  past,  and  unfortunately  still  to  some  extent 
at  present,  pessimistic  attitudes  have  been  prevalent  in  mental  deficiency 
practice.  Such  pessimism  seems  to  spring  from  two  main  sources: 

(i)  In  the  comprehensive  institution  the  hopelessness  with  which  the 
low-grade  patient  is  regarded  is  easily  extended  to  those  of  higher-grade, 
including  those  of  average  intelligence,  simply  because  of  the  physical 
proximity  of  different  grades,  because  they  are  both  termed  " mentally 
defective  ”,  and  because  (here  is  often  a failure  to  differentiate  between 
what  a person  can  do  and  what  he  is  capable  of  learning  to  do  (even 
in  some  cases  after  a prolonged  history  of  failure). 

(ii)  Ai  the  time  of  the  passing  of  the  first  Mental  Deficiency  Act,  ,t 

much  simpler  view  of  human  genetics  was  taken  by  the 

experts  than  is  now  considered  warranted  by  available  evidence  and 
modern  research  techniques.  Study  of  relevant  documents  of  that 
period  (Unit, sard,  The  Eugenics  Review,  1909  1911,  The  Poor  t,aw 
Commission  Report,  etc.)  indicates  that  the  fear  of  national  degeneracy 
assumed  great  importance  in  the  minds  of  the  experts  giving  evidence : 
e.g.  “ National  degeneracy  is  no  myth  but  a very  serious  reality  . . . 
the  chief  evil  we  have  to  prevent  is  undoubtedly  that  of  propagation  " 
(Trcdgold).  “ Cases  are  not  wanting  to  show  that  pauperism  is  hereditary  " 
(Sir  E.  Brabrook).  This  point  of  view  naturally  led  lo  the  segregation 
of  many  of  those  considered  to  be  potemiul  biological  dangers  to  the 
community.  The  practice  of  custodial  care,  as  opposed  to  remedial  treat- 
ment, thus  developed.  Although  the  possibility  of  a decline  in  national 
intelligence  is  still  a matter  of  some  controversy,  Penrose  ( Biology  of 
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Mental  Defect,  1949)  stales  that,  . . the  great  majority  of  defectives 
of  all  grades  are  born  to  parents  who  cannot  be  classed  as  defectives 
themselves  . . . '1'hcre  is  no  precise  genetics  of  social  inefficiency,  so 
that  the  idea  that  it  can  be  prevented  on  the  basis  of  genetical  theory 
is  essentially  invalid.”  (<;/>.  at.  p.  234). 

The  more  active  and  hopeful  outlook  has  recently  been  reinforced  by 
investigations  both  in  this  country  and  particularly  in  the  United  States 
which  have  indicated  that  some  forms  of  high-grade  deficiency  are 
impermanent,  and  that  more  research  on  the  question  of  remedy  is  now 
necessary.  Indeed  further  investigation  is  needed  in  this  country  to  elucidate 
more  precisely  the  complex  problems  of  aetiology,  education,  training  and 
treatment. 

12.  In  view  of  the  foregoing  considerations,  the  British  Psychological  Society  wishes 
to  make  the  following  Recommendations : — 


Recommendation  I 

13.  That  the  present  wide  definition  of  mental  deficiency  be  limited,  and  the  term 
restored  to  ils  original  meaning  which  is  consistent  not  only  with  biological,  psycho- 
logical and  genetic  concepts  but  also  with  current  reputable  practice  in  certain  other 
countries.  It  should  he  made  clear  that,  although  comprehensive  assessment  of  a 
person's  abilities  and  disabilities  is  required,  considerable  intellectual  deficit  must 
exist  before  he  can  he  certified  as  mentally  defective.  Those  who  lie  within  the 
intellectually  "dull-normal"  or  “normal”  ranges  of  the  general  population  should 
not  he  classed  as  mentally  defective  blit  dealt  with  in  a different  way. 


Recommendation  II 

14  That  persons  who  are  intellectually  feeble-minded  but  show  themselves  capable 
or  profiling  by  social,  educational  and  vocational  treatment  and  training  should  be 
deal!  wilb  in  specially  equipped  units. 


Certification  ami  recertification 

Intelligence  texting  in  mental  deficiency  practice 

IS  The  Mental  Deficiency  Acls  nowhere  mention  intelligence  as  such  nor  is  it 
required  that  un  intelligence  lest  should  he  given  at  the  time  of  certification  or 
reee  il  ration.  Nevertheless,  statements  of  mental  age  or  intelligence  quotient  are 
commonly  given  as  supporting  evidence  for  certification,  although  they  are  no 
legally  required  and  the  authorities  are  under  no  obligation  to  accept  them. 

misuse  of  psychoMieal  ests  and  cone  pt  ‘ R / psychological  training  of 
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21.  I he  following  recommendations  are  made  with  respect  to  the  procedures 
for  ecrtiheation  and  recertification  : — 

Recommendation  III 

22.  I hat  the  present  rapid  and  unreliable  mental  and  behavioural  assessments 
so  oi ten  carried  out  at  certification  and  recertification  should  be  abolished,  and 
that  an  individual  suspected  of  being  of  feeble-minded  grade  should  be  given  a 
comprehensive  psychological  examination  involving,  among  other  things,  an  intelli- 
gence test  by  a psychologist  or  appropriately  trained  medical  officer.  A psycho- 
logist with  relevant  postgraduate  training  and  experience  might  well  be  recognised 
m law  as  one  of  the  signatories  of  the  legal  certificate. 

Recommendation  IV 

23.  I hat  petitions  should  be  heard  in  a place  normally  associated  with  the  active 
supervision,  care  and  treatment  of  defectives  and  not  in  a place  associated  with 
the  trial  ol  ollenders. 


The  need  for  diagnostic  and  training  centres 

24.  I he  British  Psychological  .Society  considers  that  a strong  case  can  be  made 
lor  the  selling  up  of  residential  centres  for  the  reception,  classification  and  training 
or  the  feeble-minded  before  certification  is  considered.  Such  centres,  which  could 
be  bused  on  an  existing  institution  in  each  region,  suitably  converted,  should  be 
stalled  by  psychiatrists,  psychologists,  teachers,  social  workers  and  training  instructors, 
and  should  maintain  close  liaison  with  the  Ministries  of  Labour  and  Education. f1) 
. 25  Overall  assessments  (as  used,  for  example,  by  the  Royal  Navy)  of  present 
intellectual,  emotional  and  educational  status  would  first  be  necessary,  a mere 
intelligence  quotient  being  quite  inadequate  in  itself.  Such  assessments  take  time 
to  complete,  and,  ii  they  are  to  be  accurate,  should  not  be  made  while  the  individual 
may  be  m a state  of  nervous  tension  or  aggression  towards  authority,  as  so  often 
happens  at  present.  An  equally  important  procedure  in  determining  individual 
diagnosis  and  prognosis  would  be  to  test  responsiveness  to  specialised  training, 
treatment  and  education  ; thus  a stay  in  the  first  instance  of  a year  (reducible  by  the 
Superintendent  when  warranted)  would  bo  needed,  with  in  some  cases  a further 
extension.  Often  the  high-grade  individual,  given  proper  assistance  and  a stable 
environment,  will  advance  towards  or  into  normality ; in  such  cases,  promotion  to 
hostels  (of  the  kind  suggested  by  the  Ministry  of  Health  and  Board  of  Control, 
Minutes  of  Evidence.  to  the  Royal  Commission,  First  Day,  pp.  24-25,  para,  1 10) 
would  he  Hie  appropriate  next  step, 

26.  For  those  who  fail  to  respond  to  such  training  and  the  strong  incentives 
inherent  in  such  a scheme,  certification  as  mentally  defective  would  follow  provided 
that  considerable  intellectual  deficit  could  be  established.  The  really  high-grade 
failure  would  lie  sent  to  a psychiatric  unit  for  care  and  treatment.  There  would  be 
no  certification  (except  in  some  cases  under  the  Lunacy  Act),  and  the  existing 
anomaly  of  branding  intellectually  normal  people  us  mentally  defective  would 
disappear. 

27.  Retention  of  an  individual  in  the  diagnostic  and  training  centre  could  be 
(«)  voluntary  on  the  part  of  the  patient,  (A)  at  the  parents’  request  or  with  their 
consent,  (c)  by  " Fit  Person  " order  where  consent  is  unreasonably  withheld,  or 
(cl)  us  a condition  of  probation  or  by  other  appropriate  orders  by  magistrates.  Where 
more  than  a year’s  training  was  needed  at  the  centre,  detailed  evidence  of  progress 
and  likely  prognosis  would  have  to  he  given  by  the  Superintendent  to  the  appro- 
priate authorities  who  would  be  empowered  to  recommend  an  extension.  (See 
page  615  for  explanatory  diagram.) 

Recommendation  V 

28.  That  a few  existing  institutions  should  be  converted  into  residential  diagnostic 
and  training  centres,  staffed  by  psychiatrists,  psychologists,  teachers  and  other 

(')  A somewhat  similar  view  has  been  advanced  by  Dr.  J.  F.  MacMahon  in  an  article  very 
relevant  to  this  issue:  " The  Adolescent  Feeble-minded  in  Luw  and  in  Practice  ”,  Brit.  Mcil.  J„ 
1952,  ii,  254. 
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specialists,  for  the  diagnosis  and  training  of  individuals  suspected  of  being  feeble- 
minded before  any  certification  takes  place.  An  element  in  the  diagnosis  would 
be  responsiveness  to  training,  and  retention  at  such  centres  would  be  either  voluntary 
or  by  magistrate’s  order. 

Summary 

29.  This  memorandum  is  concerned  with  the  grade  of  mental  deficiency  at  present 
termed  feeble-mindedness.  The  mentally  defective  persons  in  this  grade  constitute 
the  largest  group  under  certificate,  the  group  about  which  the  greatest  controversy 
exists,  and  the  group  concerning  which  psychologists  have  specialist  knowledge. 

30.  It  is  argued  that  in  the  care  of  the  mentally  deficient,  adequate  provision 
is  not  at  present  made  for  the  treatment,  education  and  training  of  the  feeble-minded. 

31.  It  is  also  argued  that  the  present  definition  of  mental  deficiency  is  unsatis- 
factory ( a ) because  it  can  and  does  include  persons  of  normal  intellect  and  leads 
to  the  possibility  of  certifying  as  mentally  defective  anyone  who  is  anti-social 
in  any  kind  of  way,  including  those  who  are  maladjusted,  neurotic  or  delinquent, 
(b)  because  the  clause  on  aetiology  leads  to  inexact  diagnosis,  and  (c)  because  it 
fails  to  include  a definite  statement  that  “ arrested  or  incomplete  development  of 
mind  ” is  not  necessarily  a permanent  condition. 

32.  Attention  is  drawn  to  the  rapid  and  unreliable  methods  of  intellectual  and 
emotional  assessment  commonly  used  in  connection  with  certification  and  recertifi- 
cation, including  the  misuse  and  misinterpretation  of  standard  psychological  tests. 

33.  It  is  suggested  that  the  circumstances  surrounding  the  petition  may  in  some 
case  have  unfortunate  effects  both  on  the  patient  and  on  his  relatives,  and  may 
lead  to  unnecessary  resentment  and  distress. 

34.  It  is  considered  that  a strong  case  can  be  made  for  the  setting  up  of  residential 
centres  based  on  an  existing  institution  (suitably  converted)  in  each  region  for  the 
reception,  classification  and  training  of  the  section  of  the  population  now  dealt  with 
as  feeble-minded,  before  any  certification  occurs.  These  centres  would  be  staffed 
by  a mixed  team  of  specialists.  Among  other  things,  responsiveness  to  training 
would  be  assessed,  and  those  of  defective  intellect  who  failed  to  make  progress 
would  be  certified  as  mentally  defective,  while  those  of  normal  or  dull-normal 
intelligence  who  failed  would  be  treated  as  psychiatric  cases.  Those  who  successfully 
responded  to  training  would  be  promoted  to  community  trial  in  homes  or  hostels, 
and  would  ultimately  gain  their  discharge. 

35.  Recommendations  are  made  in  connection  with  all  of  the  above  items. 
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APPENDIX 


The  following  selection  of  mainly  recent  publications  by  members  of  the  British 
Psychological  Society  gives  an  indication  of  some  of  the  work  carried  out  which  is 
of  relevance  to  the  field  of  mental  deficiency,  and  to  some  of  the  questions  at  present 
being  considered  by  the  Royal  Commission. 


Books 

Burt,  Sir  Cyril  ... 


Lewis,  E.  0. 


Penrose,  L.  S.  ... 
Phillips,  G.  E.  ... 

Schonell,  F. 
Winterbourn,  R. 
Articles 


The  Subnormal  Mind  (2nd  edition,  2nd  impression  1944). 

The  Backward  Child  (3rd  edition,  1950). 

The  Causes  and  Treatment  of  Backwardness  (1954). 

“ Report  on  an  Investigation  into  the  Incidence  of  Mental  Deficiency 
in  Six  Areas,  1925-27  ” Report  of  the  Mental  Deficiency  Committee. 
Part  IV,  1929,  H.M.S.O. 

Mental  Deficiency  (1933). 

The  Biology  of  Mental  Defect  (1949). 

The  Constancy  of  the  Intelligence  Quotient  in  Subnormal  Children 
(1940). 

Backwardness  in  the  Basic  Subjects  (4th  edition,  1948). 

Educating  Backward  Children  in  New  Zealand  (1944). 


(a)  General 

Clarke,  A.  D.  B.  & Clarke,  A.  M.  “Case  History  of 
Mental  Health,  1953,  12,  108-114. 


a Certified  Mental  Defective.'’ 


Earl,  C.  J.  C.  “ The  Affective  Instinctive  Psychology  of  Imbecile  Children."  Brit.  J,  Med. 
Psychol,  XV,  1936,  266-278. 

Gunzburg  H C.  “The  Colony  and  the  Young  High-Grade  Mental  Defective.”  Mental 
Health,  1950,  9,  4. 


"“(Hilliard,  L.)  & Mundy,  L.  “ Diagnostic  Problems  in  the  Feebleminded.” 

2,  644-646. 

Murray,  H.  “ The  Sociometric  Stability  of  Personal  Relations  among  Retarded  Children.” 
$ oaometry,  1953,  2,  113-141. 

D’Connor  N.  & Tizard,  J.  “A  Survey  of  Patients  in  Twelve  Mental  Deficiency 
Institutions.”  Brit.  Med.  J.,  1954,  1,  16-18. 

Penrose,  L.  S.  “A  Clinical  and  Genetic  Study  of  1,280  Cases  of  Mental  Defect," 
Colchester  Survey)  Sp.  Rep.  Med.  Res.  Conn.  No.  229,  1938.  H.M.S.O. 

Tizard  J “ The  Prevalence  of  Mental  Subnormality."  Bull.  World  Hlth.  Ora.,  1953, 
423-440. 


Lancet,  1954, 


(The 


(b)  Education 

Gunzburg,  H.  C.  “ Experiments  in  the  Improvement  of  Reading  in  a Group  of  Educa- 
tionally Subnormal  Boys.”  J.  Ment.  Set'.,  1949,  94,  809-833. 

“ Further  Education  for  the  Mentally  Defective."  Further  Education  1949. 

Parker,  H.  T.  “The  Mental  Defective  in  School  and  After.”  Melbourne  XJniv.  Press,  1949, 
C c ) Intelligence 

Clarke,  A.  D.  B.  & Clarke,  A.  M.  “Cognitive  Changes  in  the  Feebleminded.”  Brit.  J. 
Psychol,  1954,  XLV,  173-179. 

Earl,  C.  J.  C.  “The  Performance  Test  Behaviour  of  Adult  Morons."  Brit.  J.  Med. 
Psychol.,  1937,  XVII,  78-92. 

O’Connor,  N.  & Tizard,  J.  “ A Survey  of  Patients  in  Twelve  Mental  Deficiency 
Institutions.”  Brit.  Med.].,  1954,  1,  16-18. 

Parker,  H.  T.  “The  Development  of  Intelligence  in  Subnormal  Children.”  Melbourne 
Univ.  Press,  1934. 

Tizard,  J.  “ The  Abilities  of  Adolescent  and  Adult  High-Grade  Defectives."  J.  Ment.  Set,, 
1950,96,  889. 


* Not  a member  of  the  British  Psychological  Society. 
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id)  Training,  rehabilitation  and  employability 

Clarke,  A.  D.  B.  & Clarke,  A.  M.  “A  Rehabilitation  Programme  for  the  Certified  Mental 
Defective.”  Mental  Health,  1954,  14,  4-10. 

O’Connor,  N.  “The  Occupational  Success  of  Feebleminded  Adolescents.”  Occupational 
Psychol.,  1953,  27,  157-163. 

Tizard,  J.  & O’Connor,  N.  “ The  Employability  of  High-Grade  Mental  Defectives,  I & II.” 
Am.  J.  Meat.  Def..  1950,  54,  563-576  & 55, 144-157. 

41  The  Occupational  Adaptation  of  High-Grade  Mental  Defectives.”  Lancet,  1952, 
ii,  620-622. 


Examination  of  Witnesses 


3154.  (Chairman):  Would  you  like  to 
make  any  general  statement  in  amplifica- 
tion or  elucidation  of  your  memorandum? 

— (Professor  Vernon):  I think  that  a 

short  introduction  would  be  useful.  The 
main  point  that  we  wish  to  urge  is  that 
the  category  of  mental  deficiency  at  the 
moment  includes  a very  heterogeneous 
number  of  individuals  ranging  from 
imbeciles  and  idiots,  and  the  intellectually 
defective  to  neurotics,  near-psychotics, 
psychopaths  and  delinquents,  and  at  the 
moment  the  methods  of  diagnosing  these 
various  categories  arc  often  rather  incITective 
and  far  too  frequently  the  types  are  mixed 
up  together  in  a single  institution.  My 
Society  believes  that  more  elfective  methods 
of  sorting  them  out  would  be  possible,  and 
that  if  this  were  done,  they  could  be  dis- 
posed of  in  more  suitable  ways,  given  train- 
ing or  therapy  of  appropriate  types,  and 
many  more  of  them  than  has  been 
generally  supposed  could  be  rehabilitated 
and  brought  hack  to  be  useful  self-sufficient 
members  of  society. 

3155.  There  is  a point  there  on  your 
memorandum  which  1 should  like  to  put  to 
you,  if  you  will  excuse  the  appearance  of 
impoliteness  in  my  way  of  putting  it.  I was 
extremely  interested  in  your  memorandum 
and  in  your  general  argument  that  the 
attempt  to  extend  the  category  of  mental 
defective  to  patients  who  are  not  primarily 
intellectually  sub-normal  but  are  sulfering 
from  a number  of  emotional  or  other  de- 
fects, is  unscientific  and  has  led  to  a good 
deal  of  confusion,  and  is  likely  to  lead  to 
much  more  confusion  in  the  future.  I wus 
very  interested  in  the  whole  of  that  argu- 
ment, but  then  when  I came  to  the  end  of 
your  memorandum  I felt  that.  I had  rather 
dropped  out  of  the  bottom  of  your  argument 
because,  having  recommended  your  classify- 
ing training  institutions,  your  conclusion  was 
that  those  who  failed  to  respond  to  the 
treatment,  those  whose  total  response  was 
below  that  which  could  have  been  expected 
from  this  training,  should  be  regarded  as 
subject  for  psychiatric  treatment.  I 
wondered  whether  the  whole  of  your 
memorandum  was  not  a disclaimer  of  the 
psychologist’s  responsibility  for  certain  types 
of  difficult  problem  individuals,  rather  than 
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a policy?  If  what  you  say  about  classi- 
fication of  intelligence  is  to  result  in  another 
class  of  defectives  who  are  regarded  as 
subject  for  psychiatric  but  not  psychological 
care,  does  that  get  us  very  much  further? 
- — I think  they  would  be  a very  much 
smaller  number  than  at  present. — (Dr. 
O'Connor):  I think  that  if  one  is  consider- 
ing a law  for  mental  defect  one  cannot 
necessarily,  under  such  a law,  make  pro- 
vision for  all  kinds  of  mental  disorder.  We 
may  not  have  given  a complete  answer  to 
the  treatment  of  the  psychopath,  but  to 
confuse  him  with  a person  of  low  intellect 
perhaps  does  no  service  to  the  law  or  to 
medicine  in  that  respect.  That  would  be 
my  defence. 

3156.  But  surely,  if  there  is  a danger  at 
present  in  extending  the  category  of  mental 
defective  too  widely,  there  is  a much  greater 
danger  of  extending  the  category  of  psycho- 
path more  widely?  When  you  said  at  the 
end  of  your  memorandum  that  those  who 
failed  in  your  classifying  institution  should 
be  treated  as  psychiatric  cases  you  did  not 
mean  that  they  should  all  be  classed  as 
psychopaths,  did  you?  That  is  at  the  very 
end  of  your  memorandum,  paragraph  34, 
five  lines  from  the  end.  ”...  those  of 
defective  intellect  who  failed  to  make  pro- 
gress would  be  certified  as  mentally  defec- 
tive, while  those  of  normal  or  dull-normal 
intelligence  who  failed  would  be  treated  as 

psychiatric  cases,” (Dr.  Clarke ):  I think 

that  our  main  point  is  that;  severe  emotional 
difficulties  can  best  be  dealt  with  in  a 
mental  hospital  under  psychiatric  help,  but 
that  mild  difficulties  would  respond  very 
well  to  training. 

3157.  But  you  would  not  he  inclined  to 

class  either  of  those  categories  as 
psychopaths,  would  you? No. 

(Chairman):  Perhaps  we  ought  to  go 
through  the  memorandum.  I do  not  think 
that:  1 have  anything  to  ask  on  your  analysis 
of  definitions  in  paragraph  5.  Would  any 
other  member  of  the  Commission  like  to 
ask  any  questions  on  paragraphs  5 or  6? 

3158.  (Dr.  Thomas):  May  T ask  a 

question  prior  to  that,  on  the  introduction 
to  your  paper?  I was  rather  startled  with 
your  approach  in  paragraph  2.  You  say 
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here,  “Apart  from  the  purely  medical  and 
nursing  problem  of  idiocy  and  of  some 
forms  of  imbecility K mental  deficiency  can 
be  regarded  primarily  as  a social,  educa- 
tional and  training  problem.”  Did  you 
actually  exclude  from  your  considerations 
such  factors  in  all  grades  of  mental 
deficiency  as  the  genetic  aspect?  Did 
you  wish  to  take  a stand  in  which 
purely  medical  and  medical-biological 
aspects  of  the  problem  are  to  be  ignored 
when  you  come  to  the  higher-grade  cases? 

We  certainly  do  not  exclude  the  genetic 

approach.  So  far  as  the  higher-grade  cases 
.are  concerned  the  genetic  problem — an 
important  one — is  utterly  different  from  that 
of'  the  low-grade  cases.  There  are  hundreds 
of  thousands  of  other  people  in  the  com- 
munity of  similar  mental  calibre  who  are 
not  certified.  We  feel  that  the  main  differ- 
ence between  these  people  who  are  not 
certified,  of  the  same  mental  calibre  as 
those  who  are,  is  a social  difference  and 
■the  genetic  one  is  separate.  We  do  not 
exclude  genetics  by  any  means. 

3159.  The  next  point  I wanted  to  ask  on 
that  same  statement  is  with  regard  to  the 
consideration  of  conditions  which  are  due 
to  metabolic  error.  _ You  might  conceivably 
have  conditions  which  start  off  at  the  level 
of  idiocy,  and  almost  by  definition  in  your 
memorandum  these  children  would  be  ex- 
cluded, although  large  numbers,  quite 
possibly,  may  reach  a degree  of  educability? 

(Dr.  O'Connor) : If  they  achieve  a level 

where  they  are  educable  they  would  pre- 
sumably become  classified  in  some  such  way 
by  the  Ministry  of  Education  and  then  they 
need  not,  of  course,  even  at  that  stage  be 
regarded  as  mentally  defective  but  would 
be  counted  as  feeble-minded,  if  other  social 
conditions  were  to  come  into  play.  I think 
it  is  the  social  conditions  that  the  State  takes 
account  of  in  relation  to  the  feeble-minded 
which  make  them  in  fact  subject  to  be 
dealt  with  rather  than  backwardness  in 
many  cases. 

3160.  In  considering  the  feeble-minded 
you  will  no  doubt,  as  an  Association,  recog- 
nise that  whereas  the  sentence  here  tends  to 
exclude  by  implication  the  medical  and 
nursing  contribution,  they  have  in  fact  a 

very  important  function  to  perform? 1 

think  that  is  true.  The  view  I would  take 
is  that  there  has  been  a proper  stress  on 
the  nursing  of  the  feeble-minded  but  that 
some  aspects  of  the  training,  of  the  attempt 
to  provide  them  with  social  competence, 
have  not  been  so  well  developed  in  our 
services. 

3161.  (Mr.  Simon):  I wonder  if  could 
ask  a question  on  the  definition  of  mental 
deficiency?  I appreciate  the  criticisms  that 
are  put  forward.  I wonder  if  your  Society 
have  tried  to  find  a formula  which  would 

meet  those  criticisms? (Dr.  Clarke):  We 

recognise  that  it  is  very  difficult  to  put  for- 
ward a legal  type  of  definition  but  the 


general  guiding  principle  we  felt  was  that 
considerable  intellectual  subnormality 
should  be  one  of  the  main  criteria,  of  such 
a definition. 

3162.  Defined  with  reference  to  an 

intelligence  quotient? Certainly  an  in- 

telligence quotient  derived  from  standard 
tests,  but  there  should  also  be  an  assembly 
of  other  relevant  facts  related  to  a border- 
line above  which  and  below  which  different 
methods  of  treatment  are  indicated. 

3163.  (Chairman):  In  terms  of  intelligence 
quotient  what  range  are  you  thinking  of? 

So  far  as  the  dull-normal  and  normal 

range  of  intelligence  is  concerned,  we  feel 
it  is  wrong  that  people  of  that  nature 
should  be  certified  defective,  that  is  to  say 
an  intelligence  quotient  of  80 -i — perhaps 
something  like  that — 75  to  80. 

3164.  But  with  your  higher-grade  mental 
defective  you  are  thinking  of  a person  who 
is,  as  you  say  at  the  end  of  your  memo- 
randum, under  suspicion  of  mental  defect. 
Do  you  mean  that  that  should  be  a range 

somewhere  between  75  to  80? For  the 

feeble-minded,  there  is  now  an  intelligence 
quotient  of  50  and  upwards,  but  our  feeling 
is  that  the  higher-grade — perhaps  with  an 
intelligence  quotient  of  80 — should  not  be 
certified  as  defectives,  they  should  be  dealt 
with  in  different  ways. — (Dr.  O'Connor): 
Dr.  Lewis,  in  his  Report,  used  measures  of 
the  order  of  65  and  70,  and  more  recently 
suggested  60,  I think,  in  a pamphlet,  but  I 
think  it  is  found  that  educationally  sub- 
normal children  are  not  ascertained  if  they 
have  an  intelligence  quotient  of  over  70. 
in  most  cases,  although  there  are  exceptions. 
Certified  feeble-minded  cases  in  hospitals 
are  known  to  have  a much  higher  level, 
sometimes  up  to  100  and  just  beyond,  and 
those  people  we  now  feel  should  not  be 
regarded  as  certifiable. 

3165.  (Mrs.  Adrian):  Could  I ask  how 

you  propose  to  define  this  category  that 
you  do  not  want  included  in  the  Mental 
Deficiency  Act,  and  what  measures  you 
propose  there  should  be  to  deal  with  that 
category,  what  compulsory  powers  if 
necessary? (Dr.  Clarke):  In  our  memo- 

randum we  have  a section  on  classification 
and  training  centres,  and  we  make  the  point 
that  the  individuals  there  should  be  given 
every  help  of  an  all-round  nature  that  can 
be  given,  and  that  where  there  is  progress 
the  person  should  be  put  out  into  the  com- 
munity and  aided  to  make  an  adjustment. 
The  higher-grade  people  would,  we  feel,  on 
the  whole  make  such  adjustments  and  there 
would  be  a fairly  high  degree  of  success. 
That  is  avoiding  the  stigma  of  certification 
altogether.  If  they  prove  unresponsive  to 
treatment,  if  their  problems  are  mainly 
emotional  problems,  then  they  can  receive 
treatment  under  the  Mental  Treatment  Act. 
If,  on  the  other  hand,  they  are  low-grade 
and  show  no  prospect  of  improvement  then 
they  should  go  to  a mental  deficiency 
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institution  from  which  of  course  they  can 
come  back  and  be  promoted  if  they  show 
improvement  under  the  conditions  there. 

3166.  (Dr.  Rees):  But  some  of  your 
patients  would  be  sent  to  the  classifying 
centres  against  their  will,  would  they  not? 

In  those  cases  we  suggest  the  use  of 

the  fit  person  order  when  parental  consent 
is  not  forthcoming. 

3167.  (Chairman):  What  do  you  mean 

by  a fit  person  order? It  can  be  made 

under  the  Children  Act,  I believe,  up  to  the 
age  of  18.  If  parents  are  not  looking  after 
their  children,  or  are  not  prepared  to  help 
their  children,  someone  can  be  appointed  as 
“ fit  person  ” to  take  charge  of  the  child. 
In  many  cases  the  London  County  Council 
is  appointed  as  “fit  person”. 

3168.  Yes,  but  there  is  a very  wide  gulf 
between  the  kind  of  case  which  can  be  dealt 
with  under  the  Children  Acts — the  kind  of 
parental  neglect  under  which  a fit  person 
order  can  be  issued — and  the  sort  of  case 
that  you  have  under  consideration  in  your 
memorandum.  You  are  thinking  of  incom- 
petent parents  and  you  want  to  compel  them 
to  send  a child  to  a residential  school  for  a 
year ; I do  not  think  you  can  do  that 

under  the  Children  Acts  as  they  stand. 

(Dr.  O'Connor):  Would  it  be  possible  to 
do  it  under  the  Education  Act? 

3169.  (Chairman):  You  might  do  it  under 
the  Education  Act,  or  under  a new  Act, 
but  it  tends  to  create  misunderstanding  when 
you  talk  about  a fit  person  order ; 
you  are  suggesting  something  much  more 
drastic  than  that.  I did  not  intend  to  come 
to  this  until  the  end  of  your  memorandum 
but  you  are  going  to  ask  a magistrate  to 
issue  an  order  sending  that  child  to  an 
institution  “ on  suspicion  ”,  because  he  is 
suspected  of  being  mentally  defective. — (Mr. 
Jackson ):  Is  not  part  of  the  difficulty  here 
that  you  deal  with  the  definition,  what  one 
might  call  a diagnosis,  of  this  particular 
person’s  state,  whereas  the  present  Mental 
Deficiency  Act  does  that  first  and  then  goes 
to  the  second  limb  of  what  is  to  be  shown 
before  you  can  do  anything  about  it? 
Clearly,  a person  may  mentally  come  within 
the  definition  of  the  present  Act,  or  within 
your  definition,  but  may  be  being  perfectly 
well  looked  after  and  nobody  would  con- 
ceivably want  to  take  any  steps  about  that. 
Therefore,  one  has  either  to  have  a defini- 
tion consisting  of  diagnosis  plus  the  con- 
ditions under  which  you  may  do  something 
about  it,  or  else  you  have  a definition  based 
on  the  diagnosis  alone,  and  then  separately, 
later,  have  the  conditions  under  which  you 
may  do  something  about  it.  Is  that  not  the 
distinction,  really?  In  other  words,  you 
still  have  to  go  into  the  question  of  what 
has  got  to  be  shown  before  a person  can 

go  into  your  centre? Yes,  I think  that 

is  the  case. 


3170.  (Chairman):  You  imply  in  your 
recommendations  that  the  diagnosis  cannot 
be  satisfactorily  made  unless  it  is  made  at 

leisure  in  such  an  institution? A 

diagnosis  is  sometimes  made  under  the 
present  law  which  subsequently  is  shown 
to  be  inapplicable,  and  the  point  we  are 
making  in  that  part  of  the  memorandum  is 
that  certification  should  not  take  place  until 
certainty  of  diagnosis  is  achieved.— (Dr. 
Clarke):  I think  too  that  the  voluntary 
method  of  admission  would  perhaps  be  far 
more  popular  than  we  might  at  first  sight 
consider,  because  when  something  is  being 
offered  in  the  way  of  good  training  then 
it  is  an  attractive  proposition.  I have  in 
mind  the  Ministry  of  Labour  industrial 
rehabilitation  units.  There  is  no  difficulty 
whatsoever  in  getting  people  to  go  to  those 
units  because  they  know  it  is  in  their 
interests  and  I feel  that,  in  the  same  way, 
this  type  of  institution  would  rapidly  be 
known  to  work  in  the  interests  of  the 
patients. 

3171.  When  reading  your  memorandum,  I 
was  not  certain  at  what  sort  of  age  you 
were  going  to  conduct  this  examination. 
Are  you  assuming  that  this  operation  is  to 
be  conducted  within  the  Education  Act,  and 
not  applied  to  any  child  under  school  age? 
At  what  sort  of  point  in  a child’s  life 

do  you  expect  to  ascertain? (Dr. 

O'Connor):  I think  that  most  of  the  cases 
of  feeble-mindedness  that  occur  during 
school  years  occur  after  the  age  of  10,  and 
classifying  schools,  I believe,  deal  with  aU 
ages  but  probably  the  majority  are  nearing 
adolescence.  I would  think  that  our 
classifying  centres  should  deal  with  this 
group  but  it  is  perfectly  possible  that  the 
present  Sections  8 and  9 of  the  Mental 
Deficiency  Act  would  bring  forward  a 
number  of  people  of  more  than  school  age? 
who  might,  nonetheless,  be  regarded  as  suit- 
able candidates  for  classification  in  such  a 
centre. 

3172.  At  present,  as  I understand  it,  a 
very  large  proportion  of  ascertainments  of 
mental  deficiency  occur  before  the  age  of 

five? That  may  be  the  case  because 

about  40  per  cent,  of  all  defectives  in 
hospitals  are  imbeciles  and  idiots,  but  I 
should  not  think  it  would  be  possible  to 
ascertain  feeble-minded  children  with  cer- 
tainty at  that  age — although  I may  be  sub- 
ject to  correction  on  that.  There  is  a sharp 
increase  in  certification  at  the  age  of  10 
and  12  onwards.  I would  think  that  it  is 
their  career  in  school  which  brings  the 
feeble-minded  to  notice. 

3173.  It  would  be  your  recommendation 
that  it  is  the  school  child  who  would  be  the 

subject  of  this  screening? (Dr.  Clarke): 

And  also  the  people,  as  Dr.  O’Connor  said, 
who  come  at  a later  age.  We  consider  that 
ages  of  roughly  10  to  18  would  be  the  sort 
of  ages  we  should  be  dealing  with ; those 
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are  the  chief  ages  at  which  classification 
of  the  feeble-minded  takes  place. 

3174.  (Mr.  Simon):  I do  not  know 

whether  it  is  convenient  to  ask  this  ques- 
tion at  this  time,  or  whether  I had  better 
postpone  the  question,  but  it  arose  from 
something  I think  Dr.  O’Connor  said.  How 
long  do  you  envisage  would  be  required 
for  examination  before  certification — what 

would  be  the  limit? It  would  depend  on 

the  individual  case.  In  many  cases  it  might 
be  clear  that  the  individual  was  very  stupid 
and  a short  period  of  training  would  in- 
dicate that  he  was  not  responding  to  train- 
ing. On  the  other  hand,  there  might  be 
the  individual,  perhaps  of  a higher  grade, 
who  had  his  ups  and  downs  over  a period 
of  months,  perhaps  took  a period  of  months 
to  settle  down,  and  then  a longer  period 
of  a year  would  be  essential  to  test  his 
responsiveness  to  training.  It  would  depend 
on  the  individual  case.  It  might  be 'a  few 
weeks,  it  might  be  a year. 

3175.  Before  certifying? Before  certi- 

fication takes  place,  yes.  Or  before  com- 
munity trial  without  certification. 

3176.  (Dr.  Thomas ):  And  would  you  use 
no  compulsory  powers  at  all  during  that 
year?  This  would  be  entirely  of  the 

patient’s  own  volition? We  suggest  that 

in  some  cases  the  courts  may  make  orders, 
perhaps  a person  may  be  put  under  pro- 
bation to  attend  this  centre  and  we  should 
perhaps  also  use  indirectly  the  fit  person 
order. 

3177.  Dr.  O’Connor  mentioned  the 
Education  Act  in  relation  to  extending  the 
training  beyond  the  age  of  16.  Did  you 
have  that  in  mind  in  relation  to  the  same 

classification  centre? (Dr..  O'Connor) : 

That  is  a conceivable  method  of  legislation, 
but  we  are  not  really  the  best  people  to 
.judge  what  is  the  best  approach  to  the  law 
to  bring  about  this  state  of  affairs.  We  have 
no  knowledge  of  the  best  way  of  introduc- 
ing it  from  the  legal  point  of  view  but  I 
imagine  it  would  be  desirable  to  do  as  much 
.as  possible  under  the  Education  Act  rather 
than  under  any  Act  which  may  attach  the 
stigma  of  certification  to  patients  who  may 
not  ultimately  be  certified. 

3178.  (Mrs.  Adrian):  Could  I ask  again, 
if  you  have  to  use  compulsory  powers,  on 
what  grounds  you  are  going  to  use  them: 
on  the  grounds  of  backwardness  of  educa- 
tion, the  emotional  state,  the  social  condi- 
tions? What  are  your  reasons  going  to  be 

for  taking  compulsory  powers? In  my 

opinion  the  only  justifiable  reason  would 
be  infringement  of  the  law,  or  cases  of 
:exploitation  of  the  person  concerned  by 
any  responsible  adult:  for  the  protection 
of  the  individual,  or  for  infringement  of 
the  law. 

. 3179.  Does  that  include  the  training  of 
the  individual  if  the  relatives  do  not  wish 
it? If  it  m§ant  that  the  young  adult  or 


the  minor  was  being  in  some  way  subjec- 
ted to  an  environment  which  is  considered 
detrimental,  I would  say,  yes. 

3180.  (Dr.  Rees):  Do  you  want  evidence 

of  mental  backwardness  as  well? 1 

think  that  if  we  are  sending  them  to  a 
classifying  centre  we  will  find  out  at  that 
stage  whether  backwardness  is  present  or 
not. 

3181.  But  would  you  not  want  evidence 
of  backwardness  before  sending  them  to 

such  a classifying  centre? 1 would  think 

so,  yes.  There  would  be  other  methods 
and  provisions,  would  there  not,  for  the 
protection  of  young  people  who  were  not 
backward? 

3182.  But  what  sort  of  evidence  of  back- 
wardness would  you  require  before  sending 

them  to  a classification  centre? 1 

should  think  evidence  of  ascertainment 
during  their  school  life. 

3183.  Would  you  require  a low  intel- 
ligence quotient  as  well? 1 should  say 

that  would  probably  be  an  accompaniment. 
Ascertainment  usually  involves  that  nowa- 
days, I understand. 

3184.  So  there  would  have  to  be  evidence 
of  mental  deficiency  before  the  child  is 

sent  to  a classifying  centre? That  seems 

to  me  likely,  although  we  may  find,  as  in 
the  cases  suggested,  that  this  evidence  is 
not  indicative  of  a permanent  state. 

3185.  (Mr.  Jackson):  I want  to  return 
to  this  question  of  the  time,  and  expand 
on  that.  If  one  is  going  to  use  compulsory 
powers  in  order  to  find  out  if  further 
action  has  to  be  taken,  how  long  it  has 
to  go  on  is  very  material.  The  public 
might  reasonably  expect  that  for  a certain 
period  one  could  use  these  powers,  you 
might  say  on  suspicion,  whilst  the  patient 
is  being  tested,  but  if  it  goes  on  longer 
than  that,  then,  very  clearly,  one  would 
have  to  have  some  more  formal  inquiry. 
Therefore,  this  question  of  the  length  of 
time  is  very  important  and  presumably  a 
rational  piece  of  legislation  has  got  to 
take  account  of  the  clinical  side  of  it. 

Can  you  help  us  with  that? Some  of 

Dr.  Clarke’s  research  suggests  that  a 
limited  period  of  time — perhaps  six 

months — would  be  adequate  to  enable 
someone  who  is  backward  to  settle  down 
and  show  on  intelligence  testing  or  re- 
testing some  improvement  on  the  test  result 
he  gave  when  he  was  first  acquainted  with 
the  authorities.  That  is  one  point.  I am 
not  sure  how  long  that  period  should  be, 
but,  subject  to  Dr.  Clarke’s  correction,  I 
would  say  six  months.  The  second  point 
is  the  training  period.  To  enable  a de- 
fective, or  somebody  who  appears  to  be 
backward,  to  develop  habits  of  work  may 
require  at  least  six  months,  I would  think, 
and  sometimes — with  the  slightly  more 
backward — signs  of  improvement  do  not 
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appear  until  a slightly  longer  period  of 
training  has  been  completed.  But  from  the 
point  of  view  of  the  protection  of  the 
individual,  perhaps  something  between  six 
months  and  a year  would  be  a desirable 

period?- (Dr.  Clarke)'.  That  could  also 

be  reviewed  by  the  visitors  as  stated,  or  the 
justices,  which  would  be  protection  to  the 
individual  against  wrongful  detention. 

3186.  (Dr.  Thomas):  So  that  in  the  clas- 
sification centre  you  do  contemplate  some 

form  of  legal  restraint? In  some  cases, 

yes. 

3187.  And  with  regard  to  the  Education 
Act — I am  sorry  I keep  going  back  to  this 
— you  have  not  given  us  an  indication  yet 
up  to  what  age  you  would  extend  the 
present  extension  for  the  educationally  sub- 
normal which  now  goes  up  to  sixteen  years. 
You  would  necessarily  have  to  extend  it 
further  in  order  to  provide  some  form  of 
vocational  training : what  have  you  in 

mind? (Dr.  O'Connor):  This  is  purely 

a matter  of  opinion.  We  have,  in  discus- 
sion, mentioned  the  age  of  eighteen  but  I 
would  not  like  to  put  that  forward  as  the 
opinion  of  the  Society. 

3188.  {Chairman):  How  far  would  it  be 
true  to  say  that  you  are  regarding  this 
problem  purely  from  the  point  of  view  of 
educability  within  the  school  system  of  a 

civilised  country? 1 think  that  might  go 

a long  way  towards  stating  our  point  of 
view,  my  Lord.  It  seems  to  us  possible 
that  much  could  be  done  for  many  of 
those  at  present  regarded  as  feeble-minded 
and  certified  under  the  Act,  without  the 
operation  of  a law  of  mental  defect,  and 
the  implementation  of  some  measure  of 
education  seems  to  be  the  alternative. 

3189.  I did  not  say  “education,”  I said 
“ educability.”  Is,  quite  frankly,  the  intel- 
ligence quotient  anything  more  than  an 
estimate  of  educability,  the  system  of  a 
civilised  education  being  what  it  is  and 
the  requirements  of  a civilised  education 
being  what  they  are?  Has  it  got  any  other 

diagnostic  value  but  that? {Professor 

Vernon):  In  the  wider  sense,  including  not 
only  school  education  but  to  some  extent 
training  and  adjustment  to  the  conditions 
of  every-day  life. 

3190.  But  would  it  be  true  to  say  that 
intelligence  tests  are  related  to  what  a 
civilised  child  in  a civilised  country  is  sup- 
posed to  know,  or  be  able  to  ascertain,  and 
grasp?  I mean,  you  would  not  regard  a 
test  devised  for  an  English  child  as  suitable 

for  a Basutoland  African? (Dr. 

O'Connor):  I have  not  quite  grasped  the 
point  you  are  making.  It  is  certainly  true 
that  there  are  differences  in  the  tests  and 
this  is  sometimes  a cause  of  confusion  in 
ascertainment.  It  may  be  the  case  also 
that  education  affects  the  capacity  to  do 
tests,  although  Professor  Vernon  may  be 
able  to  say  more  on  that.  It  is  not  always 


the  case  that  competence  in  simple  opera- 
tions is  so  highly  related  to  intelligence 
that  a low  intelligence  debars  an  individual 
from  performing  a task  at  a reasonable 
level,  although  there  is  a connection,  of 
course,  which  Professor  Vernon  has  often 
shown. 

3191.  I was  not  suggesting  that.  I was 
suggesting  that  if  this  is  supposed  to  be 
operating  within  the  limits  of  an  education 
system  it  makes  the  problem  of  compulsion, 

as  every  other  problem,  much  simpler. 

Yes,  I think  that  is  the  case. 

, 3192.  {Dr.  Thomas):  We  do  come  back 
simply  to  this  concept  of  mental  defect 
which  is  implied  in  your  memorandum.  It 
appears  that  you  would  exclude  any  form 
of  defect  other  than  intellectual  defect 
from  a concept  of  mental  defect.  Is  that 

the  case? 1 think  so.  This  is  a definition 

which  Binet  was  at  some  pains  to  make 
clear,  and  it  seems  to  have  held  until 
recently,  and  I see  no  reason  why  it  should 
not  continue,  so  far  as  our  knowledge  goes, 
although  I am  well  aware  that  many  other 
people  have  different  opinions. 

3193.  {Chairman):  On  the  historical  point 
in  your  memorandum,  I wonder  if  you  are 
right  about  the  ideas  at  the  back  of  people’s 
minds  at  the  time  of  the  passing  of  the 
Mental  Deficiency  Act  of  1913?  It  is  difli- 
cut  to  say  what  may  have  been  in  the  mind 
of  Parliament  at  any  given  moment,  but 
your  description  does  not  seem  to  fit  the 
report  of  the  Royal  Commission  on  which 
the  Act  was  supposed  to  be  based?  It  threw 
its  net  far  wider  than  the  diagnosis  of 
intelligence? 

3194.  {Sir  Russell  Brain):  You  make  the 

point  that  as  regards  intelligence  there  is 
no  difference  between  some  persons  now 
certified  as  mental  defectives  and  others, 
who  are  free  in  the  general  population.. 
Is  not  the  difference  that  those  who  have  to 
be  certified  have  in  fact  been  certified  for 
reasons  not  entirely  related  to  their  intelli- 
gence quotients — in  other  words,  their  social 
adaptation  and  problems  arising  from  that? 
If  that  is  true,  does  it  not  follow  that  the 
intelligence  quotient  in  itself  is  not  there- 
fore a complete  mode  of  determining  mental 
deficiency? Under  the  Act,  yes. 

3195.  I mean  in  reality,  in  your  opinion?. 

{Professor  Vernon):  Yes,  I should  say 

they  should  be  separated  and  dealt  with  as 
entirely  different  types  needing  different 
forms  of  treatment. 

3196.  Those  are  the  ones  you  suggest  at 

the  end  should  be  dealt  with  under  the 
laws  relating  to  mental  illness  rather  than 
mental  deficiency? Yes. 

3197.  (Dr.  Thomas):  You  do  not  there- 
fore recognise  any  inherent  forms  of  defect 
of  emotion  or  temperament?— — (Dr. 
O’Connor):  May  I ask  what  is  the  meaning' 
of  defect  in  this  respect? 
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3198.  We  take  as  a standard  in  intelli- 

gence the  fact  that  a particular  person  can- 
not advance  beyond  a certain  level,  and  in 
that  sense  you  are  prepared  to  label  him 
as  a mentally  defective  person.  You  would 
not  also  consider  there  are  other  factors  of 
personality  which  also  might  not  be  up  to 
normal  attainment  and  which  also  might 
determine  that  the  person  is  mentally  defec- 
tive?  It  seems  to  me,  although  I would 

think  the  field  not  well  understood,  this 
might  be  a ground  for  supposing  the  person 
to  be  in  some  way  inadequate,  and  it  may 
lead  to  mental  disorder  of  a mild  kind,  or 
perhaps  to  criminality,  but  to  call  the  person 
mentally  defective  seems  to  me  to  be  going 
beyond  what  we  know,  or  perhaps  the  best 
way  of  putting  it  is  to  say  that  it  would  be 
confusing. 

3199.  We  are  dealing  of  course  with  a 
tenuous  field.  I would  like  to  feel  that  the 
concept  of  mental  defect  applied  not  to 
intelligence  or  to  emotion  or  temperament 
but  to  the  whole  personality  in  relation  to 

the  community. That  is  a point  of  view, 

certainly.  I think,  so  far  as  these  discussions 
are  concerned,  a disorder  of  mind  may  arise 
from  a defect,  but  we  do  not  therefore 
regard  all  dements  as  defective,  and  this 
seems  to  me  to  be  a parallel  case,  my  Lord. 

3200.  (Dr.  Greenwood  Wilson) : I should 
like  to  ask  a practical  question  about  the 
Porteus  Maze  test.  I do  not  know  that  it 
is  much  used  how,  but  it  used  to  be. 
Would  you  say  that  was  a test  of  intelli- 
gence or  of  intellect?  There  seemed  to  be 
in  your  memorandum  a certain  amount  of 
confusion  between  intelligence  and  intellect. 

( Professor  Vernon)'.  I do  not  think  we 

usually  differentiate  between  the  terms ; at 
least,  there  is  no  usually  accepted  definition 
of  intellect  as  distinct  from  intelligence. 

3201.  Would  you  not  say  perhaps  that  the 
Red  Indian  child  might  do  the  Porteus 

Maze  test  better  than  a European  child? 

I do  not  think  that  is  the  case,  but  there 
certainly  would  be  variations  in  different 
cultures. 

3202.  I thought  the  original  concept  of 

intelligence  tests  was  as  a test  of  native 
intelligence,  as  it  were,  which  is  not  to  be 
confused  with  educability?— —(Dr. 
O’Connor ) : There  has  been  a good  deal 
of  discussion  on  this-  point  in  recent  years, 
my  Lord,  and  there  is  uncertainty  that 
that  original  concept  was  justified. — 
( Professor  Vernon ):  Yes,  I thought 

educability  itself  was  also  very  often 
supposed  to  be  innate  intelligence.  There 
again,  they  would  hardly  be  distinguished 
nowadays. 

3203.  I was  thinking  there  was  a tendency 
in  your  memorandum  to  condemn  the  in- 
telligence tests  as  being  too  much  linked  up 
for  example  to  the  three  Rs,  and  that  sort 

of  thing? (Dr,  O’Connor ):  I do  not 

think  that  was  our  intention. 


3204.  (Mr.  Simon) : I gather  that  what  it 
really  comes  down  to  is  this:  that  you 
would  like  to  see  mental  deficiency  defined 
so  as  to  be  limited  to  intellectual  defect? 
Yes. 

3205.  I speak  as  a complete  layman  in 
these  matters  and  probably  a lot  of  my 
ideas  about  faculty  of  mind  are  old- 
fashioned,  but  would  it  not  be  true  to  say 

that  the  mind  is  more  than  intellect? 

(Professor  Vernon ):  Certainly,  Sir. 

3206.  And  cannot  the  other  part  of  the 

mind  which  is  not  intellect  fail  to  develop 
in  the  same  way  that  intellect  can  fail  to 
develop? Yes. 

3207.  Would  not  that  be  mental  de- 
ficiency, then? A form  of  maladjust- 

ment or  inadequacy  which  could  probably 
be  distinguished  from  deficiency. 

3208.  When  you  say  maladjustment  or 
inadequacy  you  are  bringing  in  the  clement 
of  environment.  I am  trying  to  test  it 
purely  from  the  subjective  side.  The  part 
of  the  mind  which  is  intellectual  can  fail  to 
develop.  I gather  that  the  part  of  the  mind 
which  is  not  intellectual  can  fail  to  de- 
velop. Why  should  the  former  be  mental 

deficiency  and  not  the  latter? (Dr. 

O’Connor)'.  We  obviously  cannot  discuss 
the  psychology  at  great  length,  because  we 
are  concerned  with  an  Act  which  deals  with 
a certain  class  of  individual.  I think  the 
point  I would  like  to  make  there,  my  Lord, 
is  that  it  may  be  the  case  that  shallowness 
of  emotion  is  shown  in  some  individuals, 
and  failure  to  develop,  or  something  of  that 
kind,  but  this  is  not  of  the  same  order  as 
mental  deficiency  of  a cognitive  kind,  and 
would  need  different  treatment.  If  under 
the  same  Act  or  in  the  same  institution  these 
people  were  classed  together,  I think  we 
would  be  perpetuating  one  of  the  worst 
aspects  of  the  law  relating  to  defect,  the 
failure  to  differentiate  the  particular  groups 
of  deficiency  and  to  accord  them  special 
treatment.  We  do  not  fail  to  recognise 
such  differences,  but  we  tend  to  accord  them 
the  same  treatment  if  we  class  them  together 
under  one  Act  and  put  them  in  one  class. 

3209.  (Mr.  Jackson ):  I can  see  that  point 
all  right,  but  surely  if  you  want  to  get 
people  into  your  classifying  centre  and  so 
forth  you  have  got  to  take  a very  wide  view 
of  what  may  be  the  right  circumstances  in 
which  to  put  people  in  that  classifying 
place?  If  you  are  then  going  to  decide 
with  much  more  leisure  and  care  what  is 
the  right  thing  to  do  with  people,  you  can 
then  sort  them  out  surely  from  your 
classifying  centre?  It  seems  to  me  that 
your  classifying  centre  is  the  best  argument 
in  some  ways  that  we  have  had  put  before 
us  for  taking  a very  wide  view  of  this.  It 
does  not  seem  to  matter  whether  you  use 
the  term  mental  deficiency  or  whether  you 
invent  a new  name  for  it. 
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3210.  (Sir  Russell  Brain)'.  If  we  take  that 
a little  further,  assuming  your  views  were 
accepted  on  their  theoretical  basis,  would 
you  tell  us  why  you  think  it  would  be 
socially  advantageous  to  deal  with  it  in  the 
way  you  suggest,  first  distinguishing  the  in- 
tellectual from  other  kinds  of  defect,  and 
secondly  segregating  those  of  high  intelli- 
gence who  need  to  be  dealt  with  but  in  your 
view  should  be  dealt  with  otherwise  than 
as  mental  defectives?  What  would  be  the 

social  advantages  of  such  a course? (Dr. 

Clarke):  I think  the  main  advantage,  Sir, 
would  be  speedier  rehabilitation  which 
would  be  both  of  economic  and  humani- 
tarian advantage. 

3211.  (Chairman):  What  alarms  me  is 
the  other  end  of  your  classifying  and  train- 
ing centre.  Those  who  do  not  live  up  to 
their  intelligence  quotient  face  a worse  fate 

than  even  being  classed  as  ineducable. 

In  our  suggestions  we  are  not  making  the 
point  that  the  intelligence  quotient  is  the 
only  thing,  merely  that  it  is  an  important 
thing.  Just  as  important  is  the  chance  the 
patient  gets  to  be  trained,  and  his  response 
to  the  training.  This  is  his  big  chance  to 
be  rehabilitated  and  make  good,  and  if  he 
succeeds  he  will  then  get  pushed  on  another 
stage  further. 

3212.  Yes,  but  the  penalty  of  failure  is 
to  be  worse  than  any  penalty  of  failure 

now? -(Dr.  O'Connor):  The  penalty  of 

failure  might  be  treatment  as  a psychopath. 

3213.  Let  us  get  away  from  the  psycho- 
path at  the  moment ; you  say  psychiatric 

treatment. That  might,  I suppose,  mean 

out-patient  treatment,  or  it  might  mean 
treatment  in  a mental  hospital,  but  at  the 
moment  it  is  the  case  from  time  to  time 
that  such  people  are  sent  to  mental 
deficiency  hospitals. 

3214.  Is  it  in  your  view  essential  that 
these  classifying  and  rehabilitation  centres 

should  be  residential? (Professor 

Vernon):  Yes. 

3215.  You  have  already  ample  powers 
under  the  Education  Act  to  persuade  and, 
if  necessary,  to  force  parents  to  send  their 
children  to  the  proper  school,  but  to  com- 
pel parents  to  send  their  children  to  a 
residential  school — I mean  reasonably  good 
parents,  not  what  is  called  the  bad  home 
— is  a very  serious  fence  to  get  over.  Do 
you  really  think  that  for  all  grades  of 
the  feeble-minded  a residential  classifying 

centre  is  essential? (Dr.  Clarke):  We 

are  inclined  to  think  so,  just  as  some  of 
the  Industrial  Rehabilitation  Units  run  by 
the  Ministry  of  Labour  are  residential. 
They  feel  it  is  very  valuable  to  have  the 
full-time  approach,  not  just  eight  hours  a 
day  but  the  whole  day. 

3216.  Yes,  but  your  analogy  with  the 
Ministry  of  Labour  institutions  is  not  very 
exact.  What  sort  of  mental  disturbance 


are  you  going  to  get,  if,  having  conditioned 
your  feeble-minded  child  to  a proper 
response  in  the  residential  school,  you  are 
going  to  send  him  back  to,  say,  a slum 
home  in  a great  city,  to  the  rough  and 
tumble  of  an  ordinary  school?  Does  that 
sound  like  a good  programme  of  rehabili- 
tation?  1 think  there  is  quite  a lot  to 

be  said  for  it,  my  Lord. — (Dr.  O'Con- 
nor): There  are  always  dangers  in  giving 
special  training  and  care  to  individuals  who 
have  to  be  returned  to  a bad  environment. 
I think  the  difficulties  of  taking  care  of 
people  who  are  sent  to  corrective  institu- 
tions are  much  the  same  in  this  respect, 
that  we  cannot,  by  a law  concerning  proper 
treatment,  change  the  social  conditions  of 
the  home  from  which  the  boy  comes.  Per- 
haps we  should  consider  that. 

3217.  But  those  are  the  conditions  to 

which  this  rehabilitated  child  has  got  to 
adapt  himself,  and  he  is  not  rehabilitated 
until  he  can  adapt  himself  to  those  con- 
ditions?  No,  quite.  I think  that  this 

must  be  taken  into  account  in  his  training, 
which  should  include  not  only  training  in 
manual  work,  but  also  in  standards  of 
conduct.  You  may  be  right  in  saying  that 
it  should  also  take  account  of  response  to 
the  difficulties  of  the  environment  to  which 
he  must  return. 

3218.  May  we  go  back  to  paragraph  9 
of  your  memorandum?  Do  you  imply 
that  our  practice  here  is  much  more  in- 
discriminate than  the  way  in  which  the 
problem  is  dealt  with  in  other  countries? 
Can  you  give  any  indication  what  the 
difference  in  practice  between  this  country 

and  other  countries  is? (Dr.  Clarke): 

The  one  thing  I know  about,  my  Lord, 
is  that  in  Denmark,  for  example,  no  person 
is  ever  certified  as  defective  if  he  has  a 
relatively  high  intelligence  quotient,  by 
which  I mean  a quotient  of  70  to  75. 
Those  people  are  dealt  with  in  the  sort  of 
way  we  ourselves  suggest  here,  except  that 
there  are  special  colonies  for  psychopaths 
in  Denmark.  I believe  also  some  of  the 
States  in  the  United  States  take  the  same 
point  of  view,  that  is,  that  a mental  defec- 
tive is  someone  of  low  intelligence.  Finally, 
as  we  mention  here,  the  World  Health 
Organisation  has  adopted  these  very 
criteria  in  its  suggestions  as  fo  what  mental 
deficiency  is. 

3219.  Your  Scandinavian  example  and 
some  States  of  the  United  States  are  really 
the  ones  you  consider  superior  to  us,  but 
you  do  not  say  how  the  problem  child 
with  a relatively  high  intelligence  quotient 
is  in  fact  dealt  with  in  these  countries? 
— — I think  it  is  largely  through  the  Educa- 
tion Act.  Just  as  in  this  country  the 
Education  Act  has  altered  somewhat  to 
take  account  of  the  educationally  sub- 
normal child,  I think  in  these  countries 
also  there  is  similar  education  to  later  ages 
than  for  the  normal  child. 
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3220.  Do  you  know  how  any  of  the 
special  schools  in  the  American  States,  if 
they  are  called  schools,  compare  with  the 
higher-grade  mental  deficiency  institutions 

in  this  country? No,  I have  not  got  any 

evidence  on  that. 

3221.  (Mr.  Simon):  Is  there  any  way  of 
measuring  the  relative  success  of  the  various 
systems?  You  rather  suggest  that  the 
systems  in  Denmark  and  certain  of  the 
United  States  are  preferable  and  I wonder 
whether  it  is  possible  to  measure  their 

degree  of  success  in  any  way? (Dr. 

O’Connor ):  I should  think  so,  but  it  would 
be  a scientific  problem  which  has  not  been 
tackled  so  far  as  I am  aware. 

3222.  (Dr.  Rees):  Do  you  know  of  any 
country  where  the  standard  of  care  of  the 
mental  defective  is  higher  than  it  is  in  this 

country  at  the  present  time? (Dr. 

Clarke):  I have  always  been  told  Denmark, 
but  I have  not  any  personal  experience — 
(Dr.  O’Connor) : I should  think  the  standard 
here  is  extremely  high  in  certain  respects, 
probably  a great  deal  better  than  the  United 
States  from  what  I have  heard,  and  some 
Mother  countries  like  Australia  where  of 
course  they  have  no  law  concerning  defec- 
tives, so  one  cannot  judge,  but  many  of  the 
American  States  have  much  larger  institu- 
tions and  much  more  regimentation  of  the 
patients.  I think  it  is  not  wrong  to  say 
that  England  takes  rather  good  care  of 
defectives,  comparatively  speaking. 

3223.  {Chairman):  Your  real  point  is  that 

we  are  in  danger  of  ruining  what  would 
otherwise  be  a good  system  by  being  too 
indiscriminate? Y es. 

{Chairman): Does  any  other  member  of 
the  Commission  want  to  ask  any  questions 
on  paragraph  11? 

3224.  (Dr.  Thomas):  On  the  question  of 
inadequacy  of  staff,  which  is  an  important 
point,  I would  like  to  ask  the  witnesses 
whether  they  would  not  relate  that  to  the 
general  difficulty  of  manpower  throughout 
the  country  for  any  specialised  project? 
For  instance,  in  many  of  our  primary 
schools  we  have  classes  of  up  to  50 
children  now  in  the  charge  of  one  teacher. 
The  same  problem  arises  in  that  type  of 

education  also,  does  it  not? Yes,  that  is 

true. 

3225.  (Sir  Cecil  Oakes):  Paragraph 

11  ( d) : I take  it  you  are  looking  towards 
the  ideal,  when  the  present  financial  con- 
dition of  the  community  improves,  that 
we  should  have  sufficient  capital  investment 
to  have  more  institutions  where  you  would 
not  have  these  mixtures  that  you  mention 
here.  There  is  no  inherent  defect  beyond 
capital  resources?  That  is  the  only  remedy 
we  have  now  available  for  us,  more  capital 
investment  in  new  institutions ; that  is  all 

you  are  drawing  attention  to,  is  it  not? 

(Dr.  Clarke):  Certainly,  and  also  the  feel- 


ing that  institutions  already  in  existence 
could  be  better  used  if  they  were  specialised. 
Some  institutions  have  good  facilities  for, 
shall  we  say,  the  feeble-minded,  and  we 
think  it  is  wrong  that  imbeciles  and  idiots 
should  go  into  such  institutions. 

3226.  And  now  that  we  have  a national- 
ised health  service  we  shall  be  working 
towards  more  specialised  use  of  existing 
institutions,  pending  the  time  when  capital 

investment  can  provide  more? (Dr. 

O'Connor):  I think  that  is  true,  and  in 
addition  there  is  the  point  we  have  tried  to 
make  that  a number  of  the  higher-grade 
feeble-minded  may  not  need  institutional 
care,  thus  releasing  beds  for  the  idiots  and 
imbeciles  who  are  waiting. 

3227.  (Chairman):  That  is  why  I in- 

sisted so  much  on  the  question  of  whether 
you  wanted  institutional  care  in  your  classi- 
fying and  training  centres? Yes,  I see 

the  point,  my  Lord. 

3228.  (Dr.  Thomas):  Would  you  care  to 
develop  your  statement  in  paragraph  11  (d) 
with  regard  to  the  size  of  the  institution 
being  in  itself  an  unsatisfactory  factor  in 

the  training  iind  care  of  patients? (Dr. 

Clarke):  I think,  Sir,  it  is  quite  commonly 
agreed  that  where  you  have  an  institution 
of  over  1,000  beds,  any  one  individual  has 
a rather  small  chance  of  individual  treat- 
ment, and  therefore  we  feel  these  large 
institutions  as  they  are  at  present  cannot 
give  the  sort  of  help  to  the  high-grade 
patients  which  they  need,  by  virtue  of  their 
size. 

3229.  (Mr.  Bartlett):  Even  if  you  have 
the  facilities  for  complete  classification  or 

segregation? Yes,  we  would  feel  the 

smaller  unit  has  a much  greater  chance  of 
helping  the  patient. 

3230.  (Sir  Cecil  Oakes):  Is  that  qualified 

by  the  present  shortage  of  manpower  and 
staff  in  institutions?  Would  you  not  think 
that  if  there  were  no  manpower  difficulties 
the  size  would  not  have  anything  to  do  with 
this  particular  factor? 1 think  theoretic- 

ally the  staffing  would  have  to  be  consider- 
ably enlarged  to  deal  with  the  problem 
correctly  at  the  moment,  and  anyway  there 
is  a shortage  of  staff. 

3231.  But  size  qua  size  does  not  affect 
the  treatment  if  you  have  sufficient  man- 
power? In  fact,  it  might  be  better  in  a 
large  institution  if  you  had  adequate 

specialised  staff? Yes. — (Dr.  O’Connor): 

That  is  provided  you  could  insulate  the 
different  patients  one  from  another. 

3232.  Perhaps  the  larger  the  better? 

Possibly,  but  I should  have  thought,  with 
the  existing  construction  of  institutions  or 
hospitals  for  mental  defectives,  it  may  often 
be  necessary  for  one  type  of  patient  to 
walk  along  the  corridor  and  meet  others, 
and  so  on.  Another  point  which  is  relevant 
to  the  financial  aspect  is  that  I think 
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it  is  rather  uncertain  that  a large  institu- 
tion is  more  economic  than  a small 
one.  I know  the  Wood  Report  thought  this 
was  the  case,  because  they  could  make  use 
of  patient  labour,  but  if  one  regards  the 
use  of  patient  labour  as  perhaps  not  satis- 
factory for  the  patient,  then  I think  that  the 
small  institution  may  conceivably  be  more 
economical. 

3233.  ( Dr . Rees ) : Is  one  right  in  regard- 

ing the  use  of  patient  labour  as  not  neces- 
sarily in  the  interests  of  the  patient? 

I was  referring  to  the  evidence  you  have 
already  received  on  the  point  whether  it 
is  right  for  patient  labour  to  be  used, 
because  it  might  lead  to  the  anomaly  of 
retaining  patients  who  could  otherwise  be 
discharged,  and  that  is  a matter  which  I 
think  may  have  occurred  from  time  to  time. 

3234.  You  are  not  suggesting  that  patient 

labour  should  not  be  used? If  an 

individual  defective  is  capable  of  working 
in  the  community  I think  his  contribution 
there  may  be  greater  than  his  contribution 
to  the  hospital. 

3235.  Yes,  but  he  may  be  able  to  work 
in  the  hospital  without  being  able  to  work 

in  the  community? In  that  case  of  course 

there  would  be  no  objection. 

3236.  (Sir  Cecil  Oakes ) : Sometimes  work- 
ing in  the  institution  enables  him  eventually 
to  go  out  and  work  in  the  community? — — 
If  he  is  working  at  the  right  job,  I should 
say,  yes. 

3237.  (Chairman)'.  This  problem  is  very 
largely  a problem  of  architecture,  is  it  not? 
You  can  share  the  same  institutional  facili- 
ties without  necessarily  coming  into  contact 
very  much  with  different  types  of  patient? 

Yes,  I should  think  in  a hospital 

organised  on  the  lines  of  the  more  modern 
ones,  such  as  Harperbury,  it  would  be  possi- 
ble. In  some  of  the  older  ones  it  would 
be  more  difficult  but  still  possible  I think. 

3238.  In  paragraph  11  (e),  we  come  again 
to  the  question  of  social  history,  on  which 
I should  not  quite  agree  with  you.  There 
is  one  influence  which  might  come  under 
the  heading  of  traditional  pessimism  which 
I am  surprised  you  do  not  mention ; that 
is  the  old  view  of  the  psychologist  as  to 
the  infallibility  of  intelligence  quotients 
and  their  absolute  predictive  value. — —This 
arises  in  part  from  the  same  point  of 
view  that  is  discussed  here  with  regard  to 
genetics,  in  relation  to  Goddard’s  point  of 
view  of  genetics  at  the  turn  of  the  century. 

3239.  As  a matter  of  interest— it  may  not 
be  very  relevant — roughly  at  what  period 
did  the  worship  of  the  infallible  intelligence 
quotient  begin  to  die  out  among 

psychologists? (Professor  Vernon ):  Not 

until  the  late  1930’s. 

3240.  In  your  recommendation  I,  I 
notice  your  rather  cautious  wording, 
“Although  comprehensive  assessment  of  a 


person’s  abilities,  and  disabilities  is 
required,  considerable  intellectual  deficit 
must  exist  before  he  can  be  certified  as 
mentally  defective.”  That  is  a more 
cautious  approach  than  some  of  the  posi- 
tive remarks  you  have  made  as  witnesses 
under  cross-examination. 

Then,  on  a question  of  fact,  you  say, 
“Statements  of  mental  age  or  intelligence 
quotient  are  commonly  given  as  supporting 
evidence  for  certification,  though  they  are 
not  legally  required.”  Are  they  not  required 

by  Ministry  of  Education  regulations? 

For  ascertainment  as  educationally  sub- 
normal or  ineducable,  yes,  but  not  under 
the  Mental  Deficiency  Act. 

3241.  Then  again,  “The  period  of  formal 
training  for  a certifying  officer  is  only  three 
weeks  ”.  Is  that  a fair  generalisation? 
Ministry  of  Education  regulations  require  a 
good  deal  more  experience  than  that,  do 
they  not,  though  I do  not  know  how  far  it 

can  be  defined  as  formal  training? 1 

think  ascertainment  officers  are  different 
from  the  people  you  have  in  mind,  Dr. 
Clarke,  in  discussing  the  three  week  course? 
—(Dr.  Clarke ):  Yes. 

3242.  Perhaps  I should  not  ask  this  ques- 
tion of  you,  but  is  there  any  reason  why  the 
Act  of  1913  should  operate  at  all  in  prac- 
tice during  the  years  of  school  life,  except 

in  extreme  cases? (Dr.  O’Connor ):  I 

think  not,  my  Lord,  if  you  can  make  proper 
provision  for  children  who  have  no  parents 
or  who  are  otherwise  neglected. — (Dr. 
Clarke):  Except  where  children  under  the 
1944  Education  Act  are  excluded  as  either 
ineducable  or  detrimental.  In  those  two 
cases  they  are  often  dealt  with  under  the 
1913  Act. 

3243.  I suppose  under  your  proposal  no 
child  should  be  declared  ineducable  until 
he  has  been  through  your  classifying  centre? 

Provided  he  is  of  a stated  minimum 

intelligence,  yes. — (Dr.  O’Connor) : Are  you 
suggesting,  my  Lord,  that  the  Mental  Defi- 
ciency Acts  should  not  operate  at  all,  even 
for  idiots  and  imbeciles,  until  after  the  age 
of  16? 

3244.  No,  but  for  persons  not  ascertained 
to  be  defective  before  entry  to  school,  which 
would  be  a point  at  which  the  Medical 
Officer  of  Health  would  have  to  ascertain 
if  a child  was  not  fit  to  go  to  school,  after 
that  age  until  the  end  of  school  life,  I was 
wondering  whether  there  was  really  any 
reason  why  the  local  education  authority, 
who  are  responsible  for  the  child  and  have 
the  compulsory  powers,  should  call  on  the 

Mental  Deficiency  Act  at  all? No,  I do 

not  see  any  reason,  my  Lord. 

3245.  On  paragraphs  17  and  18,  I am 
not  sure  that  an  isolated  failure  in  an 
intelligence  test  could  have  the  conse- 
quences you  suggest  under  the  Ministry  of 
Education  standard  form  of  report,  which, 
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if  I remember  rightly,  does  assume  that  the 
child  has  been  under  observation  for  some 
time? 

I have  no  more  questions  until  we  come 
to  paragraph  24.  Would  any  other  member 
of  the  Commission  like  to  ask  any 
questions? 

3246.  (Mr.  Jackson) : One  question  arising 
from  paragraph  22.  You  are  rather 
suggesting,  are  you  not,  a new  profession? 
How  are  you  going  to  define  whether  these 
people  should  be  able  to  sign  a certificate? 
At  the  moment,  if  I may  put  it  like  this, 
is  not  a psychologist  rather  like  an 
economist — if  you  can  convince  people  you 

are  one,  you  are  one? ( Professor 

Vernon):  We  do  have  a professional  body 
which  does  substantiate  qualifications  of 
those  psychologists  who  are  competent  to 
carry  out  such  examinations ; in  other 
words,  unless  you  are  admitted  to  the 
particular  section  of  the  Society  which 
carries  out  work  of  that  kind,  you  would 
not,  at  least  by  us,  be  regarded  as  com- 
petent to  do  it. 

3247.  (Mr.  Simon) : Is  not  there  a diploma 

of  psychological  medicine? That  is  a 

medical  qualification. 

3248.  It  is  not  that  you  have  in  mind? 

No,  it  is  membership  of  a particular 

section  of  the  Society. 

3249.  {Mrs.  Adrian) : Is  there  any  diploma 
which  qualifies  you  to  practice  in  regard  to 
cases  in  this  sort  of  work,  or  anything 

analogous? 1 suppose  it  is  analogous 

to  a diploma,  but  it  is  not  called  that.  It 
is  acceptance  by  what  is  called  the  Com- 
mittee of  Professional  Psychologists  in  the 
mental  health  field. — (Dr.  Clarke ):  There  is 
also  a London  University  post-graduate 
diploma  in  clinical  psychology. 

3250.  (Dr.  Greenwood  Wilson):  I would 
like  to  follow  up  the  Chairman’s  point  about 
the  school  form  before  the  child  is  certified 
as  ineducable.  Would  you  say  that  the 
intelligence  tests  do  in  fact  loom  very  largely 
in  the  assessment,  taking  into  account  the 
enormous  masses  of  detail  required  both 

from  doctors  and  teachers? 1 think  not 

in  the  school  form.  I think  the  school 
forms  provide  a very  wide  range  of 
assessments  and  are  therefore  extremely 
good. 

3251.  What  had  you  in  mind  where  the 
intelligence  quotient  looms  too  large  and 

too  unfairly,  what  sort  of  form? The 

forms  relating  to  certification  of  the  patient 
as  a mental  defective  rather  than  educa- 
tionally sub-normal. 

3252.  ( Sir  Cecil  Oakes):  The  ones 

brought  before  the  Justice  of  the  Peace,  you 
mean? Yes. 

3253.  (Mr.  Simon):  May  I ask  a question 
on  paragraph  19  on  petitions?  You  mention 


buildings  which  in  the  public  mind  are 
closely  associated  with  crime  and  its  con- 
sequences ; you  have  in  mind  the 
magistrates’  court,  I take  it? Yes. 

3254.  Under  the  Act  the  petition  can  be 
heard  in  private  either  if  the  magistrates 
think  fit  or  in  any  case  if  desired  by  the 
patient,  the  person  to  whom  the  petition 
relates.  If  it  is  heard  in  private,  one  would 
have  thought  there  could  be  no  possible 
objection  to  having  it  heard  elsewhere  than 
in  the  magistrates’  court,  but  if  it  is  going 
to  be  heard  in  public,  do  you  not  think  there 
might  be  some  objection  to  having  it  heard 
elsewhere  than  in  the  magistrate’s  usual 
place  of  administering  judicial  business? 

(Dr.  O’Connor):  Do  you  know  in  fact 

whether  it  is  heard  in  public?  I am  not 
completely  well  informed  on  this  point. 
This  is  a point  which  was  discussed  in  rela- 
tion to  the  report  of  the  committee  on  the 
Scottish  lunacy  and  mental  deficiency  laws 
and  Sir  David  Henderson  made  a com- 
ment on  it  of  the  kind  which  we  have  made 
here,  and  there  seems  I think  to  be  some 
point  in  avoiding  the  stigma. 

3255.  (Chairman):  I think  from  the  legal 

point  of  view  your  recommendation  IV  is 
open  to  an  even  greater  objection.  If  you 
held  the  hearing  in  some  place  normally 
associated  with  the  active  supervision,  care 
and  treatment  of  defectives  might  you  not 
be  accused  of  pre-judging  the  case  before  it 
is  heard? That  is  possible. 

3256.  (Sir  Cecil  Oakes):  I think  in 

practice  there  must  be  some  misappre- 
hension in  your  recommendation,  for  only 
a very  small  portion  of  all  petitions  are 
ever  heard  in  a place  associated  with  the 
trial  of  offenders — very  small  indeed.  Speak- 
ing from  personal  knowledge  of  many  years  • 
experience,  I have  seen  hundreds  of 
petitions  presented  and  I have  never  seen 
one  actually  presented  in  a place  associated 
with  the  trial  of  offenders.  It  is  done  in 
county  halls,  town  halls,  magistrates’  own 
houses.  I have  never  seen  one  done  in  a 
court  house  in  my  life  and  I have  seen 
hundreds.  I do  not  think  my  experience  is 
singular  at  all. — (Mrs.  Adrian ) : My  experi- 
ence is  not  so  wide  but  it  certainly  agrees 
with  it.  I have  never  seen  one  done  in  a 

magistrates’  court. One  of  the  members 

of  our  working  party  was  specially 
interested  in  this  particular  recommenda- 
tion and,  as  I say,  in  the  Scottish  Report 
this  was  prominent,  but  it  may  be,  as  you 
say,  less  prominent  in  England. 

3257.  (Dr.  Rees) : I would  like  to  go  back 
to  paragraph  11  (e),  where  you  refer  to 
the  traditional  pessimism  of  those  engaged' 
in  mental  deficiency  practice.  With  the 
setting  up  of  your  regional  diagnostic  and 
training  centres,  do  you  not  think  there  is 
danger  that  those  working  in  the  main 
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hospitals  would  become  more  pessimistic 

than  ever? You  mean  the  main  mental 

deficiency  hospitals? 

3258.  Yes. 1 cannot  answer  for  their 

state  of  mind,  but  it  should  I think  make  it 
more  easily  possible  for  them  to  specialise 
in  forms  of  treatment  appropriate  to  the 
rather  narrower  range  of  mental  inadequacy 
which  they  would  then  be  presented  with. 

3259.  In  other  words,  in  looking  after  the 

ineducable? Or  attempting  treatment  of 

the  ineducable. 

3260.  Attempting  the  impossible? 

This  is  the  traditional  pessimism  I have 
referred  to. 

3261.  You  are  going  to  take  all  the 
patients  who  are  likely  to  get  well  away 
from  them,  they  are  not  going  to  see  them, 

are  they? 1 think  in  some  cases  if  the 

patients  get  well  before  they  go  to  the 
hospital  they  can  be  returned  to  the  com- 
munity without  going  to  the  hospital  and 
this  may  be  a greater  advantage  than  the 
disadvantage  of  the  increased  pessimism. 

3262.  In  what  respect  would  your  train- 
ing centres  differ  from  the  well-conducted 

mental  deficiency  hospital? They  may 

have  better  facilities  for  providing  training 
for  adolescent  feeble-minded  patients  I 
should  think.  That  is  the  point  we  have 
in  mind.— (Dr.  Clarke)-.  Better  educational 
facilities  too. 

3263.  (Mr.  Bartlett ):  There  is  already  a 
difficulty  in  recruiting  nursing  staff  for 
mental  deficiency  institutions.  Do  you  not 
think  your  suggestion  here  would 

accentuate  that? (Dr.  O’Connor ):  I 

think  it  might  be  possible  to  obtain  under 
an  institution  such  as  this,  set  up  perhaps 
under  the  Ministry  of  Education  or  under 
a different  constitution,  people  whose 
interest  in  training  was  greater  than  that 
of  nurses  but  whose  requirements  of  a 
medical  nature  were  not  so  extensive.  One 
of  the  difficulties  as  I see  it  is  that  nurses 
who  undergo  a long  period  of  training, 
must  presumably  undergo  further  training  in 
order  to  be  adequate  trainers  and 
re-socialisers,  and  many  of  them  at  the 
moment  are  not  able  to  do  that.  They 
have  an  extensive  nursing  training  and  must 
add  to  it  some  knowledge  of  training  for 
social  competence. 

3264.  (Chairman):  Have  you  got  any 
estimate  in  your  mind  of  the  sort  of  size  of 
institution  of  this  kind  which  you  would 
need  in  any  populous  area  which  you  may 
think  of,  say  on  the  Tyne  or  in  Manchester? 
You  are  probably  not  going  to  admit  to 
such  an  institution  anybody  with  multiple 

physical  as  well  as  mental  defect? No, 

I think  they  would  be  catered  for  elsewhere. 
The  actual  size  I am  afraid  I have  not  con- 
sidered, my  Lord,  but  the  number  of  cases 
that  one  might  have  to  deal  with  I suppose 


would  be  extensive.  The  number  of  educa- 
tionally sub-normal  children  is  great  of 
course,  but  not  all  of  these  by  any  means 
would  come  forward.  I think  it  would  be 
impossible  without  further  study  to  offer  an 
accurate  estimate. 

3265.  I am  not  quite  clear  on  this  and  I 
should  like  to  get  it  clear.  How  do  you 
envisage  the  education  system  working? 
You  have  all  the  educationally  sub-normal 
children  who  will  probably  in  any  case  after 
a year  or  two  at  school  be  sent  to  a special 
school.  Is  it  your  idea  that  no  classification 
of  that  kind  should  be  done  in  schools 
until  all  those  children  have  been  passed 

through  a classifying  centre? (Dr. 

Clarke):  I think  preliminary  classification 
by  the  school  would  be  very  valuable  but 
that  the  more  intensive  job  would  be  left 
to  the  classifying  centre.  The  school  can 
tell  pretty  well  what  grade  the  child  is,  how 
far  he  has  succeeded  in  picking  up  learning 
and  how  far  he  has  failed,  and  that  is  the 
sort  of  information  you  would  expect  from 
the  school.  It  would  be  very  valuable  for 
a starting  point. 

3266.  Yes,  but  do  you  envisage  that  a 
local  authority,  when  it  gets  a report  from 
the  school  suggesting  that  the  child  should 
be  classified  educationally  sub-normal, 
should  in  every  case  then  send  that  child 

to  a classifying  centre  for  a year? This 

would  be  at  school  leaving  age  would  it 
not?  In  many  cases  a child  at  age  16 
might  have  a good  home  to  go  to. 

3267.  I am  sorry,  I thought  you  were 
envisaging  your  classifying  centre  as  operat- 
ing during  school  life? — —It  might  if  the 
child  was  excluded  either  as  being 
detrimental  under  the  Education  Act  or  as 
being  ineducable  yet  of  high  grade,  but  it 
would  not  have  anything  to  do  with  those 
who  are  being  treated  in  the  system  of 
special  schools  for  educationally  sub-normal 
at  the  time. 

3268.  I had  not  understood  that.  You 
are  not  going  to  admit  to  this  classifying 
centre,  ex  liypothesi,  anybody  who  has  an 

intelligence  quotient  of  above  80? If 

that  child  has  a good  home  and  has  no 
great  difficulty  in  adjustment,  no  problem 
arises,  no  one  puts  him  forward  as  a special 
case.  If  on  the  other  hand,  problems  are 
arising  in  his  home,  or  delinquency,  that  is 
the  case  we  feel  should  go  to  a classifying 
centre.  It  would  not  be  automatic  for 
every  leaver  from  a special  school  to  go  to 
the  centre,  because  many  of  them  have  no 
need  to  go  to  such  a centre. 

3269.  (Mrs.  Adrian):  You  would  send  to 

the  classifying  centres  those  with  a high 
intelligence  quotient,  as  well  as  those  with 
low  intelligence,  those  who  are  emotion- 
ally disturbed  and  who  are  failing  in  some 
social  sense? Certainly  they  would  go. 
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3270.  And  they  would  go  under  com- 
pulsion?  If  necessary. 

3271.  (Sir  Cecil  Oakes):  I think  you 
must  have  given  a little  thought  to  the  size 
of  the  problem  you  are  presenting  to  us. 
Could  you  give  us  your  own  estimate  of 
the  percentage  of  children  that  might  be 

potential  candidates  for  your  centres? 

I am  afraid  I have  not  got  any  figures 
of  percentage. 

3272.  No,  but  your  own  idea? My 

own  idea  would  be  that  such  a centre 
would  deal  with  up  to  100  people  at  any 
one  time,  and  no  more.  That  would  seem 
to  be  the  economical  workable  size  and 
yet  not  be  too  large  to  render  the  work 
impersonal. 

3273.  Supposing  you  have  your  institu- 
tion of  100  full,  what  range  of  population 
would  that  cover,  that  is  what  I wanted 
to  know?  What  do  you  estimate  the  needs 
of  this  nature  are  in  the  whole  community? 
Do  you  mean  the  range  in  abilities. 

3274.  No,  would  100  serve  a population 
of  half-a-million  or  a quarter-of-a-million? 
That  is  what  I want  to  know,  the  size  of 

the  problem? One  centre  in  each  region 

would  be  all  that  is  needed. 

3275.  One  centre  with  up  to  100  beds  per 

region  would  be  adequate? Yes. 

3276.  {Mrs.  Adrian ):  Regions  vary  very 

greatly  in  population,  if  you  are  taking 
the  National  Health  Service  hospital 
regions? — {Sir  Cecil  Oakes):  Some  are 

half-a-million,  others  four  million. Yes, 

the  bigger  centres  would  obviously  be  in 
the  populous  regions. 

3277.  You  have  not  gone  into  any  detail, 

but  it  is  quite  important  we  should  know 
what  you  envisage  the  size  of  the  problem 
to  be.  You  think  about  14  units  of  100 
would  meet  the  country’s  need? Some- 

thing like  that,  yes. 

3278.  {Chairman):  May  I try  and  get  this 
clear?  Recommendation  V reads,  “That 
a few  existing  institutions  should  be  con- 
verted into  residential  diagnostic  and  train- 
ing centres,  staffed  by  psychiatrists,  psycho- 
logists, teachers  and  other  specialists,  for 
the  diagnosis  and  training  of  individuals 
suspected  of  being  feeble-minded  before 
any  certification  takes  place.”  You  now 
say  however  that  you  do  not  think  any- 
body should  be  sent  to  the  centre  who  is 
merely  educationally  sub-normal  and  dealt 

with  within  the  education  system? 

Quite. 

3279.  It  is  not  to  revise  the  education 

system.  But  there  are  a lot  of  education- 
ally sub-normal  children  who  are  classi- 
fiable as  feeble-minded.  I do  not  quite 
understand  when  this  institution  is  going 
to  come  into  operation.  Is  it  merely  as  a 
preliminary  to  certification  for  institutional 
treatment? Perhaps  I might  expand  this 


a little.  Just  as  in  the  present  Act  it  is 
necessary  to  show  two  things,  first  that 
the  person  is  showing  incomplete  or 
arrested  development  of  mind  and  also  that 
he  is  subject  to  be  dealt  with,  so  too  under 
this  system  one  would  have  to  demon- 
strate that  the  person  was  in  some  trouble 
of  some  sort,  and  also  tended  to  be  sub- 
normal in  intellect..  Those  _ two  things 
would  have  to  be  met,  having  got  into 
trouble  of  some  sort  or  being  in  some 
moral  danger  or  difficulty;  you  then  go  to 
the  centre  and  receive  the  sort  of  treatment 
we  suggest. 

3280.  {Mr.  Jackson):  In  effect  it  is  a 

clearing  house? A clearing  house. 

3281.  And  in  effect  the  patients  in  your 
view  are  going  to  be  diagnosed  by  very 
much  more  skilled  people  with  greater  time 
and  much  better  opportunity  to  do  it 

than  the  present  method,  is  that  right? 

That  is  correct,  but  it  is  diagnosis  plus 
treatment.  We  think  very  often  short-term 
treatment  may  benefit  the  feeble-minded 
to  a very  marked  extent. 

3282.  (Sir  Cecil  Oakes):  And  they  would 

never  need  to  be  certified? Quite. 

3283.  (Mr.  Bartlett):  I notice  from  the 
diagram  of  the  diagnostic  and  training 
centre  at  the  end  of  your  memorandum 
that  it  is  suggested  there  should  be  a staff 
of  psychiatrists,  psychologists,  teachers, 
training  instructors  and  social  workers. 
Am  I to  assume  from  that  there  would  be 

no  trained  nursing  personnel  at  all? 

I think  there  certainly  would  be  trained 
nursing  personnel. 

3284.  There  is  no  mention  of  them? 

Our  feeling  is  that  the  problems  which 
these  people  suffer  from  are  merely  train- 
ing problems,  but  of  course  like  the  rest 
of  us  these  people  get  ill  and  they  would 
need  some  nurses. 

3285.  That  is  the  point  I am  making. 

From  the  point  of  view  of  the  attractive- 
ness of  mental  nursing,  surely  this  would 
be  the  place  when  the  mental  nurse  would 
be  finding  her  skill  and  most  satisfactory 
outlets? Yes. 

3286.  Mental  deficiency  nursing  is  not 
concerned  with  the  training  of  patients? 
1 think  it  is  concerned  with  the  train- 
ing, Sir,  but  I think  very  often  people 
with  other  specialist  qualifications  may 
also  contribute  to  training,  those  for 
instance  with  social  science  diplomas, 
teachers,  special  instructors— all  these  can 
make  a great  contribution  to  training. 

3287.  Could  not  mental  nurses  be 

seconded  to  take  those  qualifications? 

Certainly.  I think  that  would  be  an 
excellent  idea,  double  qualification. 

3288.  (Dr.  Greenwood  Wilson) : While  we 
are  on  the  diagram,  there  is  one  point  I 
am  not  clear  on.  There  is  one  group  who 
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have  been  to  the  centre,  but  given  no 
response  to  training,  and  who  show  intellec- 
tual deficiency ; they  then  become  certified 
mental  defectives,  but  it  can  happen  that 

they  may  be  discharged? This,  Sir,  would 

be  the  usual  route  for  discharge  from  a 
mental  deficiency  institution  for  any  grade, 
the  centre,  daily  work  and  then  perhaps 
residential  work,  and  then  finally  when  the 
person  has  shown  his  competence  . . . 

3289.  I see,  on  licence,  as  it  were? Yes. 

3290.  (Mrs.  Adrian) : What  it  really  comes 

to  is  that  the  training  of  those  individuals 
will  take  longer? Yes. 

3291.  What  I do  not  understand  is  what 
longer  training  or  treatment  you  are 
envisaging  for  those  who  fail  for  emotional 

reasons  and  not  for  intellectual  reasons? 

We  think  if  it  is  for  emotional  reasons, 
emotional  problems  are  best  dealt  with  in 
mental  hospitals,  either  as  in-patients  or 
out-patients. 

3292.  Are  you  certain  that  actual  medical 
treatment  and  not  further  training  is  needed 

in  those  cases? 1 think  if  after  a year 

there  has  been  no  improvement  then  prob- 
ably psychiatric  help  is  needed. 

3293.  He  will  have  had  psychiatric  help 

already? (Dr.  O'Connor) : We  have  very 

little  information  on  this  point,  my  Lord, 
but  there  is  some  indication  that  with 
adolescents  already  certified  as  defective 
who  have  received  training  in  simple  tasks 
there  are  some  who  do  not  succeed,  and 
we  have  found  from  a minor  piece  of  experi- 
mental work  that  some  group  treatment  by 
a psychiatrist  was  beneficial,  both  in  help- 
ing the  development  of  their  intelligence 
and  also  in  increasing  their  capacity  to 
adjust  to  work,  so  that  * there  may  very 
well  be  many  forms  of  treatment  of  that 
sort  which  would  be  directly  beneficial,  in 
addition  to  ordinary  training. 

3294.  (Mr.  Simon):  What  sort  of  treat- 

ment was  it  in  the  case  you  are  talking 
about? Purely  what  is  called  group  treat- 

ment by  psychiatrists.  This  consists  of 
allowing  patients  to  talk  over  a period  of 
time,  talk  in  a group  or  to  the  psychiatrist, 
and  as  a result  of  these  discussions  there  is 
sometimes  improvement  in  adjustment  and 
attitude  to  the  institution,  to  society  and 
to  his  fellows. 

3295.  (Mr.  Jackson):  Would  it  be  very 
difficult  for  you  to  get  out  rather  more  pre- 
cise information  of  what  you  think  the  size 
of  this  would  be?  I am  not  at  all  clear 
with  regard  to  these  14  centres  of  100  beds 
each,  whether  that  is  really  a carefully 
thought  out  proposal  based  on  figures,  or 
whether  it  is  rather  a case  of  what  might 

do?  Would  it  be  too  much  trouble? 

(Dr.  Clarke) : That  could  certainly  be  done. 
At  the  moment  our  estimate  really  depends 
on  our  rough  knowledge  of  the  number  of 
people  who  are  certified  at  the  time  and 


the  number  coming  into  individual 
hospitals,  but  certainly  if  you  wanted  precise 
figures  that  could  be  done. 

3296.  I was  not  thinking  of  anything 

elaborate,  but  an  estimate  with  a little  basis 
behind  it. Certainly. 

3297.  (Chairman):  My  impression  of 

your  memorandum  has  rather  changed  in 
the  last  few  minutes.  Every  memorandum 
of  course  is  written  against  the  background 
of  the  existing  system.  Against  that  back- 
ground your  rehabilitation  and  classifying 
training  centre  has  an  appearance  of  great 
liberalism  and  advance  towards  better  things, 
but  if  one  looks  at  it  against  the  background 
of  much  of  the  evidence  we  have  had, 
evidence  which  is  critical  of  institutional 
treatment  and  thinks  that  a great  many 
more  people  ought  to  be  dealt  with  in  the 
community,  now  that  I understand  that  this 
centre  is  not  going  to  have  any  relation  to 
the  educational  system,  it  has  the  appearance 

of  being  simply  another  institution. 

(Dr.  O'Connor):  I think  it  would  be  a pity 
if  we  have  given  that  impression,  my  Lord. 
The  main  points  that  we  wish  to  make  to 
the  Commission  are  that  in  the  case  of 
defect  we  should  look  for  intellectual  sub- 
normality as  a diagnostic  criterion,  and 
secondly  that  provisions  for  rehabilitation 
could  be  improved,  and  thirdly  that  much 
more  could  be  done  without  certification 
under  the  Act,  or  without  inclusion  in  an 
institution  for  a long  period. 

3298.  In  your  memorandum  these  new 
institutions  are  almost  indissolubly  linked 
with  certification.  Before  any  feeble-minded 
person  is  certified  he  is  to  be  sent  to  this 

screening  institution. (Dr.  Clarke):  We 

think  from  our  knowledge  that  rather  few  m 
fact  would  be  certified  ; that  this  one  year’s 
treatment  would  be  sufficient  to  lift  many  of 
those  above  the  threshold  of  community 
tolerance  so  that  they  would  be  able  to 
go  out  to  work.  Also  it  is  a method  of 
avoiding  certification  and  avoiding  the  long 
time  institutions  take  to  deal  with  their 
patients  under  the  present  system. 

3299.  What  about  the  time  that  is  taken 
in  the  general  community  to  rehabilitate? 

(Dr.  O'Connor):  In  many  cases  people 

of  low  intelligence  go  straight  into  the  com- 
munity, but  there  are  figures  which  suggest 
there  is  a great  wastage  there  because  many 
of  them  are  misguided.  I think  that  some 
guidance  system  is  more  or  less  essential 
if  one  hopes  to  deal  with  the  problem  of 
the  feeble-minded  without  the  Mental  De- 
ficiency Act. 

3300.  I wish  I knew  when  you  think  this 
institution  should  come  in.  Your  recom- 
mendation is  that  it  comes  in  before  certi- 
fication, but  it  makes  a difference  whether 
it  comes  in  during  school  life,  or  not  during 
school  life  but  on  leaving  school.  Is  it 
envisaged  as  a finishing  school  after  the 
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special  school,  say  at  the  age  of  15,  16  or 

17? That  is  part  of  our  concept  and  why 

we  recommended  the  age  of  18.  It  is  a com- 
mon opinion  among  Physician  Super- 
intendents that  it  is  possible  to  educate  and 
train  defectives  beyond  the  present  recom- 
mended age  for  school  leaving,  and  at  that 
stage  they  may  well  acquire  knowledge 
which  they  have  failed  to  acquire  before 
that.  There  is  a good  deal  of  evidence  on 
that  point. 

3301.  (Mrs.  Adrian ):  On  that  point,  could 
I ask  whether  you  envisage  that  these  train- 
ing centres  are  going  to  be  run  by  the  educa- 
tion authorities,  or  by  the  Regional  Hospital 
Board,  or  what  administrative  body  are  they 

to  come  under? (Dr.  Clarke ):  It  has 

not  been  said  clearly,  but  we  have  in  mind 
that  the  Ministry  of  Health  would  run  them. 

3302.  As  part  of  the  national  health 

system? Yes. 

3303.  Would  there  be  any  objection  to  a 

training  centre  being  under  the  same 
Hospital  Management  Committee  as  a 
mental  deficiency  institution,  served  by  the 
same  doctors? 1 think  it  would  be  a full- 

time job  to  work  in  a centre  like  this.  It 
would  not  be  possible  to  share  staff,  part- 
time  in  this  centre  and  part-time  in  the  in- 
stitution. I think  the  staff  should  be 
different,  because  the  outlook  would  be 
different,  the  aims  would  be  different  and 
the  results  would  be  different. 

3304.  (Sir  Cecil  Oakes):  You  would  con- 
template that  there  should  be  visiting 

physicians? Probably.— (Dr.  O'Connor) : 

I think  there  are  many  difficulties  which 
may  arise  in  relation  to  the  proper  Ministry 
to  supervise  this  centre.  I think,  as  a 


personal  opinion  only,  that  it  might  be  de- 
sirable to  have  it  under  the  Ministry  of 
Education  as  part  of  the  educational  system, 
but  obviously  where  these  people  may  need 
medical  attention  or  treatment,  doctors 
should  come  in. 

3305.  (Dr.  Rees) : Do  you  not  think  that 
every  mental  deficiency  colony  should  have 

its  own  diagnostic  and  training  centre? 

Yes,  if  the  present  system  is  to  continue. 

3306.  But  even  if  it  is  not  continued,  do 
you  not  think  it  should  still  have  its  own 

diagnostic  and  training  centre? 1 think  it 

would  be  desirable,  if  we  could  afford  it, 
to  have  the  Physician  Superintendent  well 
informed  by  his  own  staff  on  the  kind  of 
thing  he  is  dealing  with. 

3307.  (Chairman):  It  might  be  un- 

fortunate, from  the  point  of  view  of  the 
parents,  if  a child  who  has  got  through  its 
education  with  no  worse  than  being  at  a 
special  school  gets  sent  off  to  a centre 
attached  to  the  nearest  mental  deficiency 
institution.  Quite  obviously  he  would  be 
under  suspicion  of  being  mentally  defective. 

(Dr.  O'Connor):  I would  like  to  ask  Dr. 
Rees  if  I may  what  was  the  purpose  of  his 
question?  _ I am  not  quite  sure  that  I have 
answered  it  correctly. 

(Dr.  Rees):  You  have  answered  my 

question. 

3308.  (Chairman):  Is  there  anything  more 

you  would  like  to  say?  Would  you  like 
to  integrate  things  a little  by  saying  any- 
thing in  conclusion? No  thank  you.  Sir. 

(Chairman):  Thank  you  very  much  in- 
deed, we  are  very  grateful  to  you. 


(The  witnesses  withdrew.) 


Sir  Allen  Daley,  M.D.,  F.R.C.P.,  D.P.H.,  Dr.  J.  S.  Logan,  D.P.H., 

Dr.  A.  A.  E.  Newth,  O.B.E.,  D.P.H.,  and  Mr.  S.  R.  Bragg  (Administrative.  Officer) 
on  behalf  of  the  Society  of  Medical  Officers  of  Health, 
called  and  examined. 


Memorandum  submitted  by  the  Society  of  Medical  Officers  of  Health 

1. The  Society  of  Medical  Officers  of  Health  welcome  the  opportunity  of  sub- 
mitting this  memorandum  upon  the  law  relating  to  mental  illness  and  mental 
deficiency  in  accordance  with  the  terms  of  reference  of  the  Royal  Commission.  It 
is  fully  appreciated  that  both  mental  illness  and  mental  deficiency  are  grave  social 
problems,  but  as  they  are  two  distinct  clinical  entities  the  memorandum  is  in  two 
parts  dealing  with  mental  illness  and  mental  deficiency  respectively. 

2.  In  the  administration  of  the  law  relating  to  mental  illness  and  mental  deficiency, 
the  members  of  the  Society  are  concerned  primarily  with  (a)  the  taking  of  initial 
proceedings  for  the  provision  of  care  and  treatment  for  persons  suffering  from  mental 
illness,  (f>)  making  arrangements  for  the  care  and  after-care  of  persons  suffering  from 
mental  illness  (Section  28,  National  Health  Service  Act,  1946),  and  (c)  ascertaining 
what  persons  in  their  area  are  mentally  defective,  of  providing  suitable  supervision 
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or  taking  steps  to  secure  that  the  defectives  are  placed  under  institutional  care  or 
guardianship,  and  of  providing  training  and  occupation  for  those  defectives  under 
supervision  or  guardianship  who  are  in  need  of  it. 

3.  It  should,  also,  be  mentioned  that  the  Society  includes  in  its  membership  School 
Medical  Officers.  They  have  the  duty  of  deciding  which  children  of  school  age  are 
ineducable  because  of  mental  defect  and  which  need  education,  because  they  are 
educationally  sub-normal,  in  special  schools.  They  have,  also,  the  duty  of  deciding 
which  children  of  school  age  need  special  education  because  of  mal-adjustment. 

4.  Apart  from  these  administrative  functions,  the  members  of  the  Society  have 
a deep  interest  in  the  maintenance  of  good  health  both  physical  and  mental,  and  the 
prevention  of  ill-health,  again  both  physical  and  mental.  Prevention  of  a major 
breakdown  can  often  be  effected  by  treatment  in  the  early  stages.  The  fear  of 
certification  under  the  Lunacy  Acts  is  deeprooted  and,  often,  has  the  effect  of  post- 
poning, until  too  late,  the  seeking  of  psychiatric,  or  even  medical,  advice.  The  Society, 
therefore,  would  support  any  proposal  which  would  change  the  emphasis  from  treat- 
ment under  certification  to  treatment  on  a voluntary  basis. 


PART  I— MENTAL  ILLNESS 

General 

5.  Mental  illness  is  the  largest  clinical  entity  occupying  hospital  beds,  and  though 
roughly  one-third  of  all  hospital  beds  are  set  aside  for  this  condition,  patients  seldom 
obtain  hospital  treatment  until  a crisis  of  some  kind  occurs.  This  is  due  mainly 
to  the  fact  that  in  many  parts  of  the  country  the  number  of  “ observation  beds  is 
quite  inadequate,  chiefly  because,  being  occupied  by  senile  cases,  they  have  been 
diverted  from  their  proper  purpose. 

6.  The  Society  is  of  the  opinion  that  it  is  in  the  interest  of  a mental  patient  that 
he  should  be  admitted  in  the  first  place  to  a mental  observation  ward  in  a general 
hospital,  rather  than  taken  direct  to  a mental  hospital  under  the  provisions  of  Sections 
14  and  16  of  the  Lunacy  Act.  In  many  patients,  the  mental  symptoms  clear  up  after 
a few  days,  in  others  the  mental  symptoms  are  but  the  final  stages  of  a fatal  illness 
from  which  death  releases  them  shortly  after  admission.  It  is  wrong  that  in  such 
cases,  the  patients  or  their  relatives  should  be  left  with  what  is  undoubtedly  regarded 
as  the  stigma  of  having  been  admitted  to,  or  died  in,  a mental  hospital. 


Aged  and  senile  dements 

7 For  various  reasons,  the  proportion  of  elderly  patients  to  whom  the  mental 
health  officers  are  called  is  increasing.  Now,  the  number  over  65  years  of  age 
is  about  33  per  cent.  The  Society  supports  the  views  expressed  in  the  circular  of  the 
Ministry  of  Health  (R.H.B.  (50)  26)  that  these  patients  should  be  dealt  with  in 
psychiatric  geriatric  units,  and  that  special  provision  of  various  kinds  of  the  type 
described,  should  be  made  for  these  aged  patients.  It  is  also  recommended  that 
facilities  should  be  provided  at  the  psychiatric  geriatric  clinics  for  out-patient  attend- 
ances If  these  were  provided,  health  visitors,  mental  health  workers  and  psychiatric 
social'  workers  could  send  patients  there  for  advice  and  sometimes  avoid  their  ad- 
mission to  an  institution.  The  possibilities  of  home  treatment  for  elderly  people 
with  mild  delusions  or  general  confusion  have  never  been  given,  in  this  country, 
adequate  consideration.  Even  if  some  financial  help  towards  their  maintenance  had 
to  be  given,  it  would  be  an  economy  to  public  funds  compared  with  the  cost  of 
their  maintenance  in  a mental  hospital.  In  all  cases,  the  patients  would  welcome  this, 
and— in  most  cases— their  relations  would,  also,  do  so. 

8 It  is  however  the  experience  of  our  members  that  about  20  per  cent,  of  patients 
over  65  to  whom  the  mental  health  officers  are  called,  are  grossly  disturbed  and  need 
active  psychiatric  treatment  which  can  best  be  obtained  in  a mental  observation  unit 
or  a mental  hospital.  Our  previous  remarks  about  psychiatric  geriatric  umts  and 
home  treatment  apply  to  the  other  80  per  cent. 

9 Another  method  of  dealing,  outside  the  Lunacy  Act,  with  the  elderly  mental 
natient  who  is  in  need  of  institutional  care  might  be  by  an  extension  to  this  type 
of  patient  of  the  provisions  of  Section  47  of  the  National  Assistance  Act,  1948. 
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Urgent  admissions 

10.  There  seems  no  reason  why  the  procedure  under  Section  1 1 of  the  Lunacy  Act 
of  1890,  the  “ urgency  order  ” and  under  Section  20,  the  so-called  “ three  day  order” 
should  not  be  assimilated,  one  order,  largely  on  the  lines  of  Section  11  and  applicable 
to  all  kinds  of  accommodation  where  detention  is  permitted,  being  provided.  The 
period  of  detention,  however,  should  be  capable  of  being  extended  from  7 to  21  days 
on  the  order  of  a judicial  authority.  In  making  this  recommendation  that  all 
arrangements  for  the  admission  of  a mentally  ill  patient  be  gathered  together  into  one 
comprehensive  section,  it  is  also  recommended  that  adequate  provision  be  made  for 
the  protection  of  the  officer  taking  the  necessary  action,  whether  he  be  the  general 
medical  practitioner,  a Medical  Officer  of  Health,  or  a lay  officer. 

Voluntary  admissions 

11.  The  provisions  of  the  Mental  Treatment  Act,  1930,  have  been  of  great  value, 
and  everything  possible  should  be  done  to  encourage  patients  with  insight  to  apply 
for  voluntary  treatment.  It  is  unfortunate  that  owing  to  inadequacy  of  accommoda- 
tion some  mental  hospitals  have  had  to  limit  their  admissions  to  certified  patients. 

After-care 

12.  The  re-admission  rate  is  high  and  it  is  only  too  true  that  many  patients  on 
discharge  from  a mental  hospital  are  left  without  anyone  to  whom  they  can  apply 
for  help  and  guidance  or  what  would  be  even  better,  without  anyone  being  charged 
with  the  duty  of  “keeping  an  eye”  on  them. 

13.  This  is  not  an  easy  matter  on  which  to  legislate.  There  are  some  patients  who 
do  well,  whose  main  desire  is  to  forget  entirely  that  they  have  ever  had  a mental 
breakdown. 

14.  But,  the  fact  is  inescapable  that  wise  guidance  at  the  proper  time  can  often 
prevent  a lapse  of  such  severity  that  re-admission  for  further  treatment  is  essential. 

15.  It  is  the  opinion  of  the  Society  that  much  more  attention  should  be  given  to 
this  matter.  We  think  that  by  some  means  discharged  patients,  and  their  relatives 
should  know  exactly  what  they  should  do  if  there  is  a recurrence  of  premonitory 
symptoms  and  that  every  effort  should  be  made  to  secure  the  consent  of  every 
patient,  voluntary  or  certified,  about  to  be  discharged,  to  his  being  visited  by  someone 
from  either  the  mental  hospital  or  preferably  from  the  local  health  authority. 


Temporary  patients 

Section  5 of  the  Mental  Treatment  Act,  1930. 

16.  This  section  while  providing  a real  advance  in  the  care  of  mental  patients 
could  with  advantage  be  modified  to  provide  for  many,  if  not  all,  patients  other 
than  voluntary  ones.  They  would  be  under  observation  for  a specified  period 
of  observation,  at  the  end  of  which  a definite  grading  would  be  made.  Extra 
security  for  the  patient  could  be  provided  by  the  giving  of  two  certificates  by 
independent  doctors,  one  of  whom  should  preferably  be  the  patient’s  own  doctor 
The  judicial  authority  when  actually  making  the  order  might  be  empowered  to 
request  the  presence  of  one  (or  both)  of  the  doctors. 


Discharges 

17.  Considerable  trouble  is  caused  by  the  unreasonable  recourse  by  relatives  to 
the  provisions  of  Section  72  of  the  Lunacy  Act,  1890,  to  secure  the  discharge  of  a 
patient.  Such  recourse  is  very  frequently  not  in  the  best  interest  of  the  patient 
or  the  community  and  leads  to  unnecessary  re-admissions.  It  is  suggested  there- 
fore that  the  local  health  authority  be  given  the  power  to  petition  against  a 
release  ordered  by  a relative,  and  the  matter  decided  by  a judicial  authority.  The 
power  would  not  be  frequently  used  but  the  knowledge  that  the  local  authority 
couid  so  petition  would  be  a deterrent  against  unreasonable  and  harmful  use  of 
this  Section  and  a protection  to  the  community  against  certain  cases  of  mental 
illness  who  become  a public  nuisance. 
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PART  II— MENTAL  DEFICIENCY 

18.  The  liberality  of  thought  which  followed  the  coming  into  force  of  the  Mental 
Treatment  Act  of  1930  should  be  encouraged  in  respect  of  mental  deficiency,  it 
is  true  that  following  upon  the  report  of  the  Royal  Commission  of  1904  the  funda- 
mental difference  between  mental  illness  and  mental  deficiency  is  now  fully  recog- 
nised but  the  legal  enactments  in  relation  to  mental  deficiency,  influenced  to  some 
extent  by  the  Lunacy  Act  of  1890  are  in  need  of  revision.  It  is  recommended 
that  in  order  to  remove  certain  administrative  difficulties,  to  simplify  procedure 
and  introduce  a greater  degree  of  flexibility  in  dealing  with  mental  defectives  the 
legal  enactments  should  be  revised  and  be  the  subject  of  a consolidating  act 
In  such  an  act  certain  changes  could  be  introduced  which  though  not  of  major 
import  would  take  into  account  the  following  recommendations. 

Definitions 

19  Certain  terms  formerly  used  are  now  of  little  value  and  should  be  abolished 
so  far  as  legal  enactments  are  concerned.  In  particular  the  term  moral  defective 
should  be  reconsidered.  Any  term  used  in  relation  to  mental  defectives  should 
embody  the  concept  of  social  deficiency  due  to  mental  defect. 


Ascertainment  . 

no  Apart  from  the  grosser  forms  of  mental  deficiency,  which  are  obvious  from 
a verv  earlv  age  the  majority  of  cases  are  first  noted  during  early  school  life  when 
thl  defective^ Ihild  ! lags  behind  its  fellows.  In  order  to  prevent  unfair  exclu  ion 
from  the  educational  system  it  is  most  important  that  the  assessment  of  a chfld  s 
mental  ability  and  its  possible  development  should  not  be  burned.  The  early 
recognition  of  a mental  defective,  m the  majority  of  cases  as  a child  of  poor 
pdncabilitv  suggests  that  the  local  education  authority,  with  its  team  of  teachers, 

ffl'"r,»th7a;  training  given  in  younger  days  is  with  an  eye  to  the 
future  and  the  responsibility  that  may  occur  later  on. 

Detention 

detained  cases  be  reconsidered. 

22.  Place 

The  number  of  establishments  proviuu . & necessarv  degree  of  compulsion  for 

those  responsible  for  flreir  administration. 

"heTme  somewhat  complicated . and  cumbrous  legal  machinery  is  used 
whether  guardianship  or  institutional  care  is  recommended.  Assistance  Board 

e-i^afa^ 

h still  needed  a much  simpler  procedure  should  suffice. 

srs  ssa  “i- 

- — - — 

desire  tile defective  to  be  admitted  to  an  institution. 
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,,  27-  In  t^11e.se  cases  all  that  would  appear  to  be  necessary  is  medical  evidence 
that  the  applicant  is  defective  and  that  institutional  care  is  needed. 

28.  Then  admission  would  occur  on  the  application  of  the  parents  or  guardians 
who  would,  also,  be  at  liberty  to  ask  for  the  defective  to  be  discharged. 

29.  This  discharge  on  request  should  be  allowed  subject  to  the  safeguard  that 
the  medical  officer  of  the  institution  and  a medical  officer  of  the  local  health 
authority  must  be  given  sufficient  time  in  which  to  present  a petition  to  a judicial 
authority  against  the  proposed  discharge  in  any  case  where  this  would  appear 
to  be  m the  interest  of  the  defective  or  the  public. 


30.  There  should  be  a periodic  report  from  the  medical  head  of  the  institution 
that  continued  accommodation  in  the  institution  is  desirable.  Before  making  this 
report  he  should  have  particulars  from  the  local  health  authority  of  the  home 
circumstances.  In  cases,  where  the  parents  of  a defective  die  or  disappear  the 
defective  would  then  fall  to  be  dealt  with  under  the  general  procedure  for  those 
detained  by  judicial  process  but  a guardian  ad  litem  might  be  appointed  to  safe- 
guard the  interests  of  the  defective.  An  officer  of  the  local  health  authority 
might  act  in  this  capacity.  3 


31.  The  Society  has  no  evidence  to  support  the  charges,  sometimes  made,  that 
defectives  are  kept  unnecessarily  in  institutions  because  they  are  useful  there,  but 
it  might  calm  public  opinion  if  some  person  independent  of  the  institution’  and 
of  the  Board  of  Control  were  associated  with  the  periodic  reviews  of  the  orders  of 
detention. 


Licence 

32.  Similarly  when  patients  are  being  considered  for  licence,  apart  from  those 
who  continue  to  live  in  an  institution  or  in  a special  home  nearby,  an  independent 
examination  instead  of,  or  complementary  to,  that  given  by  the  institution  medical 
officers  might  be  the  preliminary  to  the  granting  of  licence  and  all  cases  in  institu- 
tions should  be  subject  to  such  examination  for  the  purpose  of  ascertaining  whether 
licence  is  desirable  and  possible.  The  protection  of  the  patient  would  be  increased 
by  these  measures.  u 

Discharge 

me^ca}  examination  independent  of  the  institutional  one  is  advisable 
and  a further  medical  examination  made  compulsory  when  a patient  has  been  on 
licence  for  say  a period  of  two  years.  The  supervision  of  a defective  should  be 
fnstiStion.aS  a 1 "e  and  ”0t  JUSt  at  *he  reqUeSt  0f  the  SuPerint™dent  of  the 

34  These  briefly  are  the  recommendations  and  suggestions  which  the  Societv  wish 
to  place  before  the  Royal  Commission  for  their  consideration.  The  preventive 
m^iS^ueS  “Visaged  for  reducing  the  amount  of  permanent  mental  illnessP  touether 
with  those  suggested  for  the  continued  training  and  supervision  of  mental  defectives 
are  based  on  sound  principles  with  full  regard  to  the important  issues  ' of  ecnnnmv 
^administration,  the  welfare  of  the  patients  and  the  Pp?oSio7of  °co“t£ 

to'memal  ^ 

r&m  paired  t1  TZt  W 

memorandum  should  the  Royal  Commission  so  desire.  d ed  SUPP  °f  thlS' 


Examinatioi 

( Chairman ):  Good  afternoon.  Would 
you  be  good  enough  to  introduce  your- 
selves?  (Sir  Allen  Daley):  On  my 

right  is  Dr.  Newth,  whose  special  experi- 
ence, lasting  some  40  years,  is  in  connec- 
tion with  the  school  health  service ; he 


of  Witnesses 

has  always  taken  a great  interest  in  prob- 
lems relating  to  children  who  because  of 
sub-normal  mentality  need  special  educa- 
tion, m child  guidance  work  and  in  work 
m connection  with  the  Mental  Deficiency 
Acts.  He  retired  from  office  a few 
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months  ago  and  is  now  working  as  a mem- 
ber of  the  medical  staff  of  the  Mapperley 
mental  hospital.  On  my  left  is  Dr.  Logan, 
who  is  the  Medical  Officer  of  Health  of 
the  County  Borough  of  Southend,  where  he 
has  been  for  many  years,  and  that  has 
given  him  considerable  experience  over 
many  years  in  connection  with  the  adminis- 
tration of  the  Mental  Deficiency  Acts,  and 
also  the  National  Assistance  Act,  which  we 
shall  probably  be  discussing  later  on  this 
afternoon ; since  1948  he  has  been  the  chief 
authorised  officer  in  connection  with  the 
Lunacy  Acts,  he  has  other  duly  authorised 
officers  working  for  him,  but  he  is  the  chief 
and  they  work  under  his  supervision ; 
further,  he  is  a member  of  the  Hospital 
Management  Committee  of  the  Runwell 
Mental  Hospital  and  is  chairman  of  their 
medical  advisory  committee.  Then  next  to 
him  is  Mr.  Bragg,  the  administrative  officer 
of  the  Society. 

3309.  Would  you  like  to  make  any  general 

statement? Yes,  Sir.  We  did  not  know 

the  extent  to  which  you  would  wish  us  to 
deal  in  detail  with  the  various  items  of 
your  terms  of  reference,  and  perhaps  there- 
fore our  memorandum  may  be  regarded 
as  somewhat  scrappy,  but  we  asked  if  we 
might  be  given  the  privilege  of  appearing 
before  you  so  as  to  supplement  it  by  oral 
evidence.  That  is  all.  Sir,  in  general 
terms,  that  we  would  like  to  say,  but  we 
shall  be  very  glad  to  enlarge  on  any  point 
which  you  would  like  to  question  us  about. 

3310.  Thank  you  very  much.  I do  not 
know  that  I have  very  much  to  ask  you 
on  the  first  part  about  mental  illness.  There 
are  perhaps  one  or  two  points.  In  para- 
graph 10  you  recommend  a maximum 
period  of  21  days  for  urgency  orders,  and 
you  wish  extension  to  be  by  order  of  a 
judicial  authority.  Could  you  tell  us  what 
your  general  attitude  is  about  the  place 
of  the  magistracy  in  this  whole  problem? 

We  think  that  it  is  a very  desirable 

safeguard  when  you  deprive  a person  of 
his  liberty.  The  general  thread  running 
through  our  evidence,  as  you  will  have 
noticed,  is  that  we  wish  to  do  away  as 
far  as  possible  with  compulsion,  and  try 
to  get  mental  hospitals  and  mental  de- 
ficiency institutions  as  near  as  possible  into 
the  same  category  as  ordinary  hospitals, 
where  people  apply  to  go  in  and  then  go 
out  if  they  want  to.  But  on  the  other 
hand  we  do  recognise  that  for  a substantial 
number  of  people  some  compulsory  deten- 
tion for  their  own  good  or  for  the  good 
of  the  public  is  needed,  and  in  those  cases 
we  think  it  is  desirable  that  at  the  appro- 
priate points  some  independent  person,  a 
judicial  body,  should  come  in. 

3311.  But  you  do  not  recommend  that 

under  your  paragraph  16  in  the  case  of 
temporary  patients? No. 


3312.  Except  that  the  judicial  authority 

would  then  come  in  at  the  end  of  the  speci- 
fied period  of  observation? Yes. 

3313.  What  sort  of  period  do  you  envis- 
age there? We  are  rather  inclined  to 

think  that  the  present  provision  under  which 
six  months  to  start  with  and  a maximum 
extension  of  another  six  months,  might  well 
be  increased,  possibly  to  two  years  in  all. 
I have  had  personally  some  experience  of 
what  happens  in  Australia  and  the  same 
applies _ in  Northern  Ireland;  it  is  only 
where  it  is  fairly  clear  that  the  patient  is 
never  likely  to  recover  that  they  adopt  the 
system  of  formal  certification. 

3314.  And  you  do  not  think  that  urgency 
admissions  could  be  worked  in  under  that 
general  provision  for  temporary  patients? 

No,  we  think  there  are  advantages  in 

the  present  system  of  the  duly  authorised 
officer.  As  you  will  see,  we  recommend 
that  there  might  well  be  some  assimilation 
of  the  requirements  of  Section  11  and 
Section  20,  but  we  are  inclined  to  think 
that  urgency  orders  and  Section  20  orders 
work  pretty  satisfactorily.  But  I would  ask 
in  that  connection  if  you  would  hear  Dr. 
Logan,  who  is  actively  engaged  at  the 
moment  in  dealing  with  this  sort  of  work. 
My  experience  has  been  mainly  in  London, 
and  London  in  this  respect  more  than  others 
is  perhaps  rather  different,  and  one  is  more 
likely  to  come  to  the  wrong  conclusions 
when  one’s  experience  is  confined  to 
London,  than  when  you  are  dealing  with 
the  country  as  a whole,  whereas  Southend 
is  a typical  medium-sized  county  borough. 
— (Dr.  Logan):  In  the  first  place  I would 
like  to  underline  what  Sir  Allen  has  said 
about  the  part  of  the  magistrate  in  this 
matter.  I have  been  impressed  by  the  care 
and  the  prudence  with  which  the  judicial 
authority  has  approached  this  matter.  I 
think  the  association  of  the  judicial  authority 
is  a valuable  thing  not  only  for  the  protec- 
tion of  the  patient  but  also  for  the  protec- 
tion of  the  officer.  The  final  responsibility, 
after  the  evidence  is  placed  before  the 
judicial  authority,  lies  with  the  authority 
and  not  with  an  officer.  I think  that  is 
fairly  valuable.  I think  too  that  experts  can 
reasonably  become  suspect ; they  become 
enthusiastic,  and  the  lay  judgment  of  what 
is  reasonable  and  proper  has  its  place. 
To  turn  to  the  point  you  were  making,  my 
Lord,  about  Section  5 of  the  Mental  Treat- 
ment Act,  and  the  general  lunacy  adminis- 
tration, I would  make  this  point:  Section  5 
deals  with  patients  who  are  non-volitional, 
that  is,  they  are  incapable  of  expressing 
their  willingness  or  unwillingness  to  accept 
treatment.  I conceive  them  to  be  in  a 
different  category  from  the  man  who  says, 
“ I am  not  going.  I am  not  going.  _ I am 
not  going,  and  you  will  not  get  me  into  a 
mental  hospital”.  Furthermore,  temporary 
patients  very  often  come  from  different 
sources  ; the  woman  who  develops  puerperal 
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psychosis  is  a very  good  example  of  the 
patient  who  is  well  dealt  with  as  a tem- 
porary patient,  therefore  I think  the  Society 
is  quite  justified  in  making  this  distinction 
between  the  two  procedures  as  to  the  pre- 
cise point  at  which  the  judicial  authority 
should  intervene.  After  all,  even  with  the 
temporary  patient  there  is  the  requirement 
that  he  shall  be  seen  within  28  days  by  at 
least  two  members  of  the  Hospital  Manage- 
ment Committee.  There  is  this  review  by 
an  authority  which,  though  not  judicial  is 
technically  a lay  authority,  during  the  first 
28  days  of  detention  as  a temporary  patient. 

3315.  In  paragraph  11  I notice  that  you 
say,  “Some  mental  hospitals  have  had  to 
limit  their  admissions  to  certified  patients  ”. 

Is  that  at  all  a common  problem? (Sir 

Allen  Daley):  It  is  occurring  increasingly 
as  compared  with  pre-1948,  in  my  experience 
as  a member  of  a Regional  Hospital  Board. 
Perhaps  my  colleagues  can  tell  me  whether 
it  happens  in  Nottingham  or  Southend? — 
(Dr.  Newth):  My  experience,  Sir,  has  only 
been  short  in  a mental  hospital,  but  in  the 
particular  one  in  which  I am  working  there 
are  very  few  certified  patients  ; in  an  adjoin- 
ing hospital  quite  a large  number  of  fully 
certified  patients.  There  is  a different  prac- 
tice at  the  two  hospitals ; I am  afraid  I 
cannot  give  the  precise  reason — I have  my 
own  ideas,  but  I have  not  sufficient  experi- 
ence.— (Dr.  Logan) : If  I may  speak  to  that, 
the  class  of  patient  who  is  most  badly 
affected  by  the  shortage  of  beds  in  mental 
hospitals  is  the  patient  who  goes  to  the 
psychiatric  out-patients’  department,  very 
often  part  of  a general  hospital,  and  who 
would  be  willing  and  who  is  advised  per- 
haps to  go  into  hospital  forthwith.  In  terms 
of  administrative  urgency  he  is  the  least 
urgent,  and  I have  reason  to  believe  that 
for  one  hospital  at  least  it  has  been  less 
easy  for  this  type  of  patient  to  get  into 
hospital. 

3316.  Do  I understand  that  while  you 
would  maintain  the  order  of  the  judicial 
authority,  you  would  deprive  it  of  its 
mandatory  character  which  it  has  at  the 

present  moment? (Sir  Allen  Daley):  Yes,1 

in  effect  that  is  so. 

3317.  (Mr.  Bartlett):  Am  I to  assume 

from  what  is  said  in  paragraph  11  that 
there  are  some  mental  hospitals  in  this 
country  which  are  refusing  voluntary  ad- 
missions?  They  put  them  on  a waiting 

list. 

3318.  And  certified  cases  are  taking 

priority? It  is  regarded  by  the  adminis- 

trators of  those  hospitals  as  right  that  if 
they  have  a judicial  order  to  admit  a patient 
they  must  do  so. — (Dr.  Logan) : And  in 
fact  from  the  public  point  of  view  it  is  im- 
portant that  where  patients  are  violent  or 
seriously  disturbed,  that  priority  should  be 
observed. 


3319.  (Mr.  Simon):  What  is  the  size  of  the 
waiting  list  for  the  country  generally?  Is 

it  possible  to  make  an  estimate? (Sir 

Allen  Daley):  I cannot  give  you  any  exact 
figures,  though  I have  read  them  in  the  last 
two  or  three  months,  for  individual 
hospitals— (Dr.  Logan):  The  figures  would 
be  difficult  to  assess,  because  a patient  may 
be  put  on  the  waiting  list  as  a voluntary 
patient  from  a psychiatric  clinic  and  in  a 
week  or  two  his  condition  might  deteriorate 
and  he  might  be  dealt  with  in  other  ways. 

3320.  (Chairman):  In  your  paragraphs  12- 
15  on  the  question  of  after-care,  you 
mention  various  people  who  may  be  told 
to  look  after  a discharged  patient,  but  the 
patient’s  own  general  practitioner  is  not 

mentioned  or  thought  of  there? (Sir 

Allen  Daley):  That  is  not  because  we  do 
not  regard  that  as  desirable,  but  in  this 
particular  type  of  case  you  would  find  that 
the  discharged  mental  patient  is  perhaps 
more  reluctant  than  most  people  to  realise 
that  he  is  not  well.  If  the  general  prac- 
titioners knew  of  these  people  and  would 
really  call  upon  them  without  being 
asked  to  do  so,  of  course  they  would 
be  the  ideal  people.  But  what  we 
have  in  mind  is  that  there  should  be  some- 
one, preferably  a psychiatric  social  worker, 
who  would  call  on  these  people,  get 
into  friendly  relationship  with  them,  so 
that  if  the  relatives  noticed  that  something 
was  going  wrong  they  would  ask  for  a 
special  visit,  then  of  course  the  general 
practitioner  and  appropriate  psychiatrist, 
and  so  on,  would  be  called  in. — 
(Dr.  Newth):  I think  it  is  very  much 
on  details  about  management,  little  odd 
things  which  the  patient  would  ask, 
what  the  relatives  should  do  in  cer- 
tain conditions,  and  so  on. — (Dr.  Logan): 
It  is  rather  more  than  that,  I think.  There 
is  a good  deal  of  after-care  work  being  done 
now  in  my  own  area  ; the  hospital  has  its 
own  psychiatric  social  workers  and  my  duly 
authorised  officers  do  after-care  work  too. 
What  they  do  is  agreed  between  them  as  for 
a particular  patient  and  as  to  a particular 
territory.  The  psychiatric  social  worker 
from  the  hospital  calls  at  my  offices  at 
least  once  a week,  and  my  duly  authorised 
officers  see  the  psychiatrist  from  time 
to  time  at  the  outpatients’  department. 
But  there  are  all  sortsi  of  things  to 
do  for  the  patient ; fix  a woman  up 
with  a daily  minder  for  a child  because 
the  psychiatrist  thinks  it  would  be  well  for 
her  to  work ; assist  with  a change  of  em- 
ployment ; arrange  for  their  attendance  at  a 
therapeutic  social  club  ; perhaps  intervene 
with  some  statutory  authorities  on  a man’s 
behalf  to  see  about  training  him  for  another 
job.  I think  that  is  what  the  Society  means 
by  after-care,  rather  than  minimising  the 
importance  of  the  general  practitioner,  and 
the  duly  authorised  officer  does  this.  Many 
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Page  637  Question  3326 
Substitute  the  following  for  existing  figures: 
Patients  admitted  to  Runwell  Hospital 
1953 


1952 


Previous  Admissions  9 


10 


* MAJESTY’S  STATIONERY  OFFICE:  1955 


of  the  palici  

feel  themselves  in  difficulties  and  ask  h 
advice,  and  the  relatives  increasingly  con 
and  consult  him.— (Dr.  Ncwth):  May  I at 
this : my  wife  happens  to  be  a doctor,  ar 


staying  v 

both  of  tl  

from  people  like  psychiatric  social  workers 
in  these  very  puzzling  cases. 

3321.  Yes.  What  was  rather  in  my  mind 
was  that  notifying  the  general  practitioner 
of  the  discharge  of  a patient  sometimes 
seems  to_  be  the  very  last  thing  which 
aiwbmly'eise!— ' ^(Ar^Ceci/0  OalU^I^hink 
Sir.  that  is  now  becoming  an  established 
routine. (Dr.  Logan):  One  of  the  com- 

monest representations  made  by  general 
practitioners  in  my  area  or  * * 

1. — ....  v„n 

31  kinds. 


2.  (Dr. 


it  the  pi 


in  about  prognosis  and  tn 


— n about  this  n 

discharge  of  patien  

thing  to  which  r _ 

have  given  a great  deal  of  attention,  to  my 
knowledge,  and  of  course  in  mental 
hospitals  there  is  a statutory  form  for  notice 
of  discharge. 


. .11  for  the  general  practitioner  to 

Not  only  to  be  informed,  but  also  to 


3323.  (Mrs.  Adrian):  Do  any  difficulties  6-7  m 
arise  in  the  co-ordination  of  the  after-care  7-8  m 
done  by  the  hospital  and  the  local  8-9  m 

authority?  You  speak  of  a contact  between  9-10 

the  two. 1 know  of  no  difficulties.  They  0-1 

could  easily  arise.  It  was  the  intention  of  11-12 
the  National  Health  Service  Act,  as  I under-  12-18 
stand  it,  that  local  authorities  should  under-  18  m 
take  this  after-care  work,  but  some  mental  2-3  y 
hospitals  were  already  in  the  field,  and  it  is  3-4  y 
not  wisdom  to  disturb  people  who  are  4-5  y 
established.  We  advised  the  local  authority  over 
to  fit  in  with  what  Runwell  had  already  IDr. 
provided,  and  we  are  fortunate  in  our  per- 


psychiatric  sooi'al  worker  occupies  herself 
mainly  with  patients  who  have  been  to  the 
psychiatric  out-patients’ 


(Dr  Lestf/i) 

patients  from  1 
Southend  only,  wl 


mainly  with  people  who  have 
observation  wards  or  had  day 
in  the  observation  wards.  The  ' 


™ who" arfadmitted  (o°Runwell 



department  and  Lunacy  Acts.  The  first  table  shows  for  each 
-•  -he  years  1952,  1953  and  1954  the  num- 
of  admissions  to  Runwell  for  the  first 
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admissions,  and  admissions  on  summary  re- 
ception orders  and  urgency  orders,  but  not 
admissions  under  Section  20. 

3328.  With  all  the  emphasis  which  is 
commonly  put  upon  the  overcrowding  of 
mental  hospitals  it  is  rather  surprising  that 
mental  hospitals  do  allow  discharge  and  re- 
admit so  cheerfully,  so  that  the  patient 
manages  to  get  in  and  out  like  that. — -- 
My  Lord,  the  word  “ cheerfully  ” is  one 
which  falls  a little  strangely  at  times.  There 
is  great  difficulty  upon  occasion  in  getting 
a hospital  to  admit  a patient,  simply  be- 
cause of  overcrowding,  and  it  may  well 
be  that  some  patients  are  discharged  perhaps 
a little  earlier  than  their  medical  advisers 
would  like  because  of  the  pressure  on 
accommodation.  I would  not  like  to  put 
it  any  higher  than  that,  but  that  possibility, 
in  my  submission,  does  exist. 

3329.  If  I voluntarily  left  a general  hos- 
pital before  the  doctor  had  done  with  me, 
I certainly  should  not  assume  that  I could 
get  into  that  general  hospital  again  tor  at 
least  a yeur.  But  it  appears  to  be  only  too 
easy  for  a voluntary  patient,  or  a patient 
with  a fussy  family,  to  get  in  and  out  of 
a mental  hospital  as  if  there  was  no  wait- 
ing list  at  all.  (/>/•.  NcwtJt):  My  impres- 
sion is  that  after  you  have  got  a patient  in, 
and  he  is  quite  well  adjusted  in  hospital, 
quite  happy,  and  well  behaved,  you  say, 
“Why  cannot  he  or  she  go  out  to  her 
own  home? ” You  have  people  waiting 
to  come  in,  let  her  have  a trial  outside. 
If  she  breaks  down  she  will  have  to  come 
back  again,  but  wc  do  feel  wc  should 

give  that  patient  a chance  outside. (Dr. 

Logon):  That  is  another  point.  It  is  not 
infrequent,  in  my  experience,  for  a mental 
hospital  to  say  of  a patient,  “This  patient 
requires  to  come  into  hospital,  but  wc  are 
not  prepared  to  take  him  back  save  under 
an  order  of  detention,  because  as  a volun- 
tary patient  he  has  failed  and  been  un- 
satisfactory and  even  unco-operative."  I 
know  at  least  one  hospital  which  would 
tend,  I think,  to  discriminate  in  that  way 
and  flatly  refuse  to  deal  with  some 
patients  on  a voluntary  basis.  They  say 
without  certification  they  cannot  really  do  a 
good  job  with  this  particular  patient. 

3330.  (Dr.  Rees):  Do  you  believe  that 

is  a reasonable  attitude? — - Entirely.  After 

all,  the  man  who  is  doing  the  job  ought  to 
be  able  to  say  upon  what  terms  he  can  best 
exhibit  his  expertise,  and  I accept  this 
because  they  are  experts  and  1 am  not. 

3331.  (Chairman):  That  is  going  a little 

far,  is  it  not,  to  imply  that  the  Physician 
Superintendent  of  a hospital  is  quite  justi- 
fied in  saying,  I will  admit  no  voluntary 
patients  because  I do  not  feel  they  are  the 
sort  of  people  I can  deal  with  — -I  have 

not  suggested  that  at  all.  I was  answering 


your  point  that  the  patient  is  given  a second 
chance  more  easily  in  a mental  hospital  than 
in  a general  hospital,  and  I ventured  to 
point  out  that  there  were  cases,  not  very 
many  of  them,  where  there  has  been  this 
point  of  view  put  to  me.  I would  not  go 
any  further  than  that. 

3332.  Is  your  recommendation  in  para- 
graph 17  at  all  related  to  these  figures,  that 
you  think  a local  authority  should  have  the 
power  to  petition  against  the  discharge  of 

a patient  under  Section  72? — (Sir  Allen 

Daley):  Yes.  The  cases,  according  to  our 
information,  arc  not  numerous,  but  there 
are  a few  cases  where  taking  the  patient  out 
under  the  provisions  of  Section  72  which 
is  a new  power  dating  from  1948  only,  so 
far  as  non-paying  patients  arc  concerned— 
does  give  rise  to  very  considerable  difficulty. 
— (Dr.  Logan) : 1 would  suggest  that  the  use 
of  this  power,  if  it  were  granted,  would  be 
exceptional  and  unusual.  But  there  is  a 
type  of  patient  who  is  a very  great  nuisance 
to  his  or  her  neighbours,  a person  who  will 
stand  for  hours  at  her  gate,  abuse  her  neigh- 
bours and  their  children,  and  passers-by. 
1 know  of  one  case  where  a patient  had 
been  properly  certified  upon  several  occa- 
sions. ; that  view  has  been  supported  by  the 
psychiatrists  who  have  seen  her,  and  this 
Section  has  led  to  her  coining  out  to  be  a 
great  nuisance  to  her  neighbours.  Where 
this  happens  repeatedly  it  is  suggested 
perhaps-  that  the  local  authority  might 
at  least  have  the  opportunity  of  _ pre- 
senting the  other  side  of  the  picture 
to  a judicial  authority,  because  the  public 
are  entitled  to  some  degree  of  protec- 
tion against  this  kind  of  persistent  annoy- 
ance which  is  very  difficult  to  deal  with 
practically.-  (Sir  Allen  Daley):  And  it  is 
not  the  type  of  case,  we  would  mention, 
where  the  Medical  Superintendent  could  give 
a barring  certificate.  (Dr.  Newth):  1 thmk, 
Sir,  if  I might  say,  the  word  **  considerable  " 
needs  explaining.  The  sentence  means  “a 
few  cases  give  a considerable  amount  of 
trouble  ”,  not  “ a considerable  number  of 
cases  give  trouble”.  There  arc  very  few 
cases,  out  they  should  be  capable  of  being 
dealt  with  by  the  judicial  authority.  , 

3333.  (Mr.  Simon):  May  I ask  on  that 
how  it  would  actually  work,  how  the  local 
health  authority  would  come  into  it?  Would 
it  be  through  the  Medieul  Superintendent? 
——{Dr.  Logan)'  'What  I envisage  would 
happen,  my  Lord,  would  be  that  the  local 
authority  would  inform  the  Physician 
Superintendent  that  unless  there  was.  a 
reasonable  chance  that  the  patient  had  be- 
come more  stabilised  and  would  not  offend 
in  this  way,  then  if  the  relatives  asked  for 
the  discharge  the  local  authority  should  be 
given  the  opportunity  within  a short  period 
of  time  of  making  representations  to  a 
judicial  authority.  But  the  steps  would 
have  to  be  taken  quite  speedily ; a period 
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of  perhaps  three  days,  in  which  the  local 
authority  through  its  officers  could  take  the 
necessary  preliminary  action,  might  be 
suggested. 

3334.  (Dr.  Rees) : Is  it  not  possible  to 
call  in  the  police  to  deal  with  patients  who 

annoy  the  public  in  this  way 7 It  is,  my 

Lord,  but  it  is  very  difficult  I think,  and 
becoming  increasingly  difficult,  to  justify 
police  proceedings  against  people  because 
their  conduct  is  anti-social  from  mental 
causes. 

3335.  C Chairman ):  It  also  puts  the  local 

authority  in  rather  a spot,  it  the  position 
is  that  the  man’s  own  family  want  him  out 
but  the  neighbours  do  not  want  to  be 
bothered  with  him?  I do  not  know  how 
a local  authority  would  act  in  those  circum- 
stances.  The  local  authority,  my  Lord,  is 

in  a spot  now,  because  they  arc  blamed  for 
inaction,  they  arc  blamed  because  this  sort 
of  thing  goes  on  and  they  are  powerless  to 
do  very  much  about  it. 

3336.  (Dr.  Rees):  You  feel  this  matter 
should  be  decided  by  a judicial  authority, 
appeals  would  lie  to  a judicial  authority? 
—Yes. 

3337.  Any  three  members  of  a Manage- 
ment Committee  at  the  present  time  can 
discharge  u patient,  whether  he  is  recovered 
or  not ; would  not  the  Management  Com- 
mittee still  have  power  to  override  the 
judicial  authority?- — That  would  be  one 
of  the  things.  I think,  we  hoped  perhaps 
your  recommendations  would  take  care  of. 

3338.  I want  to  know  how  you  feel  about 
it? — —I  believe  that  after  a proper  enquiry 
the  opinion  of  the  judicial  authority  should 
prevail. 

3339.  Would  not  that  tend  to  add  still 
further  to  the  stigma  of  being  in  a mental 
hospital? — —My  view  is  that  this  power 
would  be  used  very  infrequently. 

3340.  But  it  would  be  there,  nevertheless? 
—I  am  talking  about  the  power  of  the 
local  authority  to  contest  a discharge. 

3341.  But  at  the  present  time  the  Manage- 
ment Committee  can  override  everybody? 
-I  have  no  knowledge  of  my  Manage- 
ment Committee  ever  having  done  that. 

3342.  (Chairman):  All  that  you  are  re- 

commending is  that  to  any  other  people 
who  have  the  right  to  object  to  the  discharge 
of  a patient  the  local  health  authority 
should  be  added? That  is  right. 

3343.  (Dr.  Greenwood  Wilson):  I sup- 
pose you  might  also  apply  where  you 
thought  the  home  was  not  satisfactory  in 

the  patient’s  own  interests  also? We 

were  not  prepared  to  go  quite  as  far  as 


that.  It  is  only  where  people  are  a con- 
stant nuisance  to  the  neighbours. 

3344.  Would  you  say  there  was  a parallel 

there  with  the  sort  of  powers  there  are 
under  the  Public  Health  Act  for  tubercu- 
losis, for  the  same  reasons? Yes,  except 

that  it  is  not  quite  analogous  in  that  in 
one  case  you  can  bring  in  the  spread  of 
infection. 

3345.  This  might  be  the  spread  of  mental 

infection  in  a way,  might  it  not? (Sir 

Allen  Daley):  We  would  like  in  the  course 
of  the  afternoon,  my  Lord,  to  say  some- 
thing about  a proposal  in  paragraph  9,  re- 
lating to  Section  47  of  the  National  Assist- 
ance Act,  1948,  which  has  a bearing  on  the 
point  Dr.  Greenwood  Wilson  is  speaking 
of. 

3346.  (Chairman):  Yes,  would  you  like 

to  speak  on  that? Yes,  I will  call  on 

Dr.  Logan. — (Dr.  Logan) : The  National 
Assistance  Act,  my  Lord,  Section  47,  pro- 
vides in  certain  conditions  for  the  removal 
of  certain  people  who  are  incapable  of 
looking  after  themselves.  The  Section 
relates  to  those  who  are  either  suffering  from 
grave  chronic  disease  and  are  unable  to 
care  for  themselves  or,  being  aged,  infirm 
or  physically  incapacitated,  are  living  in 
insanitary  conditions  and  are  not  being 
looked  after.  There  is  a class  of  person 
who  is  aged  and  incapacitated,  whose 
memory  fails  him  badly  and  who  is  a danger 
to  himself  and  may  well  be  a danger  to 
people  who  share  the  house  with  him,  and 
yet  the  conditions  of  this  Section  are  not 
fulfilled  in  that  he  is  not  living  in  insanitary 
conditions.  These  people  are  a grave 
anxiety.  I saw  an  old  couple  only  on 
Saturday  who  have  gross;  defects  of 
memory  but  are  quite  happy  about  how 
they  are  living  and  have  no  insight  into 
their  oondition.  There  is  no  provision 
for  securing  the  care  of  those  people,  be- 
cause the  conditions  precedent  to  action  on 
this  Section  do  not  operate.  From  that  it 
is  not  difficult  to  see  that  there  are  a num- 
ber of  old  people  who  today  are  dealt  with 
under  the  Lunacy  Acts  who  need  not  come 
within  the  purview  of  the  Lunacy  Acts  at 
all  if  there  were  some  means  under  the 
National  Assistance  Act  of  dealing  with 
them,  because  when  an  order  is  made  pur- 
suant to  this  Section  the  patient  or  the 
respondent  to  the  order  is  detainable  in  a 
hospital  or  an  institution,  according  to  his 
need.  It  did  occur  to  us  that  an  examina- 
tion of  the  matter  from  this  point  of  view 
might  lead  to  some  solution  of  the  thing 
which  troubles  many  people,  about  the  need 
in  present  circumstances  to  certify  old 
people. 

3347.  Yes,  the  point  is  familiar  to  us 
from  previous  witnesses.  What  I would 
like  to  ask  is  whether  in  your  experience, 
granted  that  the  hospital  or  home  or  what- 
ever it  is  to  which  the  old  people  can  be 
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taken  is  reasonably  satisfactory,  there  is  a 
real  need  for  compulsion  at  all.  Are  not 
many  of  the  old  people  quite  willing  to 
go  to  a place  like  that? — - There  is  a need 
for  compulsion,  my  Lord,  for  this  reason: 
they  do  not,  many  of  them,  recognise  the 
awfulness  of  their  condition  or  the  dangers 
which  they  run.  To  these  two  old  people 
whom  I mentioned  to  you  I sent  a home 
help ; the  home  help  was  refused:  “We  do 
not  want  you,  we  are  managing  perfectly 
well  without  you ",  they  said.  I believe 
that  old  persons'  have  a right  to  determine 
within  very  large  limits  how  they  will  live, 
and  1 think  one  has  to  run  the  risk  of 
being  criticised  for  doing  nothing  and  allow- 
ing them  to  live  in  circumstances  in  which 
they  appear  happy.  But  they  can  he  a 
danger  to  other  people  or  a danger  to 
themselves,  and  argument  and  persuasion 
with  some  of  them  is  quite  unavailing, 
yet  in  some  cases  which  I have  taken 
heforc  the  court — it  is  a most  unpleasant 
duly— -they  have  become  quite  reconciled, 
anti  have  put  on  weight  and  have  liked 
the  institution  to  which  they  have  gone. 
But  the  dement  of  compulsion  has  been 
essential  because  they  would  never  have 
agreed  to  move  without  it. 

3348.  Under  Section  47  the  Court  can  act 
merely  on  a certificate  of  a Medical  Officer 
of  Health?  -For  a limited  period.  When 
the  1948  Act  originally  came  into  operation 
it  could  only  be  done  after  a resolution 
from  a local  authority,  blit  the  law  was 
amended  in  1951  and  the  Medical  Officer 
of  Health  may  now  be  authorised  to  make 
an  e.v  parte  application,  and  1 think  if  the 
judicial  authority  makes  the  order  it  is 
valid  only  for  three  weeks.  An  order  under 
this  Act  is  only  valid  for  three  months,  and 
then  it  must  be  renewed. 

3349.  (/)/-.  Thomas)'.  Is  the  difficulty  now 
that  you  have  to  prove  under  this  .Section 
that  they  are  living  in  insanitary  conditions? 
— -That  is  one  difficulty. 

3350.  Is  it  the  only  one?- - Personally  I 

would  like  to  see  the  conditions  in  which 
you  could  deal  with  this  widened  to  include 
a definition  such  as,  **  aged  or  infirm  either 
in  body  or  mind  or  physically  or  mentally 
incapacitated.”  I would  like  to  widen  (he 
definition,  but  it  is  the  insanitary  conditions, 
us  you  rightly  remark,  which  makes  it 
difficult  to  apply  this  in  some  cases. 

3351.  If  that  phrase,  " are  living  in  insani- 
tary conditions  " were  removed  from  that 
Section  of  the  Act  would  you  not  then  have 
all  the  authority  that  would  be  required  in 
these  terms,  “ aged,  infirm,  physically 

incapacitated  I think  it  would  go  a 

long  way,  but  if  I may  mention  an  example, 
the  first  case  wc  took  to  court  was  aged  73, 
and  my  legal  advisers  were  a bit  hesitant 
about  advancing  the  thesis  that  people  of 
73  were  aged  to  that  extent. 


3352.  Would  that  particular  couple  not 
then  come  under  the  category  of  infirm, 
which  might  be  physical  or  mental ?- — - 
My  impression  is  that  infirmity  refers  hero 
mainly  to  bodily  infirmity. 

(Chairman):  If  the  words  had  been, 
“ physically  infirm  or  incapacitated  ” I 
should  agree  with  you,  but  I should  have 
thought,  “ infirm  or  physically  incapaci- 
tated ” meant  the  opposite,  but  I am  not 
a lawyer.  Would  any  other  member  of  the 
Commission  like  to  ask  any  other  questions 
on  Part  1? 

3353.  (Mr.  Simon):  May  I ask  a question 
on  paragraph  10,  on  (he  question  of  the 
adequate  provision  to  be  made  for  the  pro- 
tection of  the  officer  taking  the  necessary 
action.  That  is  an  action  which  results  in 
the  loss  of  freedom  to  the  patient  other 
than  under  a judicial  order?  Yes. 

3354.  Had  you  in  mind  there  protecting 
him  from  an  action  for  false  imprisonment 

un-lew  he  acts  without  luma  tides'} iSir 

Allen  Daley):  We  want  to  give  the  same 
protection  to  all  officers  and  general  prac- 
titioners concerned  with  action  which 
ultimately  results  in  a person  losing  his 
freedom,  in  the  same  way  as  it  is  now  given 
to  certain  officers  where  proceedings  can 
only  be  started  after  application  to  a judge 
in  chambers.  We  think  that  safeguard 
ought  to  be  a little  more  wide. 

3355.  It  is  not  to  free  him  altogether 
from  an  action  for  negligence?  No,  it  is 
only  to  prevent  frivolous  action,  that  there 
should  be  an  application  first  to  a judge, 

3356.  (Mrs.  Adrian ):  Arc  you  suggesting 
that  this  should  apply  whenever  a duly 
authorised  officer  takes  action  under  Section 
20,  which  deprives  the  patient  of  his 
liberty ?-— -If  unyone  brings  an  action 
against  him  that  he  has  acted  improperly, 
yes. 

3357.  Are  you  suggesting  he  should  apply 
to  a judicial  authority  before  he  takes  such 
action?- — No,  we  arc  suggesting  that  as 
long  as  the  law  remains  at  present,  and 
probably  under  such  amendment  us  may  be 
made,  if  an  action  is  ever  brought  against 
a duly  authorised  officer  that  he  has  been 
negligent  or  acted  without  bona  {ides,  that 
he  should  huve  the  protection  which  is  now 
given  to  certain  people  but  not  to  him. 

3358.  (Chairman):  Docs  Section  16  of  the 
Mental  Treatment  Act  not  cover  the  duly 

authorised  officer? We  were  not  quite 

sure.  We  wanted  it  to  be  made  crystal 
clear  that  all  concerned,  including  the 
Medical  Officer  of  Health  sitting  at  his  desk 
and  seeing  formal  documents,  might  be 
brought  within  it. 
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335*).  Is  not  the  difficulty  not  so  much 
what  office  he  covers  but  the  occasions  on 

which  they  are  covered? Yes.  Wc  want 

psychiatric  social  workers  who  make  reports 
on  which  action  may  be  taken  to  be 
covered,  wc  are  very  doubtful  as  to  whether 
all  those  who  might  be  involved  are  really 
covered. 

3360.  Section  16  is  pretty  wide,  is  it  not? 

It  says,  “Where  a person  has  presented  a 
petition  for  a reception  order,  or  signed  or 
carried  out,  or  done  any  act  with  a view 
to  signing  or  carrying  out,  an  order  . . . 
or  any  report,  application,  recommendation 
or  certificate  . . . or  has  done  anything  in 

pursuance  of  this  Act.  . . Yes,  but 

before  anyone  presents  a petition  a 
certain  number  of  people  have  come 
into  the  case,  they  nave  made  reports, 
which  .sets  the  machinery  in  motion,  and 
the  Act  as  drafted  at  present  only  seems  to 
protect  them  from  the  time  that  the  pclitaon 
is  presented.  If  we  are  protected,  we  are 
very  pleased.  We  were  not  sure  that  it 
gave  full  protection  and  wc  just  wanted  to 
bring  the  point  to  your  notice. 

3361.  (Dr.  Rees)'.  I would  like  to  raise 
a point  on  paragraph  16.  At  the  present 
time  temporary  patients  are  dealt  with 
without  the  intervention  of  the  judicial 
authority.  Is  it  your  intention  that  the 
judicial  authority  should  be  called  in  . in 

every  case? (Dr.  Lowin')-  attempting 

to  answer  your  question,  I think  I should 
refer  to  what  I said  earlier  about  this 
Section  in  regard  to  patients  who  arc  non- 
volitionul.  The  view  of  the  vSocicty  is  that 
if  the  Section  relates  only  to  the  non- 
volitional  the  present  machinery  is  satis- 
factory, except  perhaps  that  the  eventual 
duration  of  treatment  might  be  lengthened 
from  one  year  to  two  years.  But  the 
Society  here  is  recommending  that  the  scope 
of  this  Section  might  be  widened  and  that 
it  might  apply  to  patients  other  than  those 
who  are  non-volitional  and  the  Society  con- 
siders then  that  when  a patient  is  volitional 
there  is  a case  for  the  intervention  of  the 
judicial  authority  at  an  earlier  date.  I think 
that  is  in  general  terms  how  the  Society 
views  this  matter.  Would  you  agree,  Sir 
Alien? -(Sir  Allen  Daley)-.  Yes. 

3362.  What  sort  of  period  have  you  in 

mind?- -(Dr.  Lowm):  1 think  that  is  a 

matter  of  opinion.  The  Society  is  concerned 
at  this  juncture  with  a principle  rather  than 
a precise  date.  We  might  even  diner  among 
ourselves  about  a date.  If  this  Section  is 
widened  so  as  to  include  certain  classes  ol 
volitional  patient,  then  we  consider  that  the 
intervention  of  a judicial  authority  at  some 
stage  an  the  proceedings  is  desirable. 

3363.  But  you  will  not  commit  your- 
self at  what  stage? -I  will  not  commit 

the  Society,  no,  Sir. 


3364.  (Sir  Russell  Brain):  What  would 
be  the  principle  you  were  speaking  of?— — - 
It  is  this,  that“  where  a patient  is  capable 
of  understanding  what  is  happening  to  him, 
and  resenting  the  deprivation  of  his  liberty, 
then  we  think  that  that  is  the  point  at 
which  for  everybody  concerned  the  inter- 
vention of  the  judicial  authority  is  a good 
thing. 

3365.  I understood  that.  What  I did 

not  see  was  how  that  was  an  extension  of 
another  principle  which  you  mentioned 
earlier. 1 have  no  recollection  of  men- 

tioning the  extension  of  another  principle. 
The  extension  to  which  I was  referring  was 
an  extension  of  the  class  of  patients  to 
which  Section  5 now  applies,  the  non- 
volitional  patient. 

3366.  But  I do  not  sec  how  it  is  extend- 
ing that  class  if  you  bring  in  the  judicial 

authority? With  respect,,  the  Society’s 

memorandum,  on  this  point,  Sir,  says, 
“This  Section  while  providing  a real 
advance  in  the  care  of  mental  patients 
could  with  advantage  be  modified  to  pro- 
vide for  many,  if  not  all  patients,  other 
than  voluntary  ones,”  and  it  was  that  ex- 
tension, the  “ many  if  not  all  ” to  which 
I was  addressing  myself. 

3367.  (Dr.  Rees):  If  you  call  in  the 
judicial  authority  is  it  not  a step  backward, 

not  forward? It  is  if  you  are  dealing 

with  a non-volitional  patient. 

3368.  (Chairman):  If  you  are  dealing 
with  a volitional  patient,  might  one  not 
argue  that  he  has  volition  enough  himself 
to  appeal  to  a magistrate  if  he  is  given  the 

right  so  to  do? 1 think  that  in  various 

parts  of  the  country  widely  different  inter- 
pretations arc  put  upon  what  constitutes 
volition.  I have  not  much  experience  of 
this,  but  I have  heard  it  said  that  some 
take  the  extreme  view  that  if  a patient  says 
“I  won’t”  even  though  he  does  not  know 
— or  one  thinks  he  does,  not  know — what 
he  is  referring  to,  that  is  taken,  by  some 
people  as  being  evidence  of  volition.  On 
the  other  hand  there  are  other  parts  of  the 
country  where  a much  wider  interpretation 
is  put  upon  it. 

3369.  (Dr.  Rees):  A woman  with  puer- 
peral psychosis  cannot  have  treatment  for 
her  condition  without  the  intervention  of 

the  judicial  authority? With  respect, 

Sir,  I have  no  intention  of  suggesting  that. 

I mentioned  the  woman  with  a puerperal 
psychosis  as  being  the  type  of  case  m 
which  Section  5 Is  invaluable. 

3370.  At  the  present  time  if  she  has  no 
volition  she  can  be  dealt  with  without  the 
intervention  of  judicial  authority?  That 
is  so,  as  I understand  it. 

3371.  Are  you  of  the  opinion  that  she 

should  not  be  treated  without  the  inter- 
vention of  the  judicial  authority  if  she  has 
volition? ( Sir  Allen  Daley):  Perhaps  I 
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can  throw  a little  light  on  this.  One  of 
our  principles  as  a Society  is  that  we 
should  try  to  preserve,  where  it  is  essential, 
the  intervention  of  a judicial  authority  as  a 
safeguard  from  the  point  of  view  of  the 
public,  and  we  said  earlier  in  our  evidence 
that  we  would  like  Section  5 — temporary 
certification — to  be  used  more  and  the 
maximum  period  as  temporary  patients  to 
be  extended.  Fitting  those  two  together, 
we  think  that  if  in  certification  under  the 
Lunacy  Act,  the  reception  order,  is  replaced 
by  greater  use  of  Section  5,  a temporary 
order,  then  there  should  be  the  safeguard 
of  the  provision  of  some  outside  body — a 
judicial  body — to  make  it  crystal  clear  that 
the  patient  is  not  improperly  detained. 

3372.  In  what  way  would  that  differ  from 

certification? It  would  not  carry  the 

same  stigma  as  certification  under  the 
Lunacy  Act ; that  is  the  difference  which 
it  would  make  to  the  public.  With  re- 
gard to  the  mechanics,  there  would  not  be 
a great  deal  of  difference. 

3373.  At  the  present  time  there  is  merely 

a recommendation  for  treatment  under  Sec- 
tion 5? Yes. 

3374.  You  are  suggesting  that  a judicial 
authority  should  certify  that  the  person  is 

in  need  of  treatment? Shall  we  say, 

then,  some  outside  authority?  If  you  are 
extending  the  period  of  detention  up  to 
two  years,  we  do  think  there  should  be 
some  machinery  other  than  that  originating 
in  the  hospital  itself,  to  safeguard  the 
interests  of  the  patient. 

3375.  Whether  the  patient  is  volitional 

or  not? Yes. 

3376.  (Dr.  Thomas ):  Do  you  think  it 
would  be  better  met  by  giving  the  patient 
a right  to  appeal  for  judicial  determination 

at  any  time? That  might  be  one  w.ay 

of  doing  it. — (Dr.  Logan ) : One  of  the 
other  things  the  Society  placed  importance 
upon  was  the  fact  that  two  certificates  are 
required  for  this  recommendation,  one  of 
which  has  to  be  given  by  a medical 
practitioner  who  is  specially  designated. 

3377.  (Mr.  Jackson):  Is  there  any  reason 
why  you  should  not  have  a combination 
of  the  two — the  right  of  the  patient  to 
call  for  judicial  determination  and  a judicial 
determination  after  a certain  amount  of 

time  automatically? (Sir  Allen  Daley): 

That  would  cover  it. 

3378.  Your  point  is  really,  I think,  one 
simply  of  general  public  policy — that  there 
ought  to  be  some  outside  intervention  after 

a reasonable  period  without  it? Yes, 

and  that  becomes  more  important  if  the 
period  of  detention  as  a temporary  patient 
is  increased.  That  is  our  point  in  a nutshell. 

3379.  (Mr.  Bartlett):  May  I raise  a point 
on  paragraphs  12-15,  “After-care”.  I 
would  like  to  ask  the  witnesses  what,  in 


their  view,  would  be  the  correct  way  of 
dealing  with  those  patients  who  are  con- 
sidered to  be  sufficiently  recovered  to  be 
discharged,  but  have  neither  homes  nor 
relatives  to  whom  they  could  be  discharged. 
Do  the  witnesses  feel  there  should  be  a 
statutory  obligation  on  the  local  autho- 
rity to  provide  that  accommodation? 

I am  inclined  to  think  so,  but  it  is  _ to 
some  extent  covered  by  the  National  Assist- 
ance Act.  I think  Dr.  Logan  has  had 
experience  of  this  and  can  speak  to  it. — 
(Dr.  Logan ) : The  duties  of  the  local 
authority,  my  Lord,  as  set  out  in  Section 
21  of  the  National  Assistance  Act  are,  “ to 
provide  residential  accommodation  for  per- 
sons who  by  reason  of  age,  infirmity  or 
any  other  circumstance,  are  in  need  of 
care  and  attention  which  is  not  otherwise 
available  to  them 

3380.  Is  this  obligatory  or  permissible? 
It  is  obligatory — the  duty  of  the  autho- 
rity. I would  not  venture  to  place  my 
own  interpretation  on  this,  but  I would 
inform  you  that  it  is  my  authority’s  prac- 
tice to  provide  under  this  Act  for  people 
who  are  so  discharged.  We  have  a number 
of  patients  now  in  the  homes  of  the  Mental 
After  Care  Association,  and  we  have  sent 
patients  from  time  to  time  to  the  Black- 
friars  Social  Therapeutic  Institution.  The 
local  authority  can,  I think,  discharge  its 
duties  in  that  way. — (Sir  Allen  Daley):  You 
have  also  some  of  those  cases  dealt  with 
under  Section  28  of  the  National  Health 
Service  Act  of  1946 — the  provision  of  after- 
care. 

3381.  (Mrs.  Adrian):  Does  that  extend 
to  hostels  from  which  an  ex-patient  could 

go  out  to  work? Yes,  that  is  after-care 

under  Section  28  ; but  there  is  one  point 
about  that.  A scheme  has  to  be  prepared 
for  the  Ministry  of  Health ; approval  has 
■to  be  obtained. 

3382.  And  it  is  permissive  under  that 

Section  at  the  moment? It  is  permissive, 

yes,  unless  the  Minister  of  Health  makes 
an  order  covering  some  particular  form 
of  after-care  applicable  to  the  whole  coun- 
try. As  far  as  I know  he  has  only  done 
so.  for  after-care  of  the  tuberculous  at  the 
moment.  But  he  could,  within  the  present 
statute,  make  an  order  requiring  local 
health  authorities  to  provide  after-care  for 
this  type  of  patient. 

3383.  (Chairman):  Could  you  tell  us 

whether  there  has  been  any  hesitation  on 
the  part  of  local  authorities  in  making  pro- 
vision under  Section  21  of  the  National 
Assistance  Act  in  view  of  the  last  Sub- 
section of  that  Section? The  provision 

which  is  made  by  the  local  authority  under 
the  National  Assistance  Act  does  vary  con- 
siderably. They  have  their  own  interpre- 
tations of  the  type  of  case  they  will  admit 
and,  speaking  generally,  there  would  appear 
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to  be  inadequate  accommodation  for  the 
total  needs. — (Dr.  Logan):  My  Lord,  when 
the  hospitals  were  taken  over  under  the 
National  Health  Service  Act,  divisions  were 
made  in  what  had  been  a continuing  kind 
of  provision,  and  accidents  of  geography, 
the  effects  of  the  war  and  everything  else 
produced  a very  different  set  of  circum- 
stances often  in  neighbouring  localities.  It 
is  I think  generally  true  that  many  local 
authorities  are  hard  put  to  to  find  accom- 
modation for  the  people  for  whom  they 
would  be  willing  ana  want  to  provide 
accommodation.  In  my  own  case  my  autho- 
rity has  expanded  its  provision  by  65  per 
cent,  since  1948,  and  now  has  a five-year 
plan  for  providing  another  250  beds.  And 
we  have  in  our  Part  III  accommodation 
many  patients  whose  difficulties  are  mental 
rather  than  physical — I will  put  it  no 
stronger  than  that — but  with  the  best  will 
in  the  world  the  means  to  provide  for 
them  do  not  exist  and,  furthermore,  there 
is  no  incentive  to  local  authorities  to  take 
them  over  because  a patient  in  a hospital 
is  at  no  charge  to  the  local  authority  and 
at  no  charge  to  himself,  but  when  he 
goes  into  Part  TII  accommodation  he  is  a 
charge  to  both  local  authority  and  to  him- 
self according  to  his  resources,  and  the 
Commission  will  recognise  that  those 
barriers  themselves  are  very  considerable. 

3384.  (Dr.  Rees):  Do  you  believe  there 
are  many  patients  today  in  mental  hospitals 
that  could  be  looked  after  in  Part  III  homes 

run  by  local  authorities? 1 think  that 

there  must  be  a number  of  such  patients. 
There  are  also  a number  of  patients 
in  Part  III  accommodation  who  could  with 
advantage  go  to  hospitals. — (Dr.  Newth ):  I 
think,  Sir,  I can  answer  Yes  to  Dr.  Rees/1 
question. — (Sir  Allen  Daley):  T can  too. 

3385.  (Chairman):  If  there  are  no  other 
questions  on  Part  I,  may  we  go  to  Part  II, 
Mental  Deficiency.  The  first  question  I 
have  to  ask  is  on  paragraph  20,  “ Ascer- 
tainment.” That  paragraph  implies  that 
you  do  not  think,  except  in  cases  of  ex- 
treme deficiency,  that  mental  deficiency 
should  usually  be  ascertained  before  school 

age? Yes,  I think  that  is  right.— (Dr. 

Newth):  Yes.  It  is  very  difficult  indeed 
sometimes  to  come  to  a definite  opinion. 

3386.  Are  there  not  local  authorities 
who  make  rather  a virtue  of  getting  as 
complete  as  possible  an  ascertainment  for 
mental  deficiency  before  the  age  of  five? 
—Yes,  Sir,  but  I am  sure  you  appreciate 
that  there  are  certain  homes  from  which 
these  children  come  that  are  so  bad  that 
the  children  are  sent  to  schools  and  the 
local  authority  then  watches  them  under 
those  circumstances.  In  my  own  authority 
we  do  not  make  a virtue  of  it ; we  put  it 
off  as  long  as  we  can. — (Dr.  Logan):  It 
depends  on  “ ascertainment.”  If  we  use  the 
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word  in  the  narrow  sense,  early  ascertain- 
ment in  its  legal  sense  is  perhaps  not  desir- 
able, but  it  is  most  desirable  that  the  local 
authority  should  from  a child’s  earliest  days 
have  knowledge  about  it. 

3387.  I would  like  to  ask  you  if  you  have 
any  views  on  a connected  point.  What  is 
the  quality  of  ascertainment  by  the  local 
education  authorities?  How  well  are  the 

tests  administered? (Sir  Allen  Daley): 

I will  ask  Dr.  Newth  to  answer  that.  He 
has  been  Chairman  for  many  years  of  the 
School  Health  Section  of  the  Society. — 
(Dr.  Newth):  I think  it  is  very  carefully 
done.  In  my  own  authority  it  was  only 
myself  and  my  principal  assistant  who  were 
authorised.  As  you  know  the  Ministry 
went  into  this  question  very  carefully  a few 
years  ago,  and  issued  a circular  in  which 
they  said  you  had  to  select  your  officers 
carefully  ; you  had  to  vet  them  and  so  on. 

I have  of  course  occasionally  come  across 
records  of  children  throughout  the  years — 

I have  pretty  generally  agreed  with  the 
ascertainment,  but  I have  come  across  the 
exception  now  and  again.  I am  sure  your 
School  Medical  Officer  takes  the  job  very 
seriously  indeed. 

3388.  I suppose  in  order  to  get  a suffi- 
cient answer  to  my  question  I ought  to 
split  it  up — the  quality  of  ascertainment  as 
educationally  sub-normal  and  the  quality  of 

ascertainment  as  ineducable. For  myself 

I should  hate  to  refer  a child  to  the  local 
health  authority  as  ineducable,  and  then  to 
have  it  referred  back  to  me  because  I had 
made  a mistake.  I would  like  to  see  the 
child  back,  but  I would  hate  to  feel  I 
had  come  to  a decision  too  soon  possibly, 
thereby  jeopardising  that  child’s  chances  of 
benefiting  by  education.  And  so  one  puts 
off  as  long  as  one  can  referring  to  the  local 
health  authority  for  that  reason,  and  one 
must  plead  guilty  to  trying  children  in  a 
special  school  for  a time  because  you  want 
to  convince  yourself  that  the  child  really  is 
ineducable. — (Sir  Allen  Daley):  First  of 
all  perhaps  we  should  deal  with  it  from 
the  point  of  view  of  whether  special  educa- 
tion is  needed  for  the  educationally  sub- 
normal. I think  one  of  the  tests  as  to  the 
validity  of  the  examination  is  the  result  of 
the  appeals  which  parents  can  make  to  the 
Ministry  of  Education  if  they  object  to  the 
child  going  to  a special  school.  I cannot 
quote  the  figures— perhaps  Dr.  Newth  can 
— but  my  impression  is  that  the  number 
of  successful  appeals  against  the  decision 
of  the  officer  of  the  local  education 
authority  is  very,  very  small. — (Dr.  Newth) : 
I have  no  figures  but  they  are  very,  very 
small. — (Sir  Allen  Daley):  Then  there  is 
the  question  of  the  officer  who  actually 
deals  with  cases  under  the  Mental  Defi- 
ciency Act  and  not  under  the  Education 
Act.  That  i9  done  .in  various  ways.  Some 
large  authorities  like  my  own,  the  London 
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County  Council,  have  special  people  who  do 
practically  nothing  else.  In  a number  of 
other  areas  they  share  an  officer  with  the 
Hospital  Board.  (Dr,  Logan):  In  a small 
authority,  of  course,  your  Medical  Officer 
of  Health  being  the  principal  School  Medi- 
cal Officer  is  intimately  concerned  with  both. 
I think  it  is  true  of  my  colleagues  that  we 
take  the  utmost  pains  with  these  children. 
First,  the  question  of  “ educationally  sub- 
normal ’* : that  is  arrived  at  partly  on  the 
basis  of  tests  and  partly  on  the  basis  of 
actual  experience,  and  many  of  us  now  have 
educational  psychologists  to  assist  us  in 
forming  our  judgment.  On  the  whole  if  an 
educationally  sub-normal  school  is  well  run 
and  attractive,  the  parents  are  not  difficult 
to  reconcile  to  it,  particularly  when  they  see 
the  quality  of  the  work  which  is  done. 
When  you  come  to  “ ineducability  ",  this  is 
a diagnosis  that  one  arrives  at  because 
there  is  no  other  diagnosis.  To  start  with 
•one  has  probably  kept  the  child  out  of  the 
ordinary  school  because  he  was  immature, 
then  tried  him  in  a special  school  and 
reluctantly,  after  observing  him  for  some 
years,  come  to  the  conclusion  that  the 
diagnosis  of  ineducable  will  have  to 
be  placed  on  this  child.  But  there  are 
many  children  who  are  not  formally 
ascertained  who  ought  to  be.  We  some- 
times provide  them  with  home  tuition  rather 
than  brand  them  as  being  ineducable.  It  Is 
a decision  that  a conscientious  authority 
comes  to  with  the  utmost  regret.—- (Dr. 
Newth):  Usually  after  seeing  a child  several 
times  at  six-monthly  intervals. 

3389.  What  sort  of  presumption  does 
a decision  that  a child  is  ineducable 
create  when  the  question  of  whether  he 
should  be  certified  comes  up?  When  you, 
as  School  Medical  Officer,  bring  the  case  to 
the  attention  of  yourself  as  the  Medical 
Officer  of  Health,  what  happens?— — (Dr. 
Logan):  Let  us  take  the  case  that  a child 
of  ten  is  found  in  the  view  of  myself  and 
my  colleagues  to  he  ineducable.  Then  there 
is  an  occupation  centre  for  the  child  to 
attend  if  he  is  capable  of  going  there.  If 
he  is  not  capable  of  going  to  the  occupation 
centre,  the  mental  deficiency  officer  keeps 
in  touch  with  his  family,  advises  them  how 
to  help  the  child,  encourages  them.  We  arc 
starting  to  provide  a little  occupational 
therapy  for  those  who  cannot  go  to  the 
occupation  centre,  and  the  family  has  to 
look  after  its  child  while  they  are  capable 
of  doing  so  with  what  friendly  help  the 
authority  can  give  them.  If  the  child 
develops  vicious  or  unfortunate  habits  and 
the  case  for  institutionalisation  becomes 
clamant,  when  we  can  get  a vacancy  then 
the  child  is  dealt  with  in  that  way.  If  the 
child  is  going  to  leave  the  school  for  the 
educationally  sub-normal,  there  is  a con- 
sultation between  the  officers  as  to  what  the 
child  can  do.  If  there  is  any  chance  of 
■getting  him  employment  his  school  and 


everybody  else  helps  as  much  as  they  can. 
Afterwards  the  kind  of  supervision  and 
contact  is  the  lightest  and  the  easiest  that 
the  needs  of  the  case  demand,  and  it  is 
only  when  there  is  a social  breakdown  or 
failure  of  that  kind  that  one  really  takes 
definitive  action. — (Dr.  Newt  ft) : May  I 

addi  something,  my  Lord?  In  my  local 
authority  the  arrangements  were  peculiar,  as 
it  happens  that  the  school  health  service  is 
not  under  the  Medical  Officer  of  Health,  so 
I was  not  in  the  position  of  referring  cases 
to  myself ; they  went  to  another  officer  of 
the  authority.  These  cases  were  reviewed 
by  the  Medical  Officer  of  Health.  When  a 
child  was  leaving  the  special  school  we  did 
not  invariably  suggest  that  that  child  should 
be  certified.  We  simply,  often,  referred  it 
to  the  Voluntary  After-Care  Association, 
the  Secretary  of  which  happened  to  be  the 
mental  deficiency  officer.  And  it  worked 
very  well  under  those  circumstances.  It 
was  entirely  left  to  the  mental  health  officer 
whether  that  child  should  be  certified  or 
not.  I think  he  generally  tried  to  avoid 
it  if  he  could. 

3390.  (Mrs.  Adrian):  The  child  who  is 
leaving  a residential  school  for  educa- 
tionally sub-normal  children  has  been  sent 
to  a residential  school  because  of  home 
circumstances  not  being  very  satisfactory 
to  begin  with.  Do  you  find  the  need,  or 
supply  the  need  for  some  form  of  resi- 
dential accommodation  or  hostel  for  the 
child  who  can  earn  his  own  living  provided 
a background  in  the  community  is  found 

for  him? -{Sir  Allen  Daley):  If  I may 

answer  that — that  was  a great  problem  in 
London,  and  a couple  of  years  ago  we 
were  discussing  with  the  Board  of  Control 
whether  or  not  we  would  be  allowed  to 
establish  such  a hostel,  particularly  for 
girls,  although  it  is  necessary  for  both 
sexes.  And  the  result  of  those  discussions 
was  that  approval  has  been  given  to  the 
London  County  Council  to  establish  a 
hostel  for  these  young  people  leaving  the 
residential  special  schools,  and  I believe 
that  they  are  just  about  to  start. 

3391.  Has  it  been  done  in  any  other  part 

of  the  country? — —(Dr.  Logan):  The 

number  of  defectives  who  would  come  into 

this  particular  category that  is  being 

capable  of  social  stabilisation  given  a decent 
background — is  in  any  community  compara- 
tively small,  and  my  own  view  would  be 
that  in  the  great  cities  like  London  the 
local  authority  might  very  well  accept  the 
advice  that  is  given  ; but  otherwise  I think 
there  is  something  to  be  said  for  dealing 
with  them  in  the  way  the  Royul  Eastern 
Counties  Institution  under  Dr.  Turner  used 
to.  They  have  hostels  for  defectives  who 
are  on  licence.  One  has  occasionally  seen 
boys  of  this  class  go  to  the  agricultural 
hostels  which  were  run.  by  the  National 
Association  for  Mental  Health,  but  I should 
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think  these  are  hostels  which  require  very 
skilled  management.  They  need  to  be 
placed  in  centres  of  population  so  that  it 
is  not  immediately  apparent  to  everybody 
that  so-and-so  is  from  this  hostel.  And 
apart  from  the  major  authorities.  1 think 
that  hostels  are  probably  best  managed  as 
adjuncts  to  a progressive  institution. 

.1342.  Would  they  not  have  to  be  adjuncts 
to  the  special  school  unless  you  were  going 
to  certify  a case  and  send  them  to  an  in- 
stitution in  order  that  they  might  then 
be  sent  out  to  a hostel?-- — Yes.  under 
the  existing  law,  but  there  might  be  altera- 
tions in  that.—fDr.  Newth) : May  I add 
something  here  which  I think  is  rather  t) 

propox.  In  my  authority I have  retired 

now  we  did  not  like  moving  children  from 
the  parents  if  we  could  possibly  help  it. 
Therefore  we  had  a hostel  for  children  who 
were  attending  the  day  special  school  and 
we  found  a number  of  those  children 
adjusted  themselves  and  very  quickly  be- 
came quite  nicely  stabilised.  We  tried  to 
keep  contact  with  the  home,  encourage 
the  parents  to  visit  and  the  children  to 
go  home  at  the  weekend  and  so  on.  I 
cannot  give  you  the  after  history  of  the 
cases,  but  hy  the  time  they  got  to  16 
they  were  beginning  to  look  round  them- 
selves und  behave  decently. 

3393.  {Dr.  Greenwood  Wilson)'.  Coming 
hack  to  the  quality  of  ascertainment,  it  is 
sometimes  said  that  you  might  have  com- 
paratively junior  medical  officers,  serving 
both  the  public  health  authority  and  the 
school  health  authority,  put  on  to  (his 
important  work  of  ascertainment  and  doing 
mental  testing  with  insufficient  experience, 
or  after  having  done  only  the  three  weeks’ 
course  laid  down  by  the  Ministry  of  Educa- 
tion. Would  you  think  there  was  any 
substance  in  a suggestion  of  that  kind  in 
practice?  (Sir  Allen  Daley):  As  far  as 
larger  authorities  are  concerned,  no.  In 
my  authority  it  was  a fairly  largo  depart- 
ment under  skilled  and  senior  people  who, 
hy  apprenticeship,  gave  the  necessary  in- 
struction to  the  people  before  they  had  any 
independent  authority.  But  I can  quite 
realise  that  with  current  difficulties  of  re- 
cruitment it  might  not  be  easy  in  every 
local  authority  to  get  someone  of  adequate 
skill  ; but  I think  my  colleagues  who  come 
from  not  very  small  but  smaller  authorities 
than  London  might  speak  to  it.— (Dr. 
Newth):  The  position  has  been  protected 
by  the  Ministry— -by  the  school  medical 
officer  having  to  decide  for  himself  which 
medical  officers  are  suitable,  and  then  they 
go  on  a course,  and  still  he  has  to  vet 
them  and  see  how  they  work  und  whether 
he  thinks  they  are  satisfactory.  I have 
no  doubt  that  circular  was  introduced  be- 
cause the  Ministry  had  found  that  there 
were  in  fact  certain  medical  officers  with 
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insufficient  experience ; but  f think  they 
got  over  it  by  that  circular. — (Dr.  Logan): 
Any  experienced  administrator  knows  that 
the  administrative,  apart  from  the  human, 
connotations  of  this  can  be  very  serious, 
and  it  is  not  a matter  that  any  man  or 
woman  would  leave  to  anyone  else  unless 
he  was  completely  satisfied — except  he  was 
deliberately  inviting  trouble. — (Dr.  Newtli): 
May  I say  this  .too?  T do  not  want  to  talk 
too  much  about  my  authority,  but  as  ! was 
getting  to  retiring  age  I was  getting  rather 
anxious  mvself  whom  I should  recommend 
to  go  on  this  course.  I withheld  my  hand 
because  I decided  none  of  my  assistants 
happened  to  be  suitable,  for  various  reasons. 
We  do  take  it  pretty  seriously. 

3304.  Do  you  think  that  under  any  cir- 
cumstances a certifying  document  might 
be  sierned  by  a non-medical  psychologist? 
Should  it  always  be  a medical  person? 
When  you  have  consulted  the  educational 
psychologist  would  you  under  any  circum- 
stances give  the  right  to  an  educational 
psychologist  to  sign  the  document  himself 
without  the  medical  overriding  signature? 
— -(Sir  Allen  Daley) : My  personal  opinion 
would  he.  No.  T clo  not  know  whether 
the  .Society  has  considered  it.  so  it  can 
only  be  a personal  opinion. — (Dr.  Newth): 

T have  been  asked  this  question  many 
times  and  1 have  asked  myself,  and  I 
have  had  experience  of  a good  many  educa- 
tional psychologists.  It  is  rather  awk- 
ward to  answer  this  in  public,  but  I think 
it  should  be  left  to  the  medical  officer. 
I have  had  good  educational  psychologists, 
but  for  some  reason  or  another  they  are 
not  efficient  in  forming  an  opinion  on  the 
sub-normal  children  of  all  kinds.  They  are 
all  right  on  the  normal  child. — (Dr.  Logan): 
In  this  connection  there  is  the  question  of 
the  child’s  physical  condition,  and  that 
may  be  of  considerable  importance.  While 
the  educational  psychologist  is  of  very 
great  help  as  an  adviser,  he  is,  after  all, 
an  educational  psychologist,  and  T have 
always  looked  upon  the  school  medical 
officer  as  being,  as  it  were,  the  child’s 
“ friend  ” in  this  matter. 

3395.  (Dr.  Rees) : In  other  words  you 
need  someone  who  will  look  at  the  child 

as  a whole  not  just  at  his  intelligence? 

Yes. 

3396.  (Dr.  Greenwood  Wilson):  Do  you 
think  that  occupational  training  centres 
could  or  should  be  under  the  education 
authority  instead  of  as  at  present  under 

the  local  health  authority? (Sir  Allen 

Daley):  I have  had  a good  deal  of  ex- 
perience in  connection  with  this.  The 
London  County  Council  centres  went  into 
abeyance  during  the  war,  and  it  was  the 
Council’s  policy  that  when  they  could  be 
started  again  they  would  be  administered 
by  the  education  department.  When  we 
were  able  to  start  them  again  when  the 
ary  Digitisation  Unit 
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war  was  over  there  were  difficulties  in  the 
education  department,  possibly  to  some 
extent  budgetary,  to  some  extent  personal, 
and  they  asked  the  health  department  if 
they  would  run  them.  And  so  my  depart- 
ment took  them  on,  but  we  did  take  on  to 
our  stall'  from  the  education  department  a 
lady  who  had  been  brought  up  on  the  edu- 
cational side-  a trained  teacher  - who  we 
found  was  extraordinarily  good.  So  there 
the  theory  was  that  they  would  be 
better  under  the  education  department,  but 
in  practice  it  turned  out  that  it  was  de- 
cided that  the  health  department  should  run 
them  and — l think  I can  speak  dispassion- 
ately now  that  1 have  left — -I  have  observed 
them  since:  they  are  doing  extraordinarily 
good  work  in  the  health  department.- 
(Dr.  Newth):  1 would  like  to  say  precisely 
the  same.  I used  to  think  they  ought  to  be 
under  myself  as  School  Medical  Officer,  but 
I have  come  to  the  view  since  that  they  are 
very  well  run  by  the  loeui  health  authority 
and  they  should  continue  to  be  so.  There 
would  be  a great  disadvantage  under  the 
education  authority  in  that  I think  the 
education  authority  tend  to  think  of 
children  that  are  edueable,  and  in  the  occu- 
pation centres  they  had  to  take  on  a certain 
number  who  arc  simply  trainable.  1 have 
changed  round  completely,  1 want  them  now 
to  be  under  the  local  health  authority. 
(Sir  Allen  Daley) : There  are  questions  too 
relating  to  the  nature  of  the  staff.  Under 
the  education  authority  it  is  more  difficult 
to  employ  helpers  who  are  not  trained 
teachers.  There  are  questions  with  regard 
to  holidays  which  are  easier  to  adjust  to 
meet  the  convenience  of  the  children  and 
their  parents  if  they  are  under  the  health 
departments  .rather  than  education.- --(Dr 
Newth):  But  there  should  be  the  greatest 
co-operation  to  change  children  over. — (Dr. 
Lottan):  One  advantage  of  the  education 
people  doing  it  would  be,  of  course,  that 
nominally  It  would  be  education,  but  apart 
from  that  my  views  are  those  of  my  col- 
leagues. This  work  if  given  to  the  education 
authority  would  tend  not  to  be  the  most 
highly  regarded  of  its  activities,  which  cover 
a very  vast  range  of  subject  and  intelligence. 
Secondly  there  arc  the  administrative  diffi- 
culties that  Sir  Allen  has  mentioned  about 
the  kind1  of  'Staff.  You  want  people  with 
training,  but  you  also  need  helpers  who, 
though  untrained,  have  the  roots  of  the 
matter  in  them,  and  these  are  things  the 
health  authority  takes  u special  interest  in 
and  there  arc  advantages  from  that  point  of 
view.  On  the  whole  I do  not  think  it  would 
matter  much  one  way  or  the  other. 


3397.  (Mrs.  Adrian):  May  I ask  one  more 
question  on  ascertainment.  You  were  asked 
about  the  quality  of  ascertainment  and  you 
replied  that  the  results  were  shown  in  that 

there  were  very  few  appeals. That  was 

on  the  education  side. 
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3398.  Against  a child  being  required  to  be 
educated  in  a special  school.  Thai  shows 
there  are  no  children  who  do  not  need 
special  education  who  get  it.  but  what  about 
the  other  way  round?  Arc  all  children 
who  do  need  it  ascertained?--  f Sir  Allen 
Daley):  Thank  you  for  putting  it  that  way. 
I believe  they  are.  In  my  forty  years’ 
experience  of  that  work  we  used  to  have  a 
drive  every  now  and  again  in  the  voluntary 
schools  where  we  thought  that  children  who 
ought  to  be  ascertained  were  not  being 
presented.  But  as  a result  of  further  edu- 
cation of  public  opinion  and  further  educa- 
tion of  the  parents  and  teachers,  I 
believe  there  are  very  few  what  you  might, 
call  nests  of  mentally  defective  children 
now  in  ordinary  schools,  at  any  rate  as 
far  us  the  big  towns  are  concerned.  1 
would  not  like  to  speak  from  personal 
knowledge  of  the  rural  counties,  but  1 do 
not  think  there  arc  many.  And  that  is  not 
quite  the  same  problem  as  the  one  we  have 
been  discussing.  That  problem  is  due  to 
the  fact  that  they  are  not  presented  for 
examination.  Once  they  are,  the  numbers 
given  before  1 think  are  correct. 

3399.  You  do  think  they  are  now  being 
presented?  My  impression  is  there  are 
lew  many  fewer  who  are  not  presented 
who  ought  to  be  than  there  were  some 
years  ago. 

3400.  In  spite  of  large  classes?-  There 
are  reasons  which  1 do  not  want  to  go 
into  why  certain  people  want  to  keep  them 
in  their  schools.  (Dr.  Newth):  My  pre- 
decessor who  died  in  1929  worked  very 
hard  on  this,  and  at  one  time  l saw  every 
backward  child  in  the  city.  We  have  a 
very  good  organisation  in  the  city  for  deal- 
ing with  backward  children  and  we  have 
special  tests,  and  I think  it  is  very  rarely 
that  a ease  slips  through.  'They  do  occa- 
sionally, especially  when  a child  changes 
from  one  area  to  another,  but  1 think  there 
are  very  few. — (Dr.  I.oftan) : ‘The  child  who 
slips  through  the  net  is  mostly  the  child 
whose  parents  want  to  evade  it.  “They  send 
the  child  to  a so-called  private  or  indepen- 
dent school,  and  that  is  where  you  will  find 
many  of  these  children  if  you  care  to  look, 
but  the  teachers  themselves  find  the  presence 
of  an  extreme  dullard  very  difficult,  and  the 
larger  the  class  the  greater  the  difficulty  it 
presents  to  the  teacher,  1 think  there  has 
been  a change  in  the  attitude  both  of  the 
parents  and  the  teachers  to  this  in  the  last 
twenty  years,  but  the  private  schools  are 
the  places  to  look  for  them. 

3401.  (Chairman):  There  is  one  other 

thing  I would  like  to  ask.  Do  you  think 
that  a number  of  children  tend  to  be  east 
off  as  ineducable  because  there  is  not  suf- 
ficient special  school  accommodation  for 
them? — —(Dr.  Newth):  No.  Sir.*— CS/r 

Allen  Daley):  No,  Sir.- (Dr.  lam) • I 
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think  the  shortage  of  accommodation 
operates  the  other  way.  If  there  is  a short- 
age of  accommodation  people  tend  to  be 
retained  in  the  ordinary  school  who  should 
go  to  the  special  school.  If  there  is  a short- 
age of  occupation  centres  children  are  kept 
in  the  special  schools  who  would  fare  better 
in  the  occupation  centre,  but  I think  all 
local  authorities  have  a reluctance  to  cast 
off  any  child. — {Sir  Allen  Daley):  We  have 
to  interview  the  parents  and  it  is  a heart- 
breaking job  I assure  you. 

3402.  Is  it  not  true  that  ineducable  in 
practice  might  mean  in  many  cases  simply 
that  the  local  authority  has  not  got  the 
education  to  give  them  —ineducable  in  this 
area?  --(Dr.  Logan) : With  great  respect. 
No.  I think  incducability  means  inability 
to  benefit  from  what  is  normally  regarded 
as  education,  but  not  from  training.  Educa- 
tion is  training,  but  when  a child  for  instance 
cannot  be  taught  to  read  and  understand 
the  simplest  words,  or  can  be  given  no 
useful  conception  of  number  1 think  it  is 
justifiable  to  regard  that  child  as  being 
meducable.“--(X)r.  Ncwth ):  I am  afraid 
I must  plead  guilty  to  having  kept  children 
at  the  special  school  because  we  felt  we 
were  socially  helping  them.  They  were 
decently  behaved  children,  though  they 
seemed  to  be  unable  to  learn  the  three  Rs. 
We  were  helping  them.  My  conscience  is 
quite  clear.  1 have  had  two  instances  in  my 
forty  years’  experience  where  they  sent  them 
back,  and  I do  not  regret  either  of  them.  It 
did  the  children  a lot  of  good,  but  I am 
quite  sure  there  are  very  few  instances. 

3403.  May  we  come  to  Place  of  Safety 
Orders.  Is  there  not  some  ambiguity  in 
your  paragraph  21?  You  speak  about  a 
period  of  review  and  about  an  order,  but 
there  is  no  order  so-called,  and  there  is 

no  review  at  all,  is  there? (Dr.  Logan): 

A place  of  safety  order  is  an  order  made 
by  an  ofiicer  of  the  local  authority  in  urgent 
circumstances.  We  say  the  present  arrange- 
ments are  not  satisfactory.  First  of  all  the 
conditions  precedent  to  a defective  being 
dealt  with  do  not  afford  complete  protec- 
tion for  defectives.  They  have  to  be 
neglected,  abandoned,  cruelly  treated  or 
without  visible  means  of  support,  but  there 
arc  parents  who  resist  your  doing  anything 
with  them  at  all.  They  may  be  in  danger, 
yet  you  cannot  show  they  are  neglected,  so 
m our  submission  the  conditions  upon  which 
a place  of  safety  order  is  to  be  made 
might  be  reviewccf.  Once  a place  of  safety 
order  has  been  made  I think  the  Society  is 
quite  correct  in  saying  it  is  without  term, 
in  the  old  days  wo  had  to  use  Poor  Law 
Institutions  as  places  of  safety.  Sometimes 
it  was  impossible  to  find  a vacancy  in  a 
certified  institution  'within  a reasonable 
time.  It  was  the  practice  of  the  Board  of 
Control  to  watch  these  periods  of  deten- 
tion, and  I have  seen  one  case  stigmatised 


as  gross  abuse  of  the  Mental  Deficiency  Act 
entirely  because  the  local  authority  was 
powerless  to  obtain  a vacancy.  So  tihe  sug- 
gestion from  the  Society  is  ithat  the  place  of 
safety  order  made  by  an  officer  should  not 
be  without  .term,  and  also  that  the  conditions 
precedent  might  receive  the.  Commission’s 
consideration.  In  one  case  the  police  en- 
countered a known  defective  who  announced 
her  intention  to  commit  suicide,  but  I could 
not  make  a place  of  safety  order  because 
l could  not  find  the  conditions  the  Act 
specified.  The  Society  also  draw  atten- 
tion in  paragraph  22  to  the  extreme  diffi- 
culty we  have  today  in  getting  a place 
to  which  to  send  a defective  on  a place 
of  safety  order.  It  is  my  experience  that 
if  you  have  a defective  in  urgent  need  of 
protection  it  is  very  difficult  to  find  a 
vacancy  for  him. 

3404.  Is  it  your  view  that  partly  owing 
to  the  terms  of  the  statutes  and  partly 
owing  to  regulations  of  the  departments  con- 
cerned, this  question  of  place  of  safety — 
the  duty  of  providing  places  of  safety  or 
the  duty  of  designating  places  of  safety, 
is  rather  undesirably  held  up  between  the 
local  health  authority  and  the  hospital 
authority  Who  have  each  got  their  own 
functions?  The  Regional  Hospital  Board 
is  responsible  for  telling  the  local  authority 
what  places  may  be  used  as  places  of 
safety.  _ On  the  other  hand  the  local  health 
authority  has  a duty  in  certain  cases  to 

send  people  to  places  of  safety. (Sir 

Allen  Daley):  That  is  where  the  difficulty 
is  sometimes. 

3405.  Do  you  think  the  responsibility 
for  providing  places  of  safety  should  rest 

with  the  local  authority? (Dr.  Logan): 

I would  think  not  because  the  duty  of 
providing  residential  accommodation  for 
defectives  belongs  to  the  Regional  Hospital 
Board.  A defective  who  is  sent  to  a place 
of  safety  has  at  least  taken  the  first  step 
towards  entering  a mental  . deficiency 
institution  and  it  would  seem  illogical  to 
expect  the  local  authority  to  make  provision 
for  the  place  of  safety  and1  then  for  the 
Regional  Hospital  Board  to  take  over,  when 
k came  to  a mental  deficiency  institution. 
Then,  a place  to  which  to  send  a reluctant 
defective  under  a place  of  safety  order 
requires  iskilful  and  expert  management. 
The  number  of  cases  is  so  small  that  this 
would  have  to  be  provided  on  a regional 
basis,  The  alternative  in  the  old  days  was 
the  workhouse,  but  we  have  changed  the 
workhouses  completely.  They  are  mostly 
occupied  as  accommodation  by  .the  elderly, 
and  there  is  not  the  staff  as  there  was.  in 
the  old  days  to  look  after  them,  so  I think 
the  Society’s  view  would  be  that  the  hospital 
service  should  provide  the  place  to  which 
they  are  sent,  although  the  initiative  about 
sending  them  should  probably  lie  with  the 
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local  authority. (Sir  Allen  Daley):  I 

agree, 

3406.  (Mr.  Simon):  Do  you  ever  send 

them  to  a police  station? No. 

3407.  There  is  a power  under  the  Act 

— I just  wandered. (Dr.  Logan):  We 

might  rescue  them  from  the  police  station. 

3408.  (Sir  Russell  Brain):  Could  not  the 
case  you  quoted  of  the  patient  who 
threatened  to  commit  suicide  have  been 
dealt  with  us  a person  of  unsound  mind? 

I would  not'  like  to  express  any  firm 

opinion  about  that,  because  there  is;  always 
uncertainty  about  the  mental  defective  who 
becomes  psychotic,  and  I have  not  felt  that 
sending  an  acknowledged  mental  defective 
to  a mental  hospital  under  the  procedure  of 
the  Lunacy  Act  was  entirely  the  most  desir- 
able thing  to  do,  though  I think  it  would 
be  justifiable  in  the  circumstances.  One 
would  be  reluctant  to  take  that  course. 


3409.  (Chairman):  In  paragraphs  23-31 
on  the  question  of  custodial  care,  you  do 
not  mention  custodial  care  in  local  health 
authority  hostels  provided  by  the  local 

authority? (Sir  Allen  Daley):  No.  When 

we  are  talking  of  custodial  care,  we  arc 
referring  to  mental  deficiency  institutions, 
run  by  Regional  Hospital  Boards— apart,  of 
course,  from  a few  private  places. 


3410.  But  if,  as  a great  deal  of  our 
evidence  tends  towards,  we  arc  to  try  in 
future  to  deal  with  mental  defectives  less 
in  institutions  than  in  the  past  and  more 
in  special  community  surroundings,  the  ques- 
tion does  arise  whether  the  local  authority, 
who  will  be  responsible  for  supervision 
of  such  people  in  the  community,  should 
have  a special  responsibility  for  providing 
any  necessary  hostels?-—  As  distinct  from 
institutions?  Do  away  with  institutions  and 
deal  with  them  only  in  hostels?  Wc  have 
not  given  any  detailed  consideration  to  that. 
At  first  blush  I would  say  there  might 
have  to  be  some  differentiation  between 
the  grades  of  mental  defect.  What  might 
be  suitable  for  the  feeble-minded,  as  at 
present  defined,  or  high-grade  might  be  quite 
unsuitable  for  the  idiot  and  imbecile.  There 
is  no  inherent  abjection  that  I can  see  to 
the  local  authority  providing  for  the  cate- 
gory of  the  high-grade,  but  I would  like  the 
view  of  my  colleagues  on  this. — (Dr. 
Logan):  To  some  extent  it  is  not  unknown 
for  officers  of  local  authorities  to  accept 
the  responsibility  for  being  guardians  to 
defectives  and  from  that  it  is  a short  step 
to  providing  hostels  for  them.  What  a 
community  can  carry  in  the  way  of  an 
organised  hostel  for  defectives  is  however 
limited,  and,  secondly,  'the  classification 
of  defectives  is  important  even  among 
high-grades ; there  are  people  who  differ 
very  much  in  temperament  and  in  their 
adaptability.  What  was  one  continuous 


provision  has  been  split  in  two  by  the 
operation  of  a National  Health  Service 
Act ; the  local  authority  used  to  be  respon- 
sible for  the  whole  gamut  of  provision, 
but  the  transfer  of  the  hospitals  has  cut 
across  this,  and  I think  it  would  take 
a long  time  before  the  various  spheres 
of  influence  can  be  fairly  and  equitably 
adjusted.  And,  of  course,  this  question 
of  finance  enters  into  the  care  of  the  de- 
fective as  it  does  with  the  person  of  un- 
sound mind ; local  authorities  are  faced 
with  the  burden  of  providing  for  the  aged, 
and  in  my  area  one  female  out  of  every 
six  is  over  the  age  of  about  65.  With 
their  resources  1 do  not  think  they  could 
look  forward  to  any  considerable  exten- 
sion of  this  unless  there  were  some  re- 
arrangement of  the  financial  burden.— {Sir 
Allen  Daley):  Yes,  that  is  a point  for 
the  Associations  of  local  authorities  rather 
than  for  us.  Whilst  Dr.  Logan  has  been 
speaking  one  other  thought  has  occurred 
to  me.  and  that  is  that  if  the  line  of  de- 
marcation were  that  idiots  and  imbeciles 
were  to  be  looked  after  by  Regional  Hos- 
pital Boards  and  the  others  by  local  health 
authorities,  we  are  up  against  a question 
which  has  exercised  my  mind  for  many 
years  in  dealing  with  communities  of  defec- 
tives— whether  you  should  classify  by  in- 
stitutions or  in  institutions.  The  London 
County  Council  believed  in  classifying 
by  institutions,  having  special  institu- 
tions for  the  high-grade  and  others 
for  the  low-grade,  but  the  general  body  of 
opinion  as  far  as  I can  judge  it  through- 
out the  country  is  that  it  is  better  to 
classify  within  institutions  ; that  is  to  say 
have  a large  institution  of  not  fewer 
than  a thousand  people  and  there  take 
all  grades  of  defectives.  One  of  the  reasons 
the  supporters  of  that  view  bring  forward 
is  that  it  gives  the  institution  a much  belter 
name  in  the  locality  than  if  it  is  an  insti- 
tution which  is  confined  to  the  reception  of 
idiots  and  imbeciles.  And  therefore  I would 
like  to  point  out,  in  view  of  that,  that  if 
there  arc  differences  of  authorities’  respon- 
sibility for  the  highest  grade  and  the  lowest 
grade,  then  the  institutions  taking  the  lowest 
grade  only  would  very  soon  get.  a bad 
name  and  people  would  hate  to  think  that 
their  children  had  to  go  there. 

3411.  I was  not  envisaging  hostels  as  of 
the  same  order  as  institutions.  I was  en- 
visaging a kind  of  unit  of  a dozen  or  two 
dozen  beds,  or  possibly  in  some  cases  rising 

to  50. That  would  work  very  well  in 

my  view  for  the  highest  grade  of  defective, 
but  from  experience  at  Darcnth  Park  you 
do  get  a type  of  teenage  girl  who  really 
ought  to  be  confined  in  an  institution  rather 
than  have  the  freer  discipline  which  is  all 
that  would  be  possible  in  a small  place  of 
that  sort  in  the  middle  of  a town.  And 
I am  well  acquainted  with  the  enormous 
administrative  troubles  which  arise  iiv 
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approved  schools  for  older  girls.  Scandals 
are  constantly  arising ; the  local  people 
regard  it  as  a gaol  and  yet  the  girls  have 
been  committed  to  an  approved  school,  and 
very  often  this  would  be  the  same  type  of 
girl  as  you  would  get  at  hostels.  It  is  a 
problem  on  which  we  would  not  like  to  give 
you  a spot  answer,  but  it  is  certainly  one 
on  which  we  will  give  you  a considered 
opinion  if  you  wish. 

3412.  You  mention  in  paragraph  31  a 
person  independent  of  the  institution  being 
associated  with  the  periodic  reviews.  What 
sort  of  independent  person  have  you  in 

mind? He  might  be  a psychiatrist,  or 

maybe  a representative  of  the  people  on 
the  analogy  of  a juryman,  or  a justice  or 
someone  of  that  sort,  or  might  be  a public 
authority.  When  we  refer  to  a guardian  ad 
litem,  where  there  has  been  voluntary  appli- 
cation made  originally  by  parents  who  have 
disappeared,  we  think  there  ought  to  be 
someone  who  would  have  the  interests  of 
the  defective  at  heart ; and  from  the 
analogy  of  the  Adoption  Acts  the  position 
of  guardian  ad  litem  is  very  well  under- 
taken by  officers  of  the  local  authority — it 
used  to  be  the  Education  Department  and 
is  now  the  Children’s  Department— some 
trustworthy  public  official,  whose  job  it 
would  be  to  see  that  the  interests  of  the 
child  were  safeguarded. 

3413.  That  answer  is  really  “a  trust- 

worthy public  official  ” — you  are  not  think- 
ing of  a magistrate? Not  especially. 

Guardian  ad  litem — we  had  in  mind  a 
trustworthy  public  official. 

3414.  Then  on  the  question  of  discharge, 
is  the  termination  of  an  order  for  detention 
for  a defective  really  a medical  question,  or 
how  far  is  it  a medical  question?  Is  it 
not  a question  of  knowledge  of  the  environ- 
ment the  person  is  going  back  to  and  so 

on? Wc  think  that  more  attention  ought 

to  be  paid  to  the  home  circumstances  in 
all  these  cases  where  consideration  is  being 
given  to  the  termination  of  an  order  or  its 
retention. 


3415.  In  paragraph  33  you  mention  a 
medical  examination  independent  of  the 
institutional  one  and  a further  medical  ex- 
amination for  the  patient  after  being  on 
licence  for  two  years.  I am  not  quite  sure 
where  the  medical  examination  fits  in  the 

picture. We  had  in  mind  that  this  would 

be  the  mental  deficiency  expert  of  the  local 
authority  concerned  who  has  now,  in  con- 
nection with  his  ascertainment  work,  at  his 
command  mental  deficiency  officers  who 
give  him  full  reports  of  the  home  circum- 
stances and  all  about  them.  We  do  not 
mean  solely  just  a doctor  going  along  and 
examining  the  defective  but  someone  who 
is  armed  with  full  particulars  about  the 
social  circumstances. — (Dr.  Logan ) : The 
document  which  is  required  to  continue  an 
order  recites,  if  my  recollection  is  correct, 
two  things : it  recites  that  upon  examination 
a person  is  found  to  be  a defective — and 
there  is  a space  for  putting  evidence  of  that 
— and  it  goes  on  to  express  the  opinion  that 
he  is  still  a fit  person  in  his  own  interests 
to  be  detained  in  that  mental  deficiency  in- 
stitution. I think  that  the  emphasis  here 
on  the  medical  examination  is  merely  again 
to  satisfy  oneself  that  the  person  is  within 
the  definitions  of  the  law.  Then  it  is  a 
matter  for  minute  inquiry  and  considera- 
tion as  to  whether  this  individual  can  go 
back  with  any  chance  of  social  success.  I 
would  submit  that  the  social  adaptability 
and  acceptability  is  really  what  matters  in 
looking  at  a defective,  and  I think  my 
medical  colleagues  are  all  agreed. — (Dr. 
Newth ):  After  all,  it  is  the  reaction  of  the 
child  to  his  environment ; you  cannot 
separate . them. 

3416.  Is  there  anything  you  would  like 
to  bring  out  which  our  questions  may  have 

left  in  obscurity? (Sir  Allen  Daley):  I 

do  not  think  so,  my  Lord.  I think  we  have 
been  through  it  rather  carefully  and  there 
is  no  special  point  we  are  anxious  to  elabor- 
ate which  you  have  not  given  us  an  oppor- 
tunity of  doing  in  your  questions. 

(Chairman) : Thank  you  very  much 

indeed. 


(The  witnesses  withdrew .) 
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MINUTES  OE  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

EIGHTEENTH  DAY 

Wednesday,  19th  January,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

Mr.  C'.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Mr.  J.  E.  S.  Simon,  Q.C.,  M.P.  (afternoon 

Sir  Russell  Brain,  Bart.,  D.M.,  P.R.C.P.  only). 

(afternoon  only).  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Mr.  R.  M.  Jackson,  LL.D.,  J.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

Sir  Cecil  Oakes,  C.B.E.,  J.P.  F.R.C.P.,  D.P.H.  (morning  only). 

Miss  H.  M.  Hedley  ( Secretary ) 

Mr.  A.  Flanachian,  Mr.  A.  W.  Beattie,  Mr.  P.  Robertson,  and  Mr.  J.  T.  Waite 
(Secretary)  on  behalf  of  the  Confederation  of  Health  Service  Employees, 
called  and  examined. 


Memorandum  submitted  by  the  Confederation  of  Health  Service  Employees 
Origin,  constitution,  experience 

1.  This  memorandum  is  submitted  by  the  Confederation  of  Health  Service 
Employees,  a trade  union  formerly  known  as  the  National  Asylum  Workers’  Union 
(established  in  1010)  and  later  as  the  Mental  Hospital  and  Institutional  Workers’ 
Union,  but  which  from  the  1st  January,  1946,  has  borne  Us  present  title. 

2.  The  Confederation  represents  mental  hospital  staff  of  all  nursing  and  medical 
grades,  also  ancillary  stalls,  and  clerical,  administrative  and  professional  employees. 
All  these  employees  are,  in  varying  degrees,  responsible  for  the  comfort,  welfare 
and  treatment  of  mental  and  mental  dellciency  patients.  Many  are  directly  con- 
cerned with  the  reception  and  discharge  of  patients. 

3.  We  have  had  long  experience  in  the  mental  hospital  service,  in  close  contact 
with  the  late  Mental  Hospitals  Association  and  its  Joint  Conciliation  Committee, 
which  was  instrumental  in  pioneering  improvements  in  the  service  for  both  patients 
and  stall.  Since  the  establishment  of  our  organisation  wo  have  represented  mental 
nurses  from  the  pauper  lunatic  asylum  era,  when  the  duties  of  attendants  were 
custodial,  to  the  mental  hospital  age,  when  mental  nursing  became  more  closely 
related  to  the  general  nursing  profession.  Our  relationship  throughout  these  years 
with  the  Royal  Medico-Psychological  Association  has  been  cordial,  and  on  many 
occasions  we  have  jointly  sought  to  improve  the  treatment  of  patients  and  to  raise 
ihe  status  of  the  mental  nurse. 

4.  One  of  the  objects  of  our  organisation  is:  — 

“To  consider  any  mailers  relating  to  the  general  administration  and  efficiency 
of  the  Health  Service  ", 

In  this  connection,  we  were  pleased  to  accept  the  invitation  to  submit  the  attached 
evidence  to  Ihe  Royal  Commission. 
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PART  I.  MENTAL  ILLNESS 
Certification  and  admission  to  mental  hospitals 

Voluntary  patients 

5 Admission  of  patients  to  mental  hospitals  on  a voluntary  basis,  as  provided 
under  the  Mental  Treatment  Act,  1930,  has  been  a great  progressive  step  in  the 
treatment  of  mental  illness.  The  large  number  of  patients  taking  advantage  of 
this  procedure  leads  us  to.  the  conclusion  that  with  a removal  of  some  of  the  more 
complicated  processes  of  admission  persons  in  need  of  treatment  would  more  readily 
submit  themselves  to  the  care  of  the  psychiatrist.  Relatives  are  often  discouraged 
in  seeking  a patient’s  admission  to  hospital  by  fear  of  certification,  and  this  may  well 
be  a deterrent  to  the  patient  receiving  early  treatment. 

6.  The  establishment  of  psychiatric  units  at  general  hospitals  and  other  centres 
apart  from  the  mental  hospitals,  where  consultants  are  available  to  advise  and 
guide  or  give  treatment  to  the  patient,  without  formalities  under  the  Lunacy  Act  or 
more  recent  legislation,  is  tending  to  eradicate  the  fear  of  stigma  by  certification. 

7.  Generally,  we  hold  the  view  that  hospital  treatment  for  mental  illness  or  dis- 
order should  be  available  by  a similar  process  as  treatment  for  physical  ailments  is 
obtained  in  other  types  of  hospital. 

This  would  reduce  formalities  for  the  admission  of  voluntary  adult  patients ; but 
for  patients  under  16  years  of  age  the  relatives  should  make  representation  on  their 
behalf,  and  a medical  recommendation,  preferably  a psychiatrist’s,  should  be  required 
in  support. 

8.  We  are,  however,  of  the  opinion  that  a simple  worded  application  in  writing 
for  hospital  treatment  should  be  made  by  a voluntary  patient  and  that  the  require- 
ment of  a maximum  of  72  hours’  notice  to  leave  the  hospital  should  continue, 
the  Medical  Superintendent  having  authority  to  release  the  patient  before  the 
72  hours’  notice  expires  if  arrangements  for  his  release  can  be  completed  before  the 
notice  expires. 

9.  A voluntary  patient  should  be  required  to  conform  to  the  rules  of  the  hospital 
and  one  rule  should  require  the  patient  to  declare  all  articles  and  properties  he /she 
brings  into  the  hospital  on  reception  and  after  any  period  of  absence.  Authority 
should  be  given  to  the  hospital  staff  to  examine  or  check  the  patients’  property. 

10.  Our  recommendations  on  admission  are  therefore:  — 

(i)  That  adult  voluntary  patients  should  be  admitted  to  hospital  with  the  least 

formality. 

(ii)  Should  a voluntary  patient  at  any  time  after  admission  to  hospital  become 
incapable  of  expressing  himself  as  willing,  or  unwilling,  to  continue  to 
receive  treatment,  such  patient  may  be  retained  in  the  status  of  a temporary 
patient. 

Temporary  patients 

11.  Experience  has  shown  that  admission  to  mental  hospitals  as  voluntary  or 
temporary  patients  without  a judicial  order  is  practicable  and  is  more  readily 
accepted  by  the  public  than  admission  with  complicated  procedure. 

12.  In  this  respect  we  have  in  mind  elderly  persons  who  may  have  been  neglected 
at  home,  or  may  be  in  a state  of  mental  disturbance  through  old  age  or  some 
physical  disability. 

13.  There  are  also  persons  who  have  been  admitted  to  some  other  type  of  hospital 
for  care  and  attention  who,  on  becoming  restless  and  confused  temporarily,  have 
been  transferred  to  mental  hospitals  after  being  certified. 

14.  We  are  of  the  opinion  that  all  patients  other  than  voluntary  patients  should  be 
admitted  to  hospital  in  the  status  of  temporary  patients,  so  that  their  transfer,  when 
possible,  to  some  other  form  of  accommodation  can  be  undertaken  with  the  least 
formality. 
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15.  Having  considered  the  procedure  by  which  a person  who  is  suffering  from 
mental  illness  is  admitted  to  hospital  for  temporary  treatment  under  the  Mental 
Treatment  Act,  1930  (Section  5),  we  recommend  a similar  provision  should  be  made 
in  any  new  enactment,  and  should  apply  irrespective  of  the  volitional  state  or  the 
immediate  prospect  of  recovery. 

16.  An  application  for  treatment  in  hospital  should  be  made  by  a relative,  or  by 
a duly  authorised  officer,  and  there  should  be  two  medical  recommendations,  one 
of  which  should  be  from  the  patient’s  own  doctor,  and  the  other  given  by  a 
psychiatrist,  appointed  by  the  Minister  of  Health  for  the  purpose. 

17.  We  believe  that  it  is  desirable  in  all  cases  to  have  a recommendation  from 
a recognised  psychiatrist,  or  a medical  officer  from  a mental  hospital,  to  ensure 
a more  judicious  selection  of  cases.  Such  precaution  may  lead  to  patients  being 
given  alternative  treatment,  as  voluntary  or  domiciliary. 

18.  Patients  admitted  under  this  procedure  should  have  every  opportunity  of 
completing  the  treatment  in  this  category,  and  we  suggest  that  the  period  of  validity 
of  the  application  should  be  two  years,  which  might  be  extended,  under  direction 
of  the  Board  of  Control,  by  periods  of  one  year,  up  to  a maximum  of  five  years 
from  the  date  of  admission. 

19.  Having  suggested  the  abolition  of  the  magistrate’s  order  for  all  initial 
admissions,  we  think  it  reasonable  to  provide  the  unwilling  patient  with  opportunity 
of  raising  objection  to  his  detention.  In  this  respect  we  suggest  a patient  should 
be  informed  that  he  has  the  right  to  communicate  direct  with  a magistrate  or  the 
Board  of  Control.  Provision  should  be  made  for  a patient  to  raise  objection  to 
his  detention  direct  with  a magistrate  or  the  Board  of  Control,  and  interview  with 
either  party  should  be  allowed  to  the  patient. 

20.  The  Board  of  Control  should  be  required  to  investigate  any  complaint  from 
a patient  which  appears  to  show  good  cause  for  enquiry,  and  a personal  visit  by  a 
Commissioner  would  be  advisable,  more  so  if  consultation  was  held  with  the  patient’s 
relatives  during  the  visit. 

Patients  under  judicial  order 

21.  Following  our  proposals  on  voluntary  and  temporary  patients,  we  have  con- 
sidered the  retention  of  patients  who  cannot  be  retained  on  temporary  status  and 
we  suggest  that  a judicial  reception  order  should  only  be  applied  in  such  cases, 
but  we  prefer  to  designate  the  patient’s  status  without  reference  to  his  being  a 
“ certified  patient ", 

22.  We  believe  that  some  indication  of  the  patient  having  been  placed  under  a 
reception  order  would  be  sufficient  without  resorting  to  the  use  of  the  terms 
“ certification  ” and  “ person  of  unsound  mind  To  meet  the  suggested  change,  the 
medical  recommendation  could  state  that  the  patient  is  suffering  from  mental  illness 
requiring  hospital  treatment  and  the  status  of  the  patient  could  be  “ reception  order 
patient 

23.  The  present  judicial  reception  orders  should  be  terminated  at  the  end  of  a 
year,  being  renewed  by  special  reports  and  certificates  from  the  Medical  Superinten- 
dent to  the  Board  of  Control.  Special  reports  would  be  required  at  the  end  of  the 
second,  third,  fifth,  seventh,  and  tenth  year  after  the  making  of  the  order,  and 
thereafter  at  five-yearly  intervals. 

Emergency  admissions 

24.  Having  due  regard  to  the  necessity  to  have  patients  admitted  to  hospital  with- 
out delay,  either  in  the  interest  of  the  patient  or  the  community,  we  are  of  the 
opinion  that  there  should  be  a simplified  form  of  procedure  for  emergency 
admissions. 

25  A duly  authorised  officer  should  have  power  to  remove  a patient  in  need 
of  immediate  care  to  a hospital  designated  for  the  purpose.  The  order  should 
cover  three  days,  to  be  extendable  to  twenty-one  days  on  an  order  signed  by  the 
Medical  Superintendent  of  a mental  hospital,  or  the  psychiatrist  in  charge  ot  a 
psychiatric  unit  of  any  other  type  of  hospital  or  unit.  In  those  cases  where  the 
patient’s  relative  will  not  call  upon  the  services  of  a duly  authorised  officer  but 
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prefers  to  deal  directly  with  a medical  officer,  we  suggest  that  a three-day  order 
should  be  allowed  on  application  by  an  appropriate  member  ol  the  family,  with 
the  support  of  a psychiatrist  from  the  mental  hospital,  or  psychiatric  unit  ot  a 
general  hospital, 

26.  Immediate  examination  by  a psychiatrist  would  reduce  to  a minimum  the 
period  of  observation  during  which  consideration  would  be  necessary  to  determine 
the  best  method  of  disposal. 

Urgency  order 

27.  The  general  feeling  is  to  merge  urgency  order  and  three-day  order  as  a 
means  of  getting  quick  admission. 

Priority 

28.  Under  existing  procedure  certified  admissions  have  absolute  priority  over 
voluntary  admissions,  and  this  may  have  resulted  in  patients  having  been  certified 
to  secure  their  early  admission  to  hospital.  We  arc  of  the  opinion  that  Medical 
Superintendents  should  have  discretion  to  decide  priority.  A question  ol  the  right 
kind  of  accommodation  being  available  for  a particular  type  of  patient  may  arise, 
and  we  think  that  the  Medical  Superintendent  is  best  suited  to  decide  in  such 
cases. 

Discharge  of  patients 

Voluntary  patients 

29.  The  Medical  Superintendent  should  have  power  of  discharging  voluntary 
patients  at  his  own  discretion.  No  change  should  be  made  in  the  procedure  of 
discharge  for  patients  under  16  years  of  age. 

30.  If  a voluntary  patient  is  allowed  to  retain  that  status,  irrespective  of  the 
loss  of  volition,  special  provisions  should  be  made  to  give  power  of  discharge 
in  such  cases  to  an  “appropriate  relative”.  We  are  of  the  opinion  that  the 
“ appropriate  relative  ” should  be  the  relative  who  is  next  of  kin,  or  the  one  who, 
by  arrangement  with  the  next  of  kin,  is  to  be  responsible  for  the  patient’s  welfare 
after  discharge. 

Temporary  and  reception  order  patients 

31.  That  the  power  of  discharge  should  be  with  the  Medical  Superintendent  with- 
out reference  to  the  Management  Committee,  but  any  three  members  of  the  Com- 
mittee can  over-rule  the  Medical  .Superintendent  in  the  power  of  discharge. 

32.  We  do  not  think  there  is  cause  for  any  difference  in  procedure  according 
to  whether  the  patient  has  recovered  or  otherwise. 

Discharge  by  order  of  relatives 

33.  The  National  Health  Service  Act  extended  the  power  of  ordering  discharge 
to  the  “appropriate  relative”  of  a patient,  and  whilst  we  believe  that  the  change 
has  resulted  in  the  patient’s  family  having  greater  confidence  in  the  hospital  pro- 
cedure, we  think  that  the  provisions  of  Section  79  of  the  Lunacy  Act  should  be 
retained  to  enable  any  relative  or  friend  to  apply  to  the  Hospital  Management  Com- 
mittee for  a patient’s  discharge.  Difficulty  nmy  arise  if  the  " appropriate  relative  ” 
acts  against  the  wishes  of  other  relatives  who  may  have  to  bear  a share  of  the 
responsibilities  for  the  patient's  welfare  after  discharge. 

34.  It  does  seem  that  the  relative's  power  of  discharge  will  need  to  be  limited  in 
the  case  of  patients  received  under  .Section  30  of  the  Magistrates’  Courts  Act,  1952. 
otherwise  the  relative’s  power  of  discharge  might  nullify  the  magistrate's  order. 

Barring  certi (hate. 

35.  The  Medical  Superintendent  should  be  empowered  to  issue  a barring  certifi- 
cate if  he  is  of  the  opinion  that  a patient  is  unsuitable  for  discharge  by  reason  of  the 
patient  being  dangerous  to  himself  or  others. 

36.  The  relatives  of  a patient  should  maintain  the  right  of  appeal  against  any 
discharge  which  is  barred  by  the  Medical  Superintendent.  The  appeal  should  be 
lodged  with  the  Board  of  Control. 
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Discharge  to  care  of  local  authority 

37.  We  have  considered  the  position  of  patients  who  are  sufficiently  recovered  to 
be  discharged  but  have  no  relatives  or  friends  to  receive  them  into  their  homes,  or 
provide  for  them  in  any  way.  If  mental  hospitals  are  to  be  looked  upon  as  hospitals 
for  the  treatment  of  mental  illness,  as  soon  as  the  patient  is  suitable  for  discharge 
he  should  be  removed  from  medical  care  and  placed  under  social  supervision. 

38.  We  strongly  recommend  that  local  authorities  should  have  to  provide  accom- 
modation under  Part  111  of  the  National  Assistance  Act  for  patients  considered  fit 
for  discharge  who  would  otherwise  be  homeless. 


Leave  of  absence 

39.  Subject  to  the  approval  of  the  Medical  Superintendent  all  patients  should  be 
allowed  leave  of  absence  without  recourse  to  any  procedure  other  than  notifying 
him  of  the  desire  to  leave  the  hospital  for  a specified  period. 

40.  We  arc  of  the  opinion  that  the  Hospital  Management  Committee  should  be 
empowered  to  make  financial  provision  for  the  maintenance  of  a patient  on  leave, 
and  the  patient  should  not  be  required  to  apply  for  financial  assistance. 


Absence  without  leave 

41.  Wc  recommend  that  the  period  of  14  days  during  which  a patient  absent  with- 
out leave  may  be  brought  back  can  with  advantage  be  extended  to  28  days. 

42.  We  see  no  reason  why  a duly  authorised  officer  should  not  be  empowered  to 
apprehend  a patient  absent  without  leave  and  return  the  patient  to  the  hospital 
from  which  he  is  absent,  or  to  any  other  hospital  designated  for  the  reception  of 
mental  patients. 

43.  Power  could  also  be  invested  in  the  police  to  apprehend  and  hold  until  either 
•the  hospital  arrange  for  members  of  the  staff  to  collect  the  patient,  or  the  duly 
authorised  officer  takes  charge  of  him.  Unnecessary  expense  is  sometimes  incurred  by 
sending  nursing  staff  great  distances  to  recover  a patient  and  we  think  that  without 
there  arc  special  reasons  the  patient  should  be  admitted  to  the  hospital  nearest  to  the 
place  where  he  is  apprehended,  the  change  of  hospital  being  regarded  as  a transfer. 

Transfer  of  patients 

44.  We  sec  no  reason  for  continuing  the  practice  of  obtaining  the  consent  of  the 
Hoard  of  Control  for  the  transfer  of  patients  from  one  hospital  to  another.  Freedom 
of  transfer  between  different  parts  of  the  United  Kingdom  and  Southern  Ireland 
should  be  provided  by  legislation  or  treaty. 


Patients’  property 

45.  The  existing  provisions  for  the  protection  of  patients’  property  while  in  hospital 
operate  very  satisfactorily  in  long-stay  cases.  Nevertheless  we  consider  that  there  is  a 
great  need  for  a simple  and  rapid  interim  procedure  which  can  be  brought  into 
action  within  a matter  of  days  from  the  time  of  the  patients  admission.  We  have 
in  mind  cases  where  delay  may  mean  grievous  financial  loss  to  the  patient , tor 
instance,  where  rent  charges  accumulate  because  no  one  has  authority  to 
the  tenancy  where  it  is  evident  that  the  patient  may  require  prolonged  treatment , 
or  where  small  business  will  lose  all  saleable  value  unless  it  is  sold  immediately 
or  someone  is  appointed  to  manage  it. 

Notification  of  death  to  coroner 

46  The  law  at  present  requires  that  the  death  within  the  hospital  of  any  temporary 
or  certified  patient  shall  be  reported  to  the  coroner  in  a prescribed  form,  giving 
mi-licu  ' s o any  unusual  circumstances  attending  the  death  and  of  any  injuries 
nreient  at  the  time.  This  requirement  does  not,  however  apply  to  voluntary  patients. 
*A  if.  , nu r nose  of  the  report  is  to  provide  a safeguard  it  should  be  applied  to  all 
nuiiinis  huTwe  do  not  think  the  coroner  should  act  upon  the  report  m every  case, 
but  oily  in  such  cases  as  the  Medical  Superintendent  may  refer  to  circumstances 
needing  investigation. 
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Powers  of  the  Medical  Superintendent 

47.  We  have  considered  the  legal  position  of  the  Medical  Superintendent,  particu- 
larly from  the  point  of  view  as  to  his  responsibilities  in  such  matters  as  the  discharge 
of  patients  and  the  writing  of  continuation  orders,  barring  certificates  and  the  transfer 
of  patients,  and  we  have  come  to  the  conclusion  that  the  Medical  Superintendent 
should  be  invested  with  authority  by  legislation  to  be  responsible  for  fullilling  such 
statutory  obligations,  but  he  should  be  empowered  lo  delegate  to  some  other  person 
the  authority  to  carry  out  some  of  the  duties  involved. 

Board  of  Control 

48.  The  Board  of  Control  has  in  the  past  been  regarded  by  patients  and  slalf  as 
a “guardian”  to  whom  patients  could  look  for  assistance  in  times  of  difficulty 
relating  to  their  liberty,  and  the  staff,  particularly  nursing  staff,  have  looked  upon  Ihc 
visits  of  the  Commissioners  of  the  Board  of  Control  as  an  inspection  essential 
to  the  service  by  an  authority  not  directly  controlled  by  the  Hospital  Management 
Committee.  The  nursing  staffs  of  mental  hospitals  and  mental  deficiency  hospitals 
have  on  many  occasions  welcomed  the  Board  of  Control  investigation  of  complaints 
from  patients  and  others  in  respect  of  alleged  ill-treatment  of  patients  by  the  nursing 
staff,  and  in  other  cases  investigation  of  injury  caused  by  accident. 

49  In  this  connection  we  favour  the  continuance  of  the  Board  of  Control  to  deal 
with  ail  matters  concerning  the  duties  of  visitation  and  inspection  of  all  hospitals 
or  health  establishments  where  persons  suffering  from  mental  illness  or  mental 
deficiency  are  under  treatment. 

General 

50.  We  are  of  the  opinion  that  there  is  a necessity  lo  re-write  all  the  enactments 
relating  to  mental  health,  preferably  under  a single  comprehensive  Act,  with  emphasis 
on  simplicity  of  language  and  nomenclature. 

Summary  of  recommendations  : Part  I— Mental  hospital  treatment 

(1)  That  adult  voluntary  patients  should  be  admitted  to  hospital  with  the  least 
formality. 

(a)  A written  application  for  treatment  in  the  simplest  possible  form  should 
be  made  by  the  patient. 

(b)  An  application  for  treatment  as  a voluntary  patient  for  a person  of  16 
years  of  age  or  under  should  bo  presented  by  the  parent  or  guardian, 
supported  by  a medical  recommendation,  preferably  of  a psychiatrist. 

(c)  Voluntary  patients  should  be  required  to  give  notice  of  their  intention 

to  leave  the  hospital.  The  notice  to  be  of  72  hours’  duration. 

(cl)  All  voluntary  patients  should  bo  required  to  conform  to  hospital  rules  and 
regulations. 

(2)  The  Medical  Superintendent  should  have  authority  lo  discharge  or  release 
ihc  voluntary  patient  at  any  time  under  favourable  circumstances. 

(3)  All  initial  admissions  other  than  voluntary  should  be  in  the  status  of  tem- 
porary patients — without  a judicial  order:  two  medical  recommendations  to  be 
required,  of  which  one  must  be  from  an  experienced  psychiatrist,  the  other  from 
the  patient’s  own  doctor. 

(а)  We  recommend  that  the  period  of  treatment  should  be  up  lo  two  years 

in  the  first  instance,  but  if  the  Medical  Superintendent  thinks  recovery 
is  possible  with  extended  treatment,  permission  of  the  Board  of  Control 
should  be  obtained  to  continue  temporary  treatment  for  further  periods 
of  one  year  to  a maximum  of  five  years. 

(б)  A temporary  patient  should  have  the  right  of  interview  with  a magistrate 
or  representative  of  the  Board  of  Control,  if  he/she  raises  objection  to 
the  continuance  of  treatment. 
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(4)  Judicial  orders  should  only  be  necessary  after  completion  of  temporary  treat- 
ment ; two  medical  recommendations  should  be  required.  Changes  in  terminology 
should  be  made  in  connection  with  judicial  orders,  and  the  terms  “certification” 
and  certified  patient”  should  no  longer  be  used.  We  recommend  the  term 

reception  order  patient  ”, 

(5)  We  recommend  that  the  procedure  for  emergency  or  urgency  admissions 
should  be  simplified.  A duly  authorised  officer,  or  a relative  (with  medical  support) 
should  he  authorised  to  make  a three-day  order  (extendable  to  21  days)  for  admis- 
sion to  an  observation  unit  or  designated  mental  hospital. 

Medical  Superintendents  of  mental  hospitals  should  have  discretion  to  decide 
priority  of  admission  of  all  patients. 

(6)  Voluntary  patients  who  become  incapable  of  expressing  themselves  as  willing 
or  unwilling  to  continue  treatment  and  are  allowed  to  retain  their  voluntary 
status,  tile  appropriate  relative  should  have  power  of  discharge. 

(7)  The  Medicul  Superintendent  should  be  empowered  to  issue  a barring  certifi- 
cate if  he  is  of  the  opinion  that  a patient  is  unsuitable  for  discharge  by  reason 
of  the  pulicnl  being  dangerous  to  himself  or  others. 

(8)  The  relatives  of  patients  should  have  the  right  of  appeal  against  any  discharge 
which  is  barred  by  the  Medical  Superintendent.  The  appeal  to  be  lodged  with  the 
Board  of  Control. 

(9)  Provision  should  be  made  for  the  removal  of  patients  from  one  mental 
hospital  to  another  or  to  a general  hospital,  for  special  treatment,  without  having 
to  obtain  the  consent  of  the  Board  of  Control  or  having  to  resort  to  any  transfer 
formalities. 

(10)  Local  authorities  should  be  required  to  provide  accommodation  for  patients 
considered  fit  for  discharge  from  mental  hospitals  who  would  otherwise  be  homeless. 

(11)  The  provisions  for  leave  of  absence  should  be  made  uniform  for  all  hospitals 
and  all  categories  of  patients.  Financial  assistance  for  patients  on  leave  should 
be  made  by  the  Hospital  Management  Committee. 

(12)  We  recommend  that  the  period  of  14  days  during  which  a patient  other 
than  a voluntary  patient  absent  without  leave  may  be  brought  back  can  with 
advantage  he  extended  to  28  days. 

(13)  Provision  should  be  made  for  transfer  of  patients  between  hospitals  without 
obtaining  consent  of  the  Board  of  Control. 

(14)  A simple  form  of  legal  procedure  should  be  established  for  the  early 
protection  of  patients’  property,  after  admission  to  hospital. 

(15)  The  coroner  should  be  notified  of  all  deaths  in  mental  hospitals,  but  should 
not  necessarily  itave  to  act  upon  the  report  in  every  case,  but  only  in  such  cases 
as  the  Medical  Superintendent  may  refer  to  circumstances  needing  investigation. 

(Ift)  The  principle  of  medical  authority  in  mental  hospitals  should  continue  to 
ho  recognised.  Statutory  medical  powers  and  duties  should  be  entrusted  to  the 
Medical  Superintendent  who  should  have  authority  to  delegate  some  of  his  responsi- 
bilities to  his  deputy  or  other  medical  officer. 

(17)  The  Board  of  Control  should  bo  retained  to  deal  with  matters  affecting  the 
liberty  of  the  patient,  and  for  visiting  as  inspectors  all  hospitals  where  treatment 
for  mental  illness  is  practised. 

(18)  That  all  enactments  relating  to  mental  health  should  be  revised  under  a 
comprehensive  title,  with  emphasis  on  simplicity  of  language  and  nomenclature. 

PART  II.  MENTAL  DEFICIENCY 

51  In  general  the  Mental  Deficiency  Acts  provide  efficient  and  fair  treatment 
to  those  whom  they  are  designed  to  protect.  There  are  [certain  difficulties  of 
interpretation,  however,  and  the  large  number  of  amendments  since  the  Act  of 
1913  make  difficulties  for  the  administrators. 
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Definition  of  mental  deficiency 

52.  The  definition  of  mental  deficiency  given  in  the  Mental  Deficiency  Act,  1927, 
has  left  doubt  in  the  minds  of  some  administrators,  particularly  with  regard  to  the 
separation  of  the  two  classes  "feeble-minded"  and  “moral  defect".  It  is  con- 
sidered that  only  people  of  sub-normal  intellect,  who  are  also  socially  inefficient, 
should  be  dealt  with  under  legislation  relating  to  mental  deficiency.  Emphasis 
should  bo  placed  upon  social  incompetence,  whether  this  arises  from  defects  in 
intelligence,  temperament,  character  or  initiative.  This  we  think  would  lead  to  the 
inclusion  of  individuals  at  present  known  as  "psychopathic  personalities"  lor  whom 
no  direct  statutory  provision  is  made. 

53.  We  consider  the  title  “moral  defective"  serves  no  useful  purpose  and  should 
be  abolished,  as  the  existing  definition  of  a “ moral  defective  " is  such  that  no  person 
can  come  within  it  unless  he  also  falls  within  one  of  the  other  classes. 

54.  The  category  titles  at  present  in  use,  c.g,  “ idiot ",  " imbecile  ” and  “ feeble- 
minded person  ” have  become  oil'ensive  to  many  persons,  and  consideration  should 
be  given  to  their  replacement  by  some  such  term  as  “ person  requiring  special  care  ” 
grade  one.  two  or  three. 

55.  The  expression  “ person  requiring  special  care " to  have  the  same  meaning 
as  applies  under  the  Mental  Health  Act  (Northern  Ireland)  194K,  i’art  III.  Section  19, 
Paras,  2 and  3,  i.c. 

(а)  unable  to  guard  themselves  against  common  physical  dangers ; 

(б)  incapable  of  managing  themselves  or  Ihcir  affairs  or,  being  children,  of 
being  taught  to  do  so ; 

(c)  being  children,  the  subjects  of  report  to  the  local  authority,  that  they 
have  been  found  incapable  of  receiving  education  at  school ; 

(rt)  in  need  of  care,  supervision  and  control  for  the  protection  of  others. 

Legal  age  limit 

56.  We  consider  that  it  is  essential  that  a legal  age  limit,  during  which  such 
defects  may  become  apparent,  should  he  retained  and  raised  from  18  to  21  years. 

Admission  to  hospital 

Voluntary  patients 

57.  A patient  of  16  years  of  age  or  more  should  he  permitted  to  make  written 
application  for  hospital  treatment  on  a voluntary  status.  The  application  should 
be  submitted  to  a psychiatrist  employed  by  (he  local  authority  or  direct  to  the 
Medical  Superintendent  of  the  mental  deficiency  hospital  to  which  the  patient 
seeks  admission. 

58.  A patient  under  16  years  of  uge  should  be  admitted  as  a voluntary  patient, 
upon  application  by  the  parent  or  guardian,  or  in  the  absence  of  both,  the  local 
authority. 

59.  In  either  ease  the  application  should  be  accompanied  by  a recommendation 
from  a medical  practitioner  specially  appointed  for  the  purpose  by  the  Minister 
of  Health  and  a recommendation  from  the  patient’s  own  doctor.  Such  admission 
should  be  for  a period  of  not  more  than  three  months  at  any  one  time,  subject 
only  to  the  approval  of  the  Medical  Superintendent.  At,  or  before,  the  end  of 
the  three  months'  period,  steps  should  be  taken  to  either  discharge  the  patient,  or 
continue  treatment  in  the  most  appropriate  class. 

Temporary  patients 

60.  Temporary  treatment  as  provided  within  the  conditions  of  the  Ministry  of 
Health  Circular  5/52  should  be  encouraged  and  provided  for  in  any  new  enactment. 
The  admission  of  a patient  for  short  term  treatment  or  on  the  grounds  of  domestic 
urgency  should  be  extended  to  include  admission  for  observation,  diagnosis,  short 
therapy  or  training. 

61.  The  parent  or  guardian  of  a patient  under  21  years  of  ago  should  be  required 
to  make  application  for  admission  for  temporary  treatment  and  two  medical  recom- 
mendations should  be  submitted  in  support,  one  of  which  should  be  from  a 
psychiatrist  with  experience  in  mental  deficiency. 
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62.  If  the  patient  is  21  years  of  age  or  over  application  may  be  made  direct 
to  a psychiatrist  employed  by  the  local  authority  or  the  Medical  Superintendent 
of  the  mental  deficiency  hospital  to  which  the  patient  seeks  admission. 

63.  At,  or  before,  the  expiration  of  a period  of  three  months,  the  Medical  Super- 
intendent should  review  the  admission  for  temporary  treatment  and  determine 
whether  the  patient  should  continue  treatment  in  that  category,  or  be  discharged, 
or  re-classified  as  a voluntary  patient,  or  be  subject  to  a legal  order. 


Emergency  admissions 

64.  Where  a patient  is  admitted  to  a mental  deficiency  hospital  as  a place  of 
safety,  (he  detention  should  not  be  for  more  than  three  months  in  the  first  place. 
At  the  end  of  that  period  the  Medical  Superintendent  should  consider  the  necessity 
for  continued  treatment  in  one  of  the  following  grades:  — 

(i)  Temporary  treatment. 

(ii)  Without  legal  order. 

(iii)  With  legal  order. 

65.  Should  the  Medical  Superintendent  be  of  the  opinion  that  the  patient  does 
not  require  further  treatment  under  either  of  these  grades,  the  patient  should  he 
discharged  to  the  care  of  a relative,  guardian  or  local  authority.  In  eases  where 
the  patient  has  no  home  of  his  own,  or  the  home  conditions  are  bad,  the  local 
authority  should  have  to  provide  suitable  accommodation. 


Admission  under  legal  order 

66.  Admission  under  legal  order  should  be  used  only:  — 

(i)  When  a patient  who  has  had  voluntary  or  temporary  treatment  wishes  to 

be  discharged  or  discharge  is  claimed  by  the  parents  or  guardian  but  the 
Hospital  Management  Committee  on  the  advice  of  the  Medical  Super- 
intendent considers  the  patient’s  discharge  is  likely  to  lead  to  danger  to 
himself  or  others. 

(ii)  We  believe  that  in  all  such  cases  the  intervention  of  a justice  is  essen- 
tial for  the  reassurance  of  the  relatives  and  the  public,  the  protection  of 
the  Medical  Superintendent  and  officials  concerned,  and  the  public  asser- 
tion of  the  liberty  of  the  subject.  Safeguards  are  especially  required  when 
dealing  with  the  higher-grade  defective  patient,  as  the  nature  of  his 
condition  is  not  always  apparent  to  the  relatives  or  the  public. 

67  Power  to  enforce  admission  to  suitable  accommodation  away  from  home 
should  be  vested  in  local  authorities  in  cases  in  which  parents  are  opposed  to 
the  removal  against  medical  advice. 


Power  lt>  deal  with  patients  with  legal  order 

68.  We  are  of  the  opinion  that  an  order  of  a judicial  authority  should  be 
obtainable  by  petition  from  a relative  of  the  defective  when  treatment  is  sought 
willingly  or  by  a duly  authorised  officer  of  the  local  authority  when  the  relative 
is  opposed  to  the  removal.  The  petition  to  be  accompanied  by  two  medical 
certificates,  ono  to  be  signed  by  a medical  practitioner  and  one  by  a psychiatrist 
with  special  experience  in  mental  deficiency. 

Reports  . t 

69.  We  recommend  that  the  Medical  Superintendent  or  the  appropriate  hospital 
administrator  should  be  required  to  report  to  the  Board  of  Conti  ol. 

(a)  The  admittance  of  voluntary  patients  not  later  than  six  months  after 
admission  and  thereafter  at  regular  intervals. 

(b)  The  admittance  of  temporary  patients  and  those  patients  admitted  m their 

own  interests,  within  three  months  after  date  of  admission. 


Ascertainment  . , 

70  The  ascertainment  of  any  person  as  a “mental  defective  should  be  on 
the  recommendation  only  of  a medical  practitioner  with  special  experience  in  mental 
deficiency.  * , 
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Discharge  and  withdrawal 

Voluntary  patients 

71.  We  recommend  that  adult  voluntary  patients  should  have  the  right  to  leave 
the  hospital  after  giving  72  hours’  notice.  Patients  under  16  years  of  age  should 
be  allowed  to  leave  by  arrangement  with  the  parent  or  guardian  and  the  Medical 
Superintendent. 

Temporary  patients  and  patients  admitted  under  order 

72  The  Hospital  Management  Committee  should  be  empowered  to  discharge  a 
patient  to  the  care  of  a parent,  guardian  or  local  authority  on  the  written  advice 
of  the  Medical  Superintendent. 

Medical  and  nursing  supervision 

73  We  are  mindful  of  the  fact  that  there  are  mental  deficiency  hospitals  where 
the  principal  administrative  officer  is  a lay  superintendent,  or  a nurse  and  the 
medical  service  is  provided  by  arrangement  between  the  hospital  authority  and  a 
local  general  practitioner  who  visits  the  hospital  at  intervals  of  two  or  three 
days.  In  cases  of  emergency  the  practitioner  is  called  to  the  hospital  by  telephone. 
We  are  of  the  opinion  that  wherever  practicable  these  hospitals  should  be  provided 
with  constant  medical  service.  We  envisage  the  use  of  occupational  therapy  centres 
and  residential  hostels  by  local  authorities  for  the  accommodation  of  mental  defec- 
tives and  we  suggest  that  these  units  should  be  grouped  to  come  under  _ the 
supervision  of  medical  officers  experienced  in  the  treatment  of  mental  defectives, 
and  a qualified  mental  deficiency  nurse  should  be  in  charge  of  the  nursing  service 
in  each  unit. 

Removal  of  patients  to  other  hospitals 

74.  The  removal  of  a patient  for  a limited  period  from  the  mental  deficiency 
hospital  to  any  other  for  special  treatment  should  be  possible  without  transfer 
formalities. 

75.  The  removal  of  a patient  for  an  unpredictable  period  for  special  treatment 
should  be  arranged  by  a simple  form  of  transfer  having  due  regard  to  any  order 
affecting  the  patients. 

Removal  of  patients  discharged  to  care  of  local  authority 

76.  Local  authorities  should  have  to  provide  accommodation  and  to  admit 
thereto  discharged  patients  who  would  otherwise  be  homeless.  Such  accommoda- 
tion could  be  maintained  by  each  local  authority,  or  on  a joint  user  basis  where 
it  is  necessary  on  the  grounds  of  economy. 

Persons  guilty  of  offences 

77.  The  overwhelming  majority  of  persons  admitted  to  mental  deficiency  hos- 
pitals on  order  from  the  courts  are  in  the  higher  intelligence  group,  and  we  are 
of  the  opinion  that  many  of  them  are  social  failures  arising  from  bad  home  con- 
ditions, lack  of  parental  control  and  poor  social  environment. 

78.  We  consider  these  offenders  require  a different  form  of  treatment  from  that 
best  suited  to  the  lower  intelligence  defective,  and  it  is  essential  that  the  two  grades 
should  be  separated.  Existing  accommodation  and  the  acute  shortage  of  nursing 
staff  in  the  wards  does  not  provide  the  necessary  supervision  or  specialised  treat- 
ment from  which  the  offenders  would  benefit,  and  we  doubt  very  much,  even  with 
better  accommodation  and  more  staff,  that  a form  of  treatment  on  a common 
basis  could  be'  found  to  benefit  the  lower  intelligence  group  of  defective  and  the 
higher  intelligence  group  of  offender. 

79.  Under  existing  circumstances,  improvements  in  the  offenders’  moral  failings 
are  few.  There  is  a tendency  to  deterioration,  and  they  impose  their  offensive 
tendencies  upon  the  less  intelligent  defective. 

80.  Having  considered  the  effects  of  persons . being  admitted  to  mental  deficiency 
hospitals  after  being  found  guilty  of  offences,  we  strongly  recommend  that  special 
accommodation  should  be  provided  for  such  patients. 
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SI.  If  special  accommodation  is  not  provided,  the  Hospital  Management  Commit- 
tee  on  the  advice  of  the  Medical  Superintendent  should  be  empowered  to  refuse 
reception  of  a patient  if  suitable  accommodation  and  staff  are  not  available. 

Leave  of  absence 

82.  We  are  of  the  opinion  that  the  Medical  Superintendent  should  have  discretion 
in  allowing  any  patient  to  have  leave  of  absence. 

83.  The  Hospital  Management  Committee  should  be  empowered  to  make  provision 
for  the  maintenance  of  the  patient  whilst  on  leave. 

Absence  without  leave 

84.  A patient  who  absents  himself  without  leave  should  be  liable  by  law  to 
return  within  six  months  from  the  date  on  which  he  left  the  hospital. 

85.  Duly  authorised  officers  of  public  authorities,  the  police  and  members  of  the 
hospital  staff  detailed  by  the  Medical  Superintendent,  should  have  authority  to 
apprehend  the  patient. 

86.  We  think  it  would  be  convenient  for  the  patient  to  be  taken  to  any  suitable 
accommodation  available  near  to  where  the  patient  is  apprehended,  pending  any 
further  arrangements. 

87.  Matters  common  to  mental  and  mental  deficiency  legislation : — 

(1)  Notification  of  death  to  coroner. 

(2)  Powers  of  the  Medical  Superintendent. 

(3)  Board  of  Control. 

(4)  Necessity  to  re-write  all  the  enactments  relating  to  mental  health  and  mental 
deficiency. 

88.  Having  put  forward  our  views  on  the  above  matters  in  relation  to  mental 
health,  we  do  not  think  it  necessary  to  repeat  them  in  respect  of  mental  deficiency 
laws,  but  we  consider  that  the  principles  involved  could  have  common  application  in 
both  fields. 

Summary  of  recommendations:  Part  II — Mental  deficiency  hospital  treatment 

(1)  That  voluntary  treatment  be  available  to  mental  deficiency  patients  with  the 
least  formality. 

(2)  That  temporary  treatment  be  continued  and  extended  to  include  admission 
for  observation,  diagnosis,  short  therapy  or  training. 

(3)  That  the  title  “ moral  defective  ” be  abolished. 

(4)  That  the  existing  category  titles  “ idiot  ”,  “ imbecile  ”,  “ feeble-minded  person  ” 
should  be  abolished  and  be  replaced  by  such  term  as  “ person  requiring  special  care  ” 
grade  one,  two  or  three. 

(5)  The  legal  age  limit  should  be  retained,  but  raised  from  18  to  21  years. 

(6)  Review  of  status  of  patient  admitted  to  “ place  of  safety  ” after  period  of  not 
more  than  three  months. 

(7)  The  Medical  Superintendent  to  report  to  Board  of  Control  on  admittance  of 
voluntary  and  temporary  patients. 

(8)  The  ascertainment  of  any  person  as  a “ mental  defective  ” should  be  on  the 
recommendation  only  of  a medical  practitioner  with  special  experience  in  mental 
deficiency. 

(9)  Voluntary  patients  to  give  72  hours’  notice  to  leave  hospital. 

(10)  The  Medical  Superintendent  to  have  power  to  discharge  voluntary  patients  at 
any  time. 

(11)  The  Hospital  Management  Committee  to  have  power  to  discharge  patient 
under  Order  with  the  written  advice  of  the  Medical  Superintendent. 

(12)  Removal  of  patients  from  one  hospital  to  another  for  special  treatment. 

(13)  Transfer  of  patient  for  unpredictable  period. 

30774  A 5 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


664 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


(14)  Provision  of  accommodation  by  local  authorities  for  discharged  patients  who 
would  otherwise  be  homeless. 

(15)  Special  accommodation  for  patients  found  guilty  of  offences  by  courts,  failing 
which  the  Hospital  Management  Committee  to  determine  acceptance  of  patient. 

(16)  The  Medical  Superintendent  to  have  discretion  in  permitting  leave  of  absence. 
The  Hospital  Management  Committee  to  make  provision  for  patients’  maintenance. 

(17)  Patients  absent  without  leave  to  be  liable  by  law  to  return  within  six  months. 
Duly  authorised  officers,  police  or  hospital  staff  to  be  allowed  to  apprehend. 


Examination  of  Witnesses 


(Chairman):  Good  morning.  Would  you 
like  formally  to  introduce  the  delegation/ 

(Mr.  Waite):  Yes,  Sir.  My  own  name 

is  Waite,  and  although  not  directly  em- 
ployed in  the  wards  of  a mental  hospital  or 
mental  deficiency  hospital  at  the  moment,  I 
have  had  16  years’  experience  in  the  mental 
hospital  service.  On  my  right  is  Mr. 
Robertson  who  is  a registered  mental  de- 
ficiency nurse  employed  at  the  Calderstones 
Hospital,  Whalley,  near  Blackburn ; he  has 
had  30  years’  practical  service  in  mental  de- 
ficiency hospitals,  and  he  is  a charge  nurse. 
Mr.  Flanaghan  is  an  assistant  chief  male 
nurse  at  the  Winwick  Hospital  in  Lancashire 
and  has  had  30  years’  service  as  a regis- 
tered male  nurse.  On  my  extreme  left  is 
Mr.  Beattie  who  is  a charge  male  nurse 
at  the  Winterton  Hospital,  Durham,  who 
has  had  over  20  years’  mental  nursing 
experience  and  that  in  the  aggregate  gives 
a reasonable  representation  of  the  service. 

3417.  Would  you  like  to  make  any  general 
statement  before  we  go  through  your 
memorandum  of  evidence?  No,  Sir,  1 
think  that  the  points  that  we  wish  to  raise 
are  included  in  the  document. 

3418.  In  paragraph  2 there  is  one  small 

point  I wanted  to  clarify.  You  say  that 
your  Confederation  represents  nursing  and 
medical  grades? Yes,  Sir. 

3419.  When  you  say  “medical  grades’’, 
do  you  mean  that  it  does  represent  the 

doctors  in  mental  hospitals? Our 

membership  includes  doctors  in  the  mental 
hospital  service. 

3420.  In  paragraph  8 you  say  that  you 
think  that  the  requirement  of  a maximum 
of  72  hours’  notice  to  leave  the  hospital 

should  be  retained.  I wonder  why? We 

think,  Sir,  that  on  the  question  of  leaving 
the  hospital,  some  written  notice  should  be 
given  by  the  patient,  firstly  to  enable  the 
Medical  Superintendent  to  make  contact 
with  the  relatives,  guardians  or  the  local 
authority ; to  make  arrangements  for  the 
reception  of  the  patient,  or  for  someone  to 
look  after  him  and  take  him  home.  We 
find  also  that  from  the  point  of  view  of  the 
nurses  in  the  wards,  it  gives  them  time  to 
talk  to  the  patient  and  make  the  position 
plain  to  him  and  give  him  a little  advice ; 
after  all  the  patient  has  been  with  the  nurse 
who  is  his  closest  contact  in  the  hospital. 


There  is  another  point  too,  Sir,  that  if 
there  is  a waiting  list  there  is  time  for  the 
bed  to  be  prepared  after  notice  of  the 
patient’s  intention  to  leave.  We  do  not  go 
beyond  that.  It  is  simply  a matter  of  the 
patient’s  welfare,  and  we  think  that  by  giving 
written  notice  that  welfare  can  best  be 
served. 

3421.  (Mr.  Bartlett):  You  do  not  think 
that  verbal  notice  would  serve  that  purpose? 

No,  Sir,  I think  a written  notice  is 

necessary  because  it  does  avoid  any  diffi- 
culties arising  either  from  the  relatives’  point 
of  view,  or  from  the  patient’s  point  of  view. 
When  there  is  a written  notice,  there  is 
something  there  that  anyone  can  refer  to. 

3422.  (Chairman):  Does  it  not  strike  you 

as  rather  anomalous  that  this  requirement  of 
written  notice  of  72  hours  applies  to  a 
voluntary  patient,  but  it  docs  not  apply  to 
the  application  by  the  relatives  for  the  dis- 
charge of  a certified  patient? It  may  be 

anomalous.  Sir,  but  I think  that  the  working 
of  this  notice  has  been  satisfactory,  and  we 
think  that  it  should  continue  even  though 
it  may  by  comparison  seem  anomalous. 

3423.  It  is  not  so  much  the  working  of 

the  notice,  but  the  undertaking  which  has 
to  be  given  by  a voluntary  patient  before 
admission  that  he  will  give  that  notice. 
Other  witnesses  have  suggested  that  it  has 
an  air  of  formality  which  deters  a certain 
number  of  voluntary  patients,  and  at  the 
same  time  it  is  probably  not  an  enforce- 
able undertaking  in  law. (Mr. 

Flanaghan):  The  question  of  the  72  hours’ 
notice  by  a voluntary  patient  is  different 
from  Section  72  being  applied  by  the  re- 
lative who  says,  “ Under  Section  72  I am 
going  to  take  this  patient  out.”  The  re- 
lative is  then  informed  that  the  responsibility 
for  anything  that  happens  to  that  patient 
or  done  by  that  patient  is  his  responsibility, 
and  you  feel  satisfied  that  you  have  handed 
that  patient  over  to  a person  who  knows 
what  he  is  doing,  but  with  a voluntary 
patient  he  himself,  or  she  herself,  is  ex- 
pressing a wish  to  go  out.  The  72  hours’ 
notice  is  written  by  the  patient,  it  is  handed 
to  the  nurse  or  assistant  charge  nurse  of  the 
ward  who  contacts  the  doctor.  During  that 
period  it  is  possible  that  the  mental  dis- 
turbance which  caused  the  patient  tcrwrite 
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that  notice  is  now  settling,  and  at  a dis- 
cussion with  the  sister  or  the  charge  nurse 
or  the  medical  officer  the  patient  may  begin 
to  settle  down  to  see  the  folly  of  it  and 
very  often  withdraws  the  notice.  If  the 
patient  does  not  withdraw  the  notice,  the 
72  hours  does,  as  Mr.  Waite  says,  give  the 
local  authority  or  the  relative  to  whom  the 
patient  is  going  the  opportunity  to  make 
arrangements,  to  bring  in  clothing,  to  make 
certain  that  the  patient  is  going  out  into 
proper  conditions. 

3424.  (Mr.  Bartlett ):  Would  you  say  at 
the  moment  there  are  hospitals  where  the 

due  notice  is  not  insisted  upon? In 

many  hospitals  notice  is  not  insisted  upon 
where  the  patient  obviously  is  well  enough 
to  leave  and  where  the  relative,  probably 
at  their  visit  on  the  Saturday  or  Wednes- 
day, have  contacted  the  medical  officer  or 
the  Superintendent  and  said,  “We  have 
good  home  conditions  whenever  he  wants  to 
come  home,  and  his  employer  is  also  ready 
to  take  him  back.”  Under  those  conditions 
we  do  allow  it. 


3425.  Have  you  ever  found  any  difficul- 
ties arising  as  a consequence  of  that  written 

notice  not  being  insisted  upon? No,  Sir, 

I would  not  say  we  have  found  difficulty, 
but  we  have  found  that  where  a patient 
has  insisted  on  leaving  within  36  hours 
or  48  hours  the  patient  has  been  returned 
to  us  under  Section  20  by  the  duly 
authorised  officer,  because  the  mental  dis- 
turbance was  obviously  too  bad  when  he 
went  back  to  work. — (Mr.  Beattie ):  There 
is  a point,  if  I may  make  it,  about  the 
comparison  between  the  72  hours’  notice 
and  Section  72.  Under  Section  72  it  is 

the  relative  who  makes  the  application, 

thereby  being  aware  that  he  is  going  to 
take  the  patient  out,  but  in  the  case  of 
a voluntary  patient  the  72  hours’  notice 
permits  the  authorities  to  make  the  relatives 
aware  that  the  patient  is  likely  to  be 

leaving  the  hospital. 

3426.  0 Chairman ):  In  the  case  of  a 

voluntary  patient  do  you  always  com- 
municate with  the  relatives? The  Medi- 

cal Superintendent  does,  yes. 

3427.  That  is  invariable? The  invari- 

able rule. 

3428  And  is  no  notification  sent  to  the 

family’  doctor? (Mr.  Flanaghan ):  No, 

Sir  We  hope  that  the  medical  officer 
would  contact  the  family  doctor  if  there 
is  any  doubt,  but  we  ourselves  have  no 
need  to  contact  him.  The  patient  comes 
in  as  a voluntary  patient  and  the  relative 
very  often  comes  along  with  him,  and  when 
he  is  going  to  return  home  the  relative 
will  make  arrangements  to  receive  him. 


3429.  ( Sir  Cecil  Oakes):  Do  you  not 
think  the  practice  of  notifying  the  general 
practitioner  that  a patient  is  going,  to  be 
disch^ged  would  be  a valuable  link  in  your 
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service  as  well  as  in  the  general  hospital 
service?— — (Mr.  Waite.) : It  would  have 
much  to  commend  it,  Sir,  very  much  indeed. 
The  patient  has  submitted  himself . for 
voluntary  treatment  just  as  a patient  in  a 
general  hospital  and  beyond  the  fact  that 
he  is  in  the  hospital  some  contact  should 
be  made  again  with  the  general  practi- 
tioner. In  fact  we  think  that  the  general 
practitioner  should  be  the  person  to 
approach  the  hospital  for  the  voluntary 
patient  to  come  in,  and  if  that  is  so  then 
the  general  practitioner  should  be  in- 
formed when  the  patient  leaves  the  hospital. 

3430.  0 Chairman ):  Do  I gather  that  while 

the  presumption  in  the  general  hospital  is 
that  you  will  always  communicate  with  the 
general  practitioner  when  you  discharge 
your  patient,  the  presumption  in  the  case 
of  the  mental  hospital  is  that  you  will 
not? That  is  right. 

3431.  (Dr.  Rees):  Is  it  not  in  fact  the 
practice  in  most  mental  hospitals  to  com- 
municate with  the  general  practitioner  when 

the  patient  is  discharged? Not  that  I am 

aware  of. 

3432.  That  would  not  be  within  the 

nurse’s  province? No,  Sir. 

3433.  It  would  be  done  by  the  adminis- 
trative staff  and  the  doctors?- Yes,  Sir, 

but  I think  it  would  be  true  to  say  that  the 
nurse  would  know  the  procedure  in  his  own 
hospital  after  such  long  service. 

3434.  (Mr.  Bartlett):  The  nurse  would  not 
know  in  every  case  if  the  Medical  Super- 
intendent had  communicated  with  the 
general  practitioner?—; — Not  in  every  case, 
but  the  general  practice  would  be  known. 

3435.  (Dr.  Rees):  The  nurse  would  not 

know  if  there  had  been  a letter  sent  to 
the  family  doctor? No. 

3436.  But  you  are  not  aware  of  the  fact 
that  in  most  hospitals  this  is  the  practice? 

No,  Sir.— (Mr.  Flanaghan):  I can 

imagine  that  under  Section  72  the  practi- 
tioner would  be  notified,  but  I.  cannot 
imagine  it  with  the  voluntary  patient  be- 
cause there  is  no  necessity. 

3437.  (Mrs.  Braddock):  Would  a record 
be  made  on  the  case  paper  that  the  general 

practitioner  had  been  notified? 1 have 

never  seen  one. 

3438.  But  if  it  happened  that  would  be 
after  the  case  paper  had  left  the  ward? 

Yes. 

3439.  (Dr.  Rees):  Have  you  known  any 
patients  to  be  deterred  from  entering  as 
voluntary  patients  because  they  have  to 
undertake  to  give  the  72  hours’  notice? 

(Mr.  Waite):  No,  in  the  main  the 

patient  is  disturbed  at  the  fact  that  he  has 
had  to  go  to  the  mental  hospital.  The 
individual  who  receives  the  patient  _ gener- 
ally, through  experience,  obtains  his  con- 
fidence in  the  first  two  or  three  minutes. 
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It  is  pointed  out  to  the  patient,  “ You  can 
get  treatment,  you  come  of  your  own.  volition 
and  we  want  to  assist  you.  You  on  your 
part  can  assist  us  by  filling  in  the  bottom 
of  the  form  because  here  we  want  to  give 
you  treatment  and  you  are  expressing  your 
opinion  that  you  want  to  receive  it."  After 
about  five  minutes  of  that  patients  are  very 
often  prepared  to  sign  the  undertaking.  If 
there  have  been  any  cases  of  difficulty,  it 
is  owing  to  the  manner  in  which  they  have 
been  received  much  more  than  the  notice 
itself. — (Mr.  Flanaghan ) : I have  never 

known  any  case  where  there  was  refusal 
to  come  in  because  they  had  to  sign  the 
form.  If  there  is  then  the  fault  lies  with 
the  person  who  is  receiving  them.  You  are 
in  daily  contact  with  the  patients ; you 
learn  very  quickly  that  you  have  to  get 
at  the  inside  of  the  individual  by  chatting 
to  him.  He  is  concerned  in  that  he  wants 
treatment  and  you  are  concerned  in  that 
you  want  to  give  treatment  and  you  are 
prepared  to  help  him.  We  have  patients 
who  say,  “ Why  do  I sign  this  form?  ", 
and  we  say,  “ Because  we  want  to  be  sure 
that  you  do  receive  treatment.”  They  say. 

What  do  I sign  it  for?  ” and  we  say, 
“ You  sign  it  to  receive  treatment.  We 
are  the  people  who  want  to  look  after 
you,  and  that  is  part  of  the  treatment 
you  need,  instead  of  just  roaming  about 
the  place  or  falling  out  with  your  neigh- 
bours or  employers.  You  come  to  hospital 
for  treatment  and  two  or  three  days  rest 
is  the  first  part  of  the  treatment  you  are 
going  to  receive.”  The  question  of  needles 
or  medicines  is  not  always  treatment,  Sir. 

3440.  (Chairman):  In  paragraph  9 you 
recommend  that  voluntary  patients  should 
be  required  to  declare  all  articles  and  pro- 
perties he  or  she  brings  into  the  hospital — 

now  why? (Mr.  Waite) : This  is  a matter 

of  procedure  and  we  are  not  quite  certain  as 
to  whether  this  is  a matter  for  this  Com- 
mission to  deal  with,  but  we  would  like  to 
make  these  recommendations.  When  a 
voluntary  patient  is  admitted  to  a hospital, 
or  when  a voluntary  patient  who  has  gone 
out  for  any  purpose,  such  as  leave  etc., 
comes  back  to  the  hospital,  practice  at 
different  hospitals  varies  ; at  some  hospitals 
the  patient  is  searched  when  he  comes  back 
to  the  hospital  and  at  others  he  is  not.  We 
have  had  one  or  two  startling  incidents  and 
experiences  ; in  one  case  a voluntary  patient 
went  out  from  the  hospital  and  when  he 
came  back  he  was  possessed  of  a knife,  and 
stabbed  two  nurses.  That  incident  in  itself 
leads  us  to  wonder  where  the  protection  for 
the  staff  comes  in  against  a voluntary 
patient.  From  the  point  of  view  of  com- 
pensation for  injury,  the  fact  is  that  we 
have  to  prove  negligence  on  the  part  of  the 
authority  employing  the  nurse,  and  it  is  very 
difficult  indeed  to  prove  negligence  on  the 
part  of  the  Hospital  Management  Com- 
mittee where  injury  is  caused  by  an  attack 


by  a voluntary  patient.  That  is  the  outline 
of  the  case ; we  do  not  know  how  far  it 
could  be  fitted  into  legislation.  Take  the 
case  of  the  voluntary  patient  who  comes  in 
possibly  possessing  some  dangerous  article ; 
it  is  not  the  thing  to  search  a voluntary 
patient  and  it  could  happen  that  that 
dangerous  article  might  be  passed  to  a 
dangerous  patient,  a known  dangerous 
patient,  and  the  article  used  against  another 
patient,  and  that  is  our  concern.  When  the 
patient  attacks  a nurse  the  alarm  can  be 
given  immediately,  but  when  a patient 
attacks  another  patient  it  has  got  to  be  dis- 
covered by  a nurse  before  anything  can  be 
done,  and  in  these  days  of  overcrowding  and 
.shortage  of  staff  something  very  serious 
could  happen  in  a more  or  less  isolated  part 
of  the  ward  with  very  serious  consequences 
and  delayed  discovery,  and  that  is  why  we 
make  this  reference,  Sir. 

3441.  (Mr.  Bartlett):  Have  you  ever 

known  of  a case  of  an  attack  by  one  patient 

on  another? In  recent  times  we  have  not 

had  them  reported,  but  the  press,  as  you 
know,  have  reported  one.  We  have  not  had 
personal  connection  with  it. 

3442.  (Chairman):  The  object  then  is  to 
discover  the  possession  of  a lethal  weapon? 
Yes. 

3443.  (Dr.  Thomas):  Would  the  require- 
ment that  the  patient  should  declare  the 
carrying  of  these  articles  really  protect  you 
in  the  sense  that  you  mean?  Surely  if  he 
wants  to  bring  in  a lethal  weapon  for  any 
deliberate  design  he  is  not  going  to  declare 

it? Yes,  Sir.  We  were  very  disturbed 

about  the  wording  of  this.  We  did  not  want 
to  make  a forthright  statement  about  search- 
ing, because  if  that  gets  abroad  it  is  going 
to  give  a wrong  impression  that  we  are  going 
to  strip  the  patients,  look  through  their 
pockets  and  everything,  but  we  have  got  to 
have  some  measure  of  protection  and  if  we 
could  go  before  a Hospital  Management 
Committee  and  say,  “ You  did  not  even  take 
the  primary  step  of  protection  in  asking  the 
patient  if  he  had  got  a dangerous  article  ”, 
that  would  be  something  that  we  cannot  do 
to-day. 

3444.  (Chairman):  This  recommendation 
applies  to  voluntary  patients.  What  about 

the  other  patients? With  the  other 

patients  the  usual  procedure  is  to  take  them 
to  the  bath  and  take  their  clothes,  and  you 
can  find  out  then  what  they  have.  It  would 
be  very  difficult  for  them  to  conceal  any 
article  while  they  are  being  bathed  and  taken 
to  bed  for  examination  by  the  medical  officer. 
There  are  of  course  other  patients  who  go 
on  parole  in  the  hospital  grounds,  but  they 
would  have  to  procure  any  lethal  weapon 
from  other  patients  by  some  means  inside, 
and  they  are  constantly  under  observation. 
There  are  other  patients  who  go  outside  and 
come  back  in  from  leave,  but  usuall^they 
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are  checked  over.  The  voluntary  patient 
is  given  more  liberty  of  action  than  the 
certified  patient. 

3445.  Do  I understand  that  as  a matter  of 
routine  a certified  patient  has  in  effect  to 
surrender  all  his  personal  possessions,  and 
that  he  gets  the  use  of  them  only  insofar 
as  the  nursing  staff  may  let  him  have  them 

again? Not  exactly  that,  Sir. — (Mr. 

Flanaglian) : On  reception  of  certified 

patients  or  temporary  patients,  as  Mr.  Waite 
says,  the  individual  is  given  a bath  and  a 
bed  is  prepared  for  him.  During  that  period 
it  is  not  possible  for  the  patient  to  conceal 
anywhere  any  weapon  of  danger.  We  are 
not  concerned  about  the  patient  himself,  but 
he  probably  goes  into  a ward  where  there 
are  50  or  60  other  patients,  many  of  them 
of  the  maniacal  or  paranoid  type  who,  if 
they  could  obtain  that  article,  would  be 
doing  damage.  It  may  not  be  the  patient 
himself  who  would  be  doing  the  damage, 
but  a box  of  matches  left  about  by  that 
patient  could  be  used  by  the  other  patients 
who  have  access  to  his  property.  Actually 
what  happens  is  that  the  charge  nurse  when 
he  receives  the  patient  explains  to  him,  “ I 
have  a lighter  belonging  to  you,  and  a 
cigarette  case.  Now  this  is  all  your  pro- 
perty. We.  have  a Property  Book  in  which 
it  will  be  listed.”  It  is  entered  in  the  book 
and  the  patient  looks  over  it — if  he  is  not 
concerned  he  says,  “Take  it  away”, — but 
if  he  is  concerned  he  looks  over  it  and  says, 
“ Those  are  all  my  things  ” and  the  charge 
nurse  says,  “ I will  lock  them  in  the  stores 
and  when  you  want  them  let  me  know”. 
With  the  voluntary  patient  you  are  up 
against  a different  problem  ; we  approach 
him  with  a cigarette  case  and  we  say,  “ This 
is  too  valuable  to  leave  about,  we  cannot 
keep  an  eye  on  every  little  thing  ”,  and 
similarly  with  the  lighter.  With  money,  if 
the  patient  hands  it  to  the  charge  nurse  or 
the  sister  it  is  locked  in  the  stores  and 
entered  in  a small  book.  Perhaps  there  is 
£2  and  you  say,  “ You  can  draw  from  it 
and  use  it  in  the  canteen  or  wherever  you 
wish,  but  you  must  sign  for  every  two 
shillings,  or  five  shillings  you  take  from  the 
book  ”,  so  that  there  is  just  a little  ledger 
for  that  patient  that  he  signs.  This  would 
probably  help  to  tie  it  up  for  voluntary 
patients. 

3446.  You  want  to  apply  to  voluntary 

patients  the  system  that  in  effect  applies  to 
all  other  patients? Yes. 

3447.  Have  you  in  your  experience  often 

had  to  deal  with  the  non-voluntary  patient 
who  alleges  that  some  of  the  property  he 
brought  in  has  disappeared? Very  often. 

3448.  And  have  you  had  complaints  that 
things  sent  to  him  from  outside,  maybe 
handkerchiefs  or  whatever  it  may  be,  have 
been  appropriated  by  the  hospital,  possibly 
given  to  another  patient,  and  he  has  not 


got  them? Generally  it  is  the  other  way 

round.  The  patient  himself  owing  to  his 
mental  condition  makes  thirteen  shillings  be- 
come thirteen  pounds  and  so  on,  and  that 
is  why  the  charge  nurse  keeps  this  little  cash 
book  and  says,  “That  is  exactly  what  you 
paid  in,  you  signed  for  it.”  As  regards  other 
articles,  such  as  clothing,  the  relatives  very 
often  are  the  trouble.  The  relatives  insist. 
Yes,  we  sent  it  ” and  you  say,  “ I am  sorry. 
Madam,  but  if  you  have  the  name  and 
address  of  the  Post  Office  and  the  date  on 
which  you  sent  it,  you  should  get  into  con- 
tact with  the  postal  authorities  ”.  It  is  not 
always  the  patient,  very  often  the  complaint 
is  from  the  relative. 

3449.  Have  you  ever  wondered  whether 
this  routine  of  confiscation  and  putting  into 
store  may  not  be  rather  undesirable?  Of 
course  you  haye  to  abstract  lethal  weapons 
and  so  on,  but  is  it  desirable  to  encourage 
the  feeling  that  once  you  get  into  the 
hospital  your  property  is  no  longer  your 

own? (Mr.  Robertson ):  It  does  not 

apply  always ; when  patients  settle  down 
they  are  given  their  own  lockers.  Their 
property  is  only  kept  temporarily  in  the 
stores.  All  the  useful  articles  that  they 
acquire,  without  the  lethal  weapons,  are 
given  to  them  and  they  are  given  the 
lockers  with  a key,  where  they  can  put 
the  property  and  get  it  when  they  require 
it.  That  is  what  happens  in  a mental  defi- 
ciency institution.— (Mr.  Waite):  That  is 
our  point,  that  there  are  different  practises 
at  different  hospitals.  There  are  some  hos- 
pitals where  even  the  voluntary  patient  is 
taken  to  the  bathroom  and  his  clothes  are 
seen  to  and  his  possessions  are  known  im- 
mediately, but  there  are  other  hospitals  at 
which  the  voluntary  patient  is  looked  upon 
as  having  a different  status  and  is  not  sub- 
jected to  that  procedure.  It  is  in  that  par- 
ticular instance,  where  the  property  of  the 
patient  is  not  known  to  the  nurse,  that 
we  raise  this  particular  problem  in  this, 
paragraph. 

3450.  (Sir  Cecil  Oakes):  Is  it  your  ex- 

perience that  the  locker  system  is  now 
considerably  more  used? Yes,  consider- 

ably—(Mr.  Beattie):  We  appreciate  that 
the  locker  system  is  the  ideal  system.  Where 
there  is  a sufficiency  of  space  you  have 
lockers,  but  at  my  own  hospital  in  par- 
ticular, we  cannot  .get  between  beds,  never 
mind  putting  a locker  between  the  beds,  and 
that  is  the  most  disturbing  feature  about 
the  whole  thing.  Of  course  as  time  goes  on 
we  will  get  more  hospitals,  more  bed  space, 
and  consequently  we  may  get  lockers  for 
every  patient,  and  much  of  these  problems 
will  be  avoided.  In  the  main  I do  not 
think  that  we  are  so  very  much  concerned 
about  the  little  articles  that  the  patient  has 
in  his  or  her  possession,  it  is  primarily  the 
knife  or  the  box  of  matches,  or  something 
like  that,  that  a patient  has,  the  voluntary 
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patients  in  particular.  They  go  away  for 
a day’s  leave  or  extended  leave,  come 
back  in  again,  and  may  have  these  articles 
secreted  on  them.  They  are  not  in  wards 
isolated  to  themselves,  they  mix  with  other 
patients  of  varying  degrees,  and  who  knows 
what  may  happen?  On  many  occasions 
there  is  a knife  sold  for  a stick  of  tobacco, 
or  something  like  that ; they  may  use  this 
bartering  system  and  the  knife  goes  for 
a stick  of  tobacco  and  gets  into  the  hands 
of  the  person  whom  you  least  want  to  have 
it,  with  consequent  trouble. — (Mr.  Robert- 
son)'. To  give  one  clear  illustration  of  that, 
one  patient  from  Liverpool,  who  used  to 
leave  us  on  licence,  invariably  came  back 
with  his  father’s  razor  and  his  mother’s 
wristlet  watch,  and  things  of  that  descrip- 
tion, secreted  all  over  him.  We  used  to 
take  them  from  him  and  when  he  had  a 
visit  from  his  parents  we  used  to  hand  the 
articles  back  to  them,  and  this  happened 
.each  time  the  patient  went  on  licence. 

3451.  (Dr.  Rees):  Can  you  tell  me  the 
proportion  of  the  mental  patients  that  are 

dangerous? (Mr.  Waite):  It  would  be 

very  difficulty  indeed  for  us  to  say  what 
proportion,  but  even  one  dangerous  patient 
in  a ward  today  is  a very  big  responsibility 
for  the  nursing  staff  because  of  their 
responsibility  for  the  safety  of  the  other 
patients.  At  the  moment  we  are  suffering 
from  a very  acute  shortage  of  staff  and  in 
addition  many  of  the  wards  are  not  built 
for  close  observation.  We  do  have  dan- 
gerous patients  of  course,  we  have  the  very 
dangerous  patient  where  the  special  card 
system  is  in  operation ; where  the  nurse 
is  informed  and  has  to  sign  that  he  is  aware 
of  the  dangerous  propensities  of  this 
patient,  that  he  has  not  to  be  let.  out  of 
sight,  not  to  be  let  out  of  reach  in  some 
cases,  but  I should  say  that  the  proportion 
is  very  low  indeed. 

3452.  (Mr.  Bartlett):  They  are  not  as 

common  as  they  used  to  be? Not  nearly 

as  common  as  they  used  to  be,  but  the  line 
of  demarcation  between  one  who  is  dan- 
gerous and  one  who  is  not  so  dangerous  is 
not  easily  defined,  and  you  have  the  patient 
who  will  attack  another  patient  or  a nurse ; 
a paranoiac  particularly  will  blame  anyone 
for  keeping  him  in  there,  and  if  that  is  what 
is  meant  by  “ dangerous  ” then  of  course 
the  proportion  increases. 

3453.  (Dr.  Thomas):  Is  it  necessary  to 
bring  a charge  of  negligence  against  the 
Management  Committee  of  a hospital  in 
order  that  a nurse  who  gets  injured  may 

get  compensation? Yes,  Sir,  so  we  have 

been  told,  in  the  cases  that  we  have  raised. 
The  actual  answer  that  we  have  had  is 
that  it  is  a known,  recognised,  normal  risk 
of  a mental  nurse  to  be  subject  to  attacks 
from  patients.  I raised  this  same  point  with 
the  Board  of  Control,  and  asked  them  if 


they  could  do  anything  about  it,  and  they 
said  no,  they  were  inclined  to  leave  it  to 
the  respective  Hospital  Management  Com- 
mittees. 

3454.  (Mrs.  Bradclock) : Does  it  not  come 

under  industrial  injury? Yes,  but  com- 

pensation is  a different  matter  from  indus- 
trial injury. 

3455.  (Mr.  Bartlett):  You  have  said  that  it 
is  considered  to  be  the  normal  risk  of  a nurse 
to  expect  these  attacks  and  injuries,  and  you 
feel  that  this  would  be  one  of  the  ways 
of  getting  over  it? — — Yes,  Sir.  If  the  Hos- 
pital Management  Committee  have  certain 
steps  to  take  and  do  not  take  them,  then 
we  can  say  that  all  the  precautions  have 
not  been  taken  and  wc  can  lay  a claim 
with  reasonable  expectations  of  success.  At 
the  moment  the  Hospital  Management 
Committee  say,  “ Wc  have  taken  every  pre- 
caution which  we  arc  obliged  to  take.” 
If  they  have  then  wc  cannot  succeed  with 
the  claim  for  compensation,  there  is  no  neg- 
ligence, but  we  think  that  this  is  a pre- 
caution that  they  should  have  to  take,  and 
if  they  do  not  take  it  then  we  feci  our  case 
will  succeed. 

3456.  (Chairman) : I think  we  have  prob- 
ably gone  into  this  sufficiently  having  re- 
gard to  our  terms  of  reference  which  are 
not  primarily  concerned  with  the  internal 
rdgime  of  the  hospitals.  I really  asked 
the  question  because  if  I ever  had  a mental 
breakdown  it  would  seriously  deter  mo 
from  entering  as  a voluntary  patient  if  the 
first  thing  that  happened  when  I got  over 
the  preliminaries  was  that  my  only  box  of 

matches  was  confiscated!- (Mr.  Flcmap- 

han):  What  very  often  changes  the  attitude 
of  a person  is  when  he  conceals 
something  of  value  and  then  loses  it.  You 
point  out,  “ Sorry,  you  were  told  you  could 
hand  it  into  safe  custody”,  and  very  often 
it  changes  their  attitude. 

3457.  (Mrs.  Bradclock):  Ts  there  not  a 
difference  between  a patient  being  asked 
to  hand  something  into  custody  voluntarily 
and  the  knowledge  that  as  soon  as  ever 
they  enter  the  hospital,  everything  that  they 

have  is  taken  from  them? (Mr.  Waite) : 

Yes,  that  is  exactly  the  point  of  the  differ- 
ence. We  ask  that  they  should  be  asked 
to  declare.  If  a patient  is  asked  to  declare 
his  possessions  and  he  does  have  a dan- 
gerous article  and  it  has  not  been  declared, 
that  is  one  of  the  risks  we  take.  We  think 
it  would  be  going  too  far  to  say  to  the 
Hospital  Management  Committee,  “ Will 
you  allow  us  to  search  them  all?  ” We 
want  to  ask  the  patient  to  declare,  and  if 
the  Hospital  Management  Committee  does 
not  take  that  precaution  then  we  feel  that 
they  fail  in  protecting  the  staff  to  the  extent 
that  they  should. 

3458.  This  applies  then  in  the  ordinary 
hospital ; if  patients  in  accident  cases  are 
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taken  into  the  hospital  off  the  streets  and 
they  are  conscious,  they  are  immediately 
asked  if  they  have  anything  so  that  it  can 
be  protected  before  they  go  into  the  hos- 
pital ward,  so  there  is  not  really  a very 
great  difference  in  what  you  are  asking  in 
relation  to  the  voluntary  mental  patient? 

No,  I do  not  think  there  is  because 

it  is  the  common  practice,  that  when  a 
patient  goes  into  the  general  hospital  he 
is  put  to  bed  and  his  clothes  are  taken  off 
and  his  things  arc  seen  and  known. 

3459.  (Chairman):  My  next  question  is 
on  paragraph . 18.  If  anybody  wishes  to 
ask  any  questions  on  the  intervening  para- 
graphs please  let  them  intervene.  You  are 
suggesting  that  the  provisions  of  Section  5 
of  the  Mental  Treatment  Act  should  be 
extended  to  a period  of  up  to  five  years 
without  any  judicial  sanction  at  all.  Do 
you  think  that  that  is  safe  from  the  point 

of  view  of  the  general  public? Yes,  Sir, 

we  do  think  so.  What  we  are  attempting 
to  do  here  is  to  convey  the  impression  of 
nurses,  and  particularly  nurses  who  are  in 
constant  contact  with  these  patients,  and 
we  think  that  whenever  there  is  a possibility 
of  a patient  recovering  or  improving  there 
should  be  no  certification.  We  do  not 
want  the  judicial  order  brought  in  until 
the  patient  is,  should  I say,  admitted  to  be 
a medical  failure. 

3460.  You  identify  the  intervention  of  a 

judicial  authority  with  certification? 

Yes,  Sir,  after  five  years  we  would. 

3461.  There  is  no  necessary  connection 
between  a judicial  decision  and  what  is 

called  certification  as  insane? No,  Sir. 

We  are  looking  at  this  from  the  point  of 
view  of  the  nurse  at  the  bed  side.  If  you 
have  a temporary  patient  in  bed,  whether 
he  is  certified  or  whether  he  is  not  does 
not  make  much  difference  to  the  treatment 
he  gets,  and  you  can  go  on  giving  the 
same  treatment  without  necessarily  applying 
the  judicial  order,  and  we  think  that  that 
should  continue  whenever  it  is  possible  up 
to  five  years. 

3462.  You  say  in  paragraph  19,  that  the 
patient  should  be  free  to  raise  objection  to 
his  detention  with  a magistrate  or  the  Board 

of  Control? Wc  have  in  mind  there  not 

the  patient  who  is  for  a great  part  of  his 
time  confined  to  bed,  but  the  paranoiac. 
They  will  write  to  the  Board  of  Control  and 
write  to  everyone  else,  that  is  merely  com- 
mon practice  ; they  are  the  people  of  course, 
who  have  the  idea  that  they  are  being  kept 
there  for  illegal  purposes.  We  think  that 
we  should  be  dealing  under  this  paragraph 
with  that  particular  type  of  patient  more 
than  any  other  type  of  mental  disturbance. 
I remember  at  one  time  we  used  to  have  in 
our  ward,  primarily  for  the  benefit  of  these 
patients,  notices  printed  and  posted  inform- 
ing them  that  they  could  get  writing  paper 
and  envelopes  from  the  charge  nurse,  and 


that  they  could  write  to  the  Board  of  Con- 
trol. The  address  of  the  Board  of  Control 
was  given  on  that  notice  and  it  was  placed 
in  three  or  four  parts  of  my  own  ward,  and 
this  particular  type  of  patient  never  lost  any 
opportunity  of  writing.  Letters  went  out 
from  the  ward  uncensored  and  it  was  a 
sort  of  satisfaction  to  the  patient  to  have 
that  opportunity.  Very  often  having  written 
the  letter  he  became  for  the  following  two 
or  three  days  very  reasonable,  but  then  he 
got  the  urge  to  write  again  and  he  started 
being  troublesome,  and  until  he  had  written 
his  next  letter  we  had  the  same  procedure. 
That  is  what  we  think  is  covered  in  this 
particular  paragraph,  the  paranoiac  case. 

3463.  The  magistrates  or  the  Board  of 

Control  in  your  view  are  just  a safety  valve 
for  the  patient? Yes,  Sir. 

3464.  (Sir  Cecil  Oakes):  May  I just  ask; 
on  that  on  the  question  of  the  magistrate,, 
how  would  you  suggest  the  patients  would 
know  who  the  magistrates  are?  I do  not 
quite  follow  how  they  are  to  get  in  touch 

with  a magistrate? This  particular  type 

of  patient  very  often  know  a good  deal  about 
the  local  magistrates,  and  not  just  the  local 
one  that  lives  within  their  own  area,  but  a 
good  number  of  others.  They  are  the  people 
that  read  the  newspapers,  and  they  are  pretty 
well  versed  in  what  goes  on.  If  they  do  not 
know  there  would  be  no  difficulty  in  letting 
them  know  by  way  of  a notice  that  they 
could  write ; it  would  not  give  much 
trouble. 

3465.  I get  these  letters,  and  I was  wonder- 
ing what  the  procedure  would  be  if  you 
made  this  provision  law,  how  you  could 
apply  it?  By  implication  you  accept  some 
obligation  to  give  them  the  names  of  the 

magistrates? 1 think  it  is  done  now  at 

many  hospitals. — (Mr.  Robertson) : They 
already  put  a notice  up  saying  that  the 
patients  can  write  to  the  Board  of  Control,, 
together  with  addresses  and  instructions: 
whereby  patients  can  take  matters  up. 

34 66.  (Mr.  Jackson):  You  say,  “Inter- 
view with  either  party  should  be  allowed 
to  the  patient  ”.  What  do  you  contemplate, 
simply  that  there  should  be  an  interview 
with  the  Justice  of  the  Peace  if  he  should 
feel  inclined  to  come?  What  is  the  upshot 
of  this?  I do  not  see  what  you  have  in  mind 

as  to  what  is  to  happen. (Mr.  Waite): 

If  you  have  a patient  who  writes  letters, 
following  the  sequence  through,  he  writes 
letters  and  he  is  troublesome  because  he  is 
getting  no  replies,  or  he  is  not  seeing  any- 
one as  a result  of  his  writing.  We  think 
that  when  the  magistrate  is  in  the  hospital, 
not  necessarily  just  for  this  purpose,  but 
when  the  magistrate  comes  to  the  hospital 
he  could  see  the  patient  personally  and  talk 
to  him,  or  if  the  Board  of  Control  Com- 
missioners visit  the  hospital  they  could  make 
a special  effort  to  see  this  type  of  patient. 
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3467.  It  seems  to  me  that  it  looks  at  first 

sight  as  if  you  are  giving  some  kind  of 
safeguard  against  a rather  prolonged  period 
of  two  years  extendable  to  five,  and  then 
when  one  enquires  what  this  really  means, 
•it  seems  to  be  an  opportunity  to  blow  off 
steam  and  not  really  a safeguard  at  all.  Am 
I putting  it  too  strongly? No,  Sir,  be- 

cause you  come  across  the  odd  case,  the 
odd  patient  out  of  all  those  making  these 
representations,  where  the  circumstances 
would  stand  investigation,  and  we  do  not 
think  we  are  carrying  it  too  far  in  asking 
that  attention  be  focused  on  those  repre- 
sentations from  the  patient. 

3468.  Do  you  not  think  possibly  in  a 
period  as  long  as  five  years  there  might  be 
a right  to  have  this  investigated  rather  than 

merely  a right  to  blow  off  steam? If 

you  investigated  the  submissions  of  all 
patients  you  would  want  a very  large  body 
and  I am  afraid  it  would  keep  the  Board  of 
Control  and  the  magistrates  very  busy,  be- 
cause you  would  have  more  patients  writing 
in  this  strain  that  they  are  being  retained 
against  their  will  etc. 

3469.  You  are  suggesting  up  to  a period 
of  five  years  a person  may  be  detained  by 
medical  certificates  only  without  there  being 
any  definite  right  to  have  an  investigation  by 

any  outside  person,  are  you  not? No, 

Sir,  we  think  the  opportunity  should  be 
there,  in  certain  circumstances  for  the  magis- 
trate to  be  brought  in  earlier. 

3470.  Who  decides  whether  he  is  to  come 

in? The  patient  could  make  application 

and  probably  the  relatives  could  make 
representations. 

3471.  Yes,  but  on  your  showing  if  that 
was  conferred  as  a right  you  say  there 
would  be  a flood  of  applications  giving  in- 
creased work  for  the  magistrates,  and  that 
is  the  point  where  I cannot  understand 

what  you  really  want. It  would  throw 

a lot  more  work  on  to  the  magistrates. 

3472.  (, Sir  Cecil  Oakes)  : Is  it  not  the 
practice  in  mental  hospitals,  that  if  a patient 
starts  a campaign  of  letter-writing  the  next 
time  the  visitors  come  round  they  are 
requested  particularly  to  see  that  patient? 

Yes,  Sir. — (Mr.  Robertson ):  That  does 

take  place. 

3473.  And  does  not  that  generally  for  a 

period  satisfy  the  patient? (Mr.  Waite): 

That  is  what  we  are  submitting,  that  a 
patient  should  be  told  he  has  this  right. 

3474.  But  it  is  the  visitors  from  the 
hospital  Committee  not  the  magistrates* 

that  I am  talking  about. The  magistrates 

or  the  visitors  or  the  Board  of  Control. — 
(Mr.  Robertson) : They  are  a properly 
qualified  body  for  dealing  with  that  par- 
ticular question.— (Mr.  Flanaghan) : The 
patient  is  under  the  care  of  qualified  nurs- 
ing staffs,  who  from  day  to  day,  if  they 
notice  any  change  in  condition,  draw  it  to 


the  ward  medical  officer’s  attention.  The 
majority  of  hospitals  divide  patients  into  a 
series  of  rehabilitation  sections ; section  1 
is  just  for  habit  training  and  the  patients 
progress  from  there,  until  they  get  to  sec- 
tion 6 where  they  do  utility  work.  During 
these  periods  they  are  moving  from  rehabili- 
tation 1 to  rehabilitation  3 or  6 and  that 
means  transfer  from  one  type  of  ward  to 
some  other  type.  It  is  impossible  for  a 
patient  whose  mental  condition  has  so  im- 
proyed  to  be  still  retained  in  rehabilitation 
section  1,  and  therefore  it  is  impossible  for 
him  to  be  retained  in  that  ward.  As  he  gets 
on  to  rehabilitation  6 there  is  no  reason 
why  he  should  not  get  inside  or  outside 
parole,  and  by  that  time  he  gets  down  to 
almost  normal  conditions.  Patients’  ab- 
normalities, even  during  this  period,  show 
themselves,  as  they  always  do.  A medical 
officer  comes  into  a particular  ward  for  ten 
minutes  and  they  are  like  children  who  are 
on  their  best  behaviour  while  their  mother 
is  there,  but  as  soon  as  the  doctor  goes 
out  then  if  there  is  to  be  any  blow-up  they 
will  blow  up.  That  is  why  I say  it  is 
impossible  for  these  people  to  be  retained 
when  they  have  reached  normality  again. 
The  purpose  of  our  suggestion  is  to  give 
the  patient  further  freedom  and  further 
access  to  someone  outside  to  seek  support 
for  his  hallucinations  if  he  wishes. 

{Chairman):  I have  got  no  questions  on 
paragraphs  20-29.  Has  anybody  else  any 
questions? 

3475.  {Mr.  Bartlett):  A question  on  para- 
graph 20,  my  Lord.  Does  not  that  obtain 
at  the  moment,  that  the  Board  of  Control 
should  investigate  any  complaint  provided 
it  shows  cause  that  such  an  inquiry  should 

be  made? (Mr.  Waite):  Yes,  Sir.  It  is 

of  general  application  at  the  moment,  and 
it  should  be  continued. 

3476.  {Chairman):  In  paragraph  30  you 

refer  to  a definition  of  the  appropriate  rela- 
tive. It  is  not  easy  to  get  a definition. 

No,  Sir.  We  would  briefly  refer  to  it  as 
“ legal  or  otherwise,”  and  we  would  rather 
leave  it  at  that  point  because  we  are  of 
course  aware  of  the  many  complications, 
particularly  when  visitors  arrive  at  the  bed- 
side and  you  get  these  differences  of  opinion 
there.  It  is  a very  complicated  issue. 

3477.  In  paragraph  36  I see  the  appeal 
against  the  Medical  Superintendent’s  barring 
certificate  is  to  be  to  the  Board  of  Control. 
Have  you  considered  the  alternative  of  an 

appeal  to  judicial  authority? We  have, 

Sir,  but  as  nurses  in  the  wards  we  have 
had  great  faith  over  a long  time  in  the 
Board  of  Control.  They  have  served  a very 
good  purpose  both  for  nurses  and  we  think 
for  the  patients  too,  and  we  favour  the 
Board  of  Control  simply  because  it  is  an 
outside  body.  We  look  upon  it  as  an  out- 
side body  not  directly  connected  with  the 
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hospital  in  any  form  whatever,  either  magis- 
terial or  committee  people.  Let  us  have 
someone  from  outside  coming  in  to  deal 
with  these  particular  problems  that  arise 
from  time  to  time. 

3478.  (Mr.  Bartlett ) : That  was  true  in  the 
local  authority  days,  but  it  is  not  so  true 

today,  is  it? Things  have  changed,  but 

we  still  think  the  Board  of  Control  should 
be  continued  for  this  purpose. 


3479.  (Chairman):  If  the  barring  certifi- 

<cate  is  issued  on  the  ground  that  the 
patient  is  dangerous,  the  Board  of  Control 
in  London  may  be  the  very  last  person 
who  is  likely  to  be  able  to  exercise  inde- 
pendent judgment  on  that? Yes,  that 

may  be  so.— (Mr.  Flanaghan ):  The  medical 
and  legal  knowledge  and  experience  of  the 
Board  of  Control  over  the  number  of  years 
is  much  more  important  to  us  as  nursing 
staff,  and  we  have  found  it  throughout  the 
years  very  helpful.  The  judicial  view  very 
often  looks  at  the  social  aspect.  The  medi- 
cal side  actually  refers  to  the  patient.  The 
Board  of  Control  have  just  that  medico-legal 
angle,  and  they  have  access  to  everything 
and  in  my  view  and  that  of  many  of  my 
colleagues  have  proved  very  helpful  over 
the  years  to  the  patient,  the  relatives  and 
the  general  public. 

3480.  (Dr.  Rees) : You  realise  of  course 

that  at  present  appeals  against  barring  cer- 
tificates can  go  to  the  Hospital  Manage- 
ment Committee? Yes,  Sir. 

3481.  You  do  not  think  that  should  con- 
tinue to  be  the  case? We  would  prefer 

them  to  go  to  the  Board  of  Control,  from 
this  particular  angle  that  it  is  an  outside 
body. 


3482.  (Mr.  Bartlett ):  Direct  to  the  Board 
of  Control  or  via  the  Management  Com- 
mittee?'  (Mr.  Waite):  We  imagine  the 

procedure  would  be  from  the  Medical 
Superintendent  to  the  Hospital  Management 
Committee  to  the  Board  of  Control.  It  in 
the  process  of  that  procedure  a .satisfactory 
solution  is  found  that  is  all  right,  but  if 
there  is  still  dissatisfaction  at  the  hospital 
level  then  we  think  the  relatives  should 
have  access  to  the  Board  of  Control.  (Mr. 
Beattie):  On  that  particular  issue,  the 

Medical  Superintendent  is  the  servant  or 
the  Hospital  Management  Committee  and 
sometimes  also  a member  of  the  Manage- 
ment Committee.  He  issues  in  the  first 
instance  a barring  certificate  and  he  also 
then  participates  in  the  discussion  at  the 
Hospital  Management  Committee  level  ot 
the  appeal  from  whoever  the  person  or 
persons  may  be  that  exercise  _ the  appeal, 
and  I think  it  places  the  Hospital  Manage- 
ment Committee  in  a rather  invidious  posi- 
tion. If  this  could  go  direct  to  the  Board  ot 
Control  which  is  an  outside  authority 
altogether,  then  obviously  there  are  no 
grounds  for  the  reflection,  “ Well,  this  man  is 
a member  of  this  Committee  and  obviously 


we  have  got  the  treatment  that  we  could: 
expect.” 

3483.  Am  I right  in  assuming  that  what  Mr. 

Waite  was  saying  means  that  the  appeal  to 
the  Board  of  Control  will  only  be  if  the 
appeal  to  the  Hospital  Management  Com- 
mittee has  been  either  refused  or  not 
accepted,  or  would  the  Hospital  Management 
Committee  be  by-passed,  or  could  it  be  by- 
passed?  (Mr.  Waite):  I do  not  think 

we  could  raise  any  objection  to  the  appeal 
being  considered  by  the  Hospital  Manage- 
ment Committee  in  the  first  place,  but  the 
patient’s  relatives  should  be  aware  that  they 
can  go  further  if  they  still  have  dis- 
satisfaction. 

3484.  (Sir  Cecil  Oakes):  Could  I go  back 
to  paragraph  34,  on  Section  30  of  die 
Magistrates’  Courts  Act?  Is  it  your  opinion 
at  the  present  time  in  cases  committed 
under  that  Section  that  the  relatives  have 

the  right  of  discharge? We  are  not  at 

one  on  this  at  all  I would  say,  and  as  we 
look  at  the  position  there  are  so  many  cir- 
cumstances that  could  arise  that  we  think  it 
is  a matter  for  the  legal  people  to  deter- 
mine rather  than  for  us  as  nurses. 


3485.  Have  you  come  across  any  case 
where  there  has  been  an  attempt  to  exer- 
cise this  right? — —No,  not  at  the  moment. 
Sir. 

3486.  (Mrs.  Braddock):  In  paragraphs 
37-38  you  make  reference  to  a patient  whose 
home  conditions  are  unsuitable  for  him  to 
be  discharged  and  you  suggest  that  the  local 
authorities  should  provide  accommodation 
under  Part  III  of  the  National  Assistance 
Act.  Do  you  say  that  there  are  a number 
of  people,  or  that  there  may  be  a number 
of  people,  in  mental  hospitals  who  could 
be  discharged  if  they  had  suitable  home 
conditions  to  which  they  could  be  dis- 
charged? What  happens  to  a mental 
patient,  if  he  is  considered  able  to  be  dis- 
charged but  there  _ is  nobody  to  take 
responsibility  for  him,  there  is  no  home 

for  him  to  go  to? We  do  think  there 

are  quite  a number  of  people  who  are 
patients  in  mental  hospitals  who  could  be 
discharged  from  the  mental  hospital,  and 
whether  it  becomes  a question  of  taking 
them  back  to  their  9wn  homes  or  taking 
them  to  accommodation  provided  by  local 
authorities  depends,  of  course,  on  what 
accommodation  there  is  and  what  type.  We 
certainly  are  of  the  opinion  that  there  are 
a good  number  of  patients  in  mental  hos- 
pitals who  could  be  looked  after  m some 
other  form  of  accommodation.  . When  we 
speak  of  returning  them  to  their  home,  it 
may  be  that  there  is  no  one  to  take  care 
of  them  at  home,  particularly  in  these  days 
of  full  employment  when  both  their  sons 
and  daughters,  even  if  they  are  married 
go  out  to  work  and  are  very,  reluctant  to 
take  them.  Again,  we  have  in  mind  that 
local  authorities  could,  and  we  go  so  far 
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as  to  say  they  should,  provide  accommoda- 
tion for  these  patients.  From  the  nurses’ 
point  of  view  we  have  in  the  hospital  a 
population  that  does  not  actually  want  the 
care  of  mental  nurses  ; they  could  be  looked 
after  by  other  grades  of  nurses  so  long 
as  you  have  one  mental  nurse  to  look  after 
them  when  they  get  disturbed — that  will 
always  arise,  particularly  in  old  people. 
Accommodation  should  be  provided  by  the 
local  authority,  and  the  mental  hospital 
authority  should  be  able  to  discharge  the 
patient  to  the  care  of  the  local  authority. 
It  is  coming  back  to  the  old  days,  the  old 
system,  but  we  think  it  could  be  worked, 
and  these  patients  should  be  discharged  to 
the  local  authority  who  would  provide  the 
accommodation  and  the  staff  to  look  after 
them.  This  would  then  release  the  mental 
nurse  to  look  after  the  acute  mental  patient, 
and  as  we  have  such  a shortage  of  mental 
nurses  today  that  is  what  we  would  like 
to  see.  There  are  of  course  other  cir- 
cumstances to  face  up  to,  for  example  the 
elderly  patient  who  has  become  so  used 
to  being  in  the  mental  hospital  that  he 
would  probably  not  like  to  go  out  to  any 
other  form  of  accommodation.  We  think 
that  these  people,  who  may  account  for 
about  20  per  cent,  of  the  patients,  should 
be  taken  out  of  the  mental  hospital  and 
put  into  other  accommodation.  Where  we 
have  a waiting  list  of  acute  mental  cases 
they . could  then  be  brought  in  and  given 
the  special  treatment  they  need  by  the 
psychiatrists  and  the  mental  nurses.  But 
we  cannot  see  it  being  done  until  the 
mental  hospitals  are  relieved  of  these  old 
patients. 

3487.  I follow  that.  You  are  of  the 

opinion  that  there  is  an  average  of  20  per 
cent,  of  the  people  in  mental  hospitals  certi- 
fied who  could  be  de-certified  and  sent  out- 
side if  there  were  accommodation  to  look 
after  them  outside,  as  ordinary  people,  not 
as  certified  people? Quite. 

3488.  You  think  actually  that  is  the  situa- 
tion?  -We  do,  yes. 

3489.  (Mr.  Bartlett ):  And  you  feel  that 
should  be  a statutory  obligation  on  the  part 
of  the  authority  under  Part  III  of  the 

National  Assistance  Act? Yes,  Sir, 

definitely  we  do.  We  know  the  circum- 
stances of  these  patients.  They  have  come 
in  and  their  family  has  probably  gone,  they 
have  probably  lost  the  son  or  daughter  they 
had  to  take  charge  of  them  and  no  other 
relative  will  take  charge  of  them.  What  can 
the  Medical  Superintendent  and  the  Hos- 
pital Management  Committee  do?  They 
cannot  just  push  them  out;  at  the  same 
time,  someone  has  got  to  look  after  them 
and  be  responsible  for  them. 

3490.  Would  you  say  that  could  be  con- 
fined to  any  particular  age,  or  are  they 
mainly  in  elderly  age  groups,  this  20  per 
cent.? — —We  have  in  mind  those  who  are 


aged  60  and  over,  because  even  if  we  took 
that  line  of  demarcation  it  would  be  a con- 
siderable help  to  the  mental  hospital  service 
generally.  There  may  be  cases,  as  we  know, 
of  deterioration  of  mental  faculties  at  an 
earlier  age  in  some  people.  An  age  line 
would  be  very  difficult  indeed  to  fix  and 
operate  because  you  have  the  patient  of 
45,  50  or  55  whose  mental  faculties  begin 
to  deteriorate  and  I do  not  think  we  should 
go  so  far  as  to  lay  down  any  age  limit 
at  all. 

3491.  (Chairman):  But  you  do  seem  to 
assume  that  these  people  should  be  dis- 
charged to  the  care  of  the  local  authority. 
What  proportion  of  this  20  per  cent,  are 
cases  which  are  suitable  for  long-stay 
hospital  care  and  what  proportion  are 
really  fit  just  to  be  discharged  to  a hostel 

of  sorts? We  think  Sir  that  practically 

the  whole  of  this  20  per  cent,  should  be 
found  different  accommodation.  Amongst 
that  20  per  cent,  we  realise  that  there  will 
be  the  patient  who  will  probably  for  a 
short  time  become  restless,  troublesome  and 
noisy  and  incapable  of  expression  ; that  is 
for  a temporary  period.  If  that  happens, 
then  that  patient  should  be  brought  back 
to  the  mental  hospital,  or  you  could  have 
the  mental  nurses  there  with  their  special 
knowledge  to  deal  with  them  in  that 
accommodation. 

3492.  What  I am  really  getting  at  is  this. 
You  say  they  are  not  people  who  need 
mental  nursing,  but  are  you  equally  sure 

that  none  of  them  needs  nursing? They 

would  need  nursing  care,  yes,  Sir. 

3493.  You  assume  that  the  local  authori- 
ties should  look  after  the  residual  problem, 
but  if  it  is  in  any  degree  a nursing  or 
hospital  problem  it  would  be  rather  diffi- 
cult to  justify  taking  them  out  of  the 
hospital  service  and  putting  them  into  a 

local  authority  hostel  service? We  look 

upon  the  mental  hospital.  Sir,  as  a mental 
hospital. 

3494.  (Mr.  Bartlett ):  But  what  would  be 
your  objection  to  the  provision  of  a long- 
stay  annexe  or  a long-stay  hospital  pro- 
vided by  the  Regional  Hospital  Board  as 

distinct  from  the  mental  hospital? We 

should  have  no  objection  to  the  Regional 
Hospital  Board  undertaking  it,  but  we  try 
to  make  this  distinction  between  the  Health 
Service  and  the  service  provided  under  the 
National  Assistance  Board ; it  is  not  a 
nursing  or  health  service,  that  is  the  dis- 
tinction we  are  trying  to  draw.  We  think 
that  this  difficulty  arises  from  the  fact  that 
there  is  not  enough  close  co-operation 
between  the  local  authority  and  the 
Regional  Hospital  Board. 

3495.  (Mrs.  Braddock ):  But  are  you 

aware  of  the  fact  that  the  Ministry  of 
Health  will  not  agree  to  the  local  authority 
having  any  responsibility  for  people  who 
require  nursing? Yes,  this  I think  is 
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bringing  us  to  the  crux  of  the  problem. 
Whilst  they  are  in  the  mental  hospital 
they  are  under  the  Health  Service  and  they 
are  receiving  mental  nursing  and  treatment. 
When  they  go  to  the  local  authorities,  to 
old  people’s  homes  as  an  example,  there 
they  tell  us  it  is  not  necessary  to  have 
nurses,  but  we  do  know  that  a lot  of  those 
patients,  although  not  certified,  do  need 
nursing.  If  we  are  going  to  take  the  patient 
out  of  the  mental  hospital,  the  patient  we 
think  could  be  de-certified  for  that  purpose 
would  still  have  physical  troubles  and 
would  need  nursing,  and  there  will  we 
think  always  be  the  occasional  patient  who 
will  have  mental  disturbance,  but  only  for 
a short  time. 

3496.  But  the  local  authority  is  not  per- 
mitted to  have  nursing  services. We  are 

asking,  Sir,  under  this  that  the  local 
authority  should  have  it. 

3497.  (Sir  Cecil  Oakes):  Is  it  not  this 

really?  You  say  that  20  per  cent,  of  the 
mental  hospital  population  could  go  out. 
A certain  proportion  of  them,  as  the 
Chairman  put  to  you,  will  need  long-stay 
hospital  care  and  a certain  other  propor- 
tion will  need  merely  residential  accom- 
modation?  That  is  right. 

3498.  Can  you  give  us  any  lead  for  us 
to  apply  as  to  what  percentage  of  the  20 
per  cent,  will  need  long-stay  hospital  accom- 
modation—it  does  not  matter  who  provides 

it  for  the  purpose  of  this  discussion? 

We  think  the  whole  of  that  20  per  cent, 
would  need  long-stay  accommodation. 

3499.  But  would  they  need  long-stay 
hospital  accommodation,  as  compared  with 
long-stay  residential  accommodation?  That 
is  what  we  are  trying  to  elicit  from  you? 

1 do  not  think  we  could  attempt  to 

say  which  should  have  long-stay  hospital 
accommodation  and  which  should  have 
long-stay  residential  accommodation.  I do 
not  think  we  should  differentiate  between 
the  two.  The  nurses  already  know  these 
patients  in  the  mental  hospital,  and  we 
know  from  time  to  time  there  is  a slight 
mental  disturbance,  and  there  is  the 
physical  deterioration  all  the  time,  and  it  is 
on  the  actual  circumstances  that  some 
medical  opinion  would  have  to  say  whether 
they  should  be  within  the  hospital  service 
or  in  long-stay  accommodation  outside  the 
hospital  service.  We  think  that  if  the  local 
authority  were  compelled  by  legislation  to 
provide  accommodation,  then  the  differ- 
ence between  the  patient  requiring  the 
nursing  of  the  Health  Service  and  the 
patient  requiring  just  the  care  of  the  old 
people’s  home  would  be  a matter  to  be 
defined  within  the  ambit  of  the  local 
authority. 

3500.  (Mrs.  Braddock ):  In  a local 

authority  hostel  under  the  National  Assist- 
ance Act  if  an  aged  person  is  taken  ill  and 


there  is  any  nursing  required,  there  must 
be  an  arrangement  made  with  the  Hospital 
Management  Committee  or  the  Regional 
Hospital  Board  to  transfer  that  patient 
requiring  nursing  attention  to  a hospital. 
So  that  the  thing  is  not  quite  as  simple 
as  you  suggest,  as  the  local  authority  is 

not  permitted  to  have  nursing  services. 

That  is  exactly  what  we  are  trying  to  do. 

If  we  can  get  the  local  authority  to  have 
authority  to  provide  health  services  under 
new  legislation,  then  this  movement  of 
patients  would  be  eased  considerably. 

3501.  (Mr.  Jackson):  It  is  your  point, 

is  it  not,  that  this  body  of  patients  does 
not  require  anything  as  skilled  as  they  get 
in  effect  if  they  stay  with  you,  and  there- 
fore they  could  go  out.  Where  they  go 
to  is  not  a matter  specially  within  your 
competence.  Is  that  the  right  way  to  put 
it? That  sums  it  up,  yes. 

3502.  (Mr.  Bartlett ):  Could  I ask  a ques- 
tion on  paragraph  40,  where  you  are  sug- 
gesting that  the  Hospital  Management  Com- 
mittee should  be  empowered  to  make 
financial  provision  for  the  maintenance  of 
a mental  patient  on  leave.  I take  it  that 
would  be  in  the  case  of  a patient  requiring 
such  financial  assistance,  not  in  every  case? 

No,  Sir,  we  do  not  envisage  that  every 

patient  who  goes  out  would  have  to  be 
given  financial  assistance.  What  we 
envisage  is  that  there  will  be  a close  liaison 
between  the  hospital  welfare  officer  and 
the  local  authority  welfare  officer  and  the 
officers  of  the  National  Assistance  Board, 
and  that  where  circumstances  make  it 
necessary  for  the  patient  to  have  some 
financial  relief  when  considered  by  the 
different  bodies,  then  the  Hospital  Manage- 
ment Committee  should  provide  it. 

3503.  They  get  that  financial  assistance 
now  if  they  need  it  from  the  Assistance 

Board,  do  they  not? Yes,  from  the 

Assistance  Board,  but  we  think  that  the 
hospital  welfare  officer  should  come  into 
this  more  than  the  officers  from  the 
National  Assistance  Board.  We  think  the 
officer  from  the  hospital  having  known  the 
patient  for  a time  there  is  that  personal 
touch  about  it,  and  we  do  not  think  that 
it  would  be  a difficult  matter  for  the 
Hospital  Management  Committee  to 
recover  from  the  National  Assistance  Board 
any  payment  that  has  been  made. 

3504.  (Chairman):  I understand  that 

your  recommendation  is  not  a recommen- 
dation for  anything  new.  At  present  the 
Hospital  Management  Committee  has  power 

to  finance  patients  on  leave  of  absence? 

That  is  right,  Sir.  All  we  ask  is  this : that 
it  should  be  continued,  that  the  patient 
should  not  have  to  apply  for  it.  The 
patient  should  not  be  required  to  apply 
for  financial  assistance,  because  some 
patients  will  say,  “ I do  not  want  it  ”, 
whereas  they  do.  We  think  the  welfare 
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officer  from  the  hospital  should  keep  con- 
tact with  the  circumstances  and  then  he  or 
she  should  be  the  person  who  pays  it. 

3505.  ( Sir  Cecil  Oakes):  There  is  no 
objection  to  that  happening  if  they  arrange 

it  locally,  is  there? It  goes  a little 

further.  A patient  goes  out  on  leave,  and 
in  these  days  it  is  quite  simple  for  the 
patient  to  be  working  whilst  on  leave. 
Who  is  going  to  check?  We  think  the 
hospital  officer,  knowing  the  full  circum- 
stances, is  the  person  who  could  find  these 
things  out.  The  National  Assistance  Board 
would  know  if  a patient  went  for  work 
anywhere  more  or  less  of  a permanent 
nature ; it  would  go  through  the  Ministry 
of  Labour  and  through  the  other  bodies. 
That  is  what  we  are  envisaging.  We  do 
not  want  a patient  to  go  out  and  have 
financial  assistance  and  at  the  same  time 
be  working  and  being  a cost  to  the  Health 
Service.  There  are  two  sides  to  it. 

3506.  (Mrs.  Bracldock ):  I may  be  wrong, 
but  I was  under  the  impression  that  a 
patient  on  leave  from  a hospital  was  still 
the  responsibility  of  the  hospital  and  his 
financial  grants  came  from  the  hospital. 
If  he  went  to  the  Assistance  Board  and 
made  application  the  Assistance  Board 
would  want  full  details  about  it  and 
would  not  make  a grant  to  the  patient. 
That  is  what  I thought,  I may  be  wrong. 

(Mr.  Flanaghan):  What  usually 

happens  is  that  a mother  wants  to  take  her 
child  home  for  the  weekend.  She  may  be 
a widow  and  it  may  cost  five  shillings  train 
fare  and  five  shillings  for  the  patient.  This 
money  is  hard  for  her  to  obtain.  On  some 
occasions  she  has  applied  to  the  National 
Assistance  Board,  and  in  some  cases  they 
have  helped  and  in  others  they  have  said, 
“ Talk  to  the  welfare  officer  of  the 
hospital  ”.  She  usually  does  that,  and  the 
welfare  officer  obtains  a railway  warrant  for 
the  patient  and  for  the  relative,  and  if  there 
is  necessity,  the  welfare  officer  having 
checked  the  conditions  of  the  home,  then  a 
small  grant  is  made.  But  we  want  to  make 
this  a regular  thing. 

3507.  (Chairman):  The  state  of  the  law 

and  the  administrative  regulations  in  this 
matter  are  very  complicated,  and  I do  not 
think  we  need  spend  any  more  time  on  this 
particular  point.  Paragraph  44:  in  practice 
the  consent  of  the  Board  of  Control  for  the 
transfer  of  patients  is  not  now  necessary  ex- 
cept for  paying  patients,  is  it? (Mr. 

Waite) : No. 

3508.  You  speak  as  if  it  was  the  universal 

practice. What  we  had  in  mind  in  this 

was  that  we  do  not  think  it  should  be 
necessary  for  the  Medical  Superintendent  or 
the  Hospital  Management  Committee  to 
have  to  obtain  the  consent  of  the  Board  of 
Control  to  move  a patient.  Now  that  there 
is  a National  Health  Service  the  limitations 


of  the  services  so  far  as  local  authorities  are 
concerned  no  longer  exist,  and  there  is  now 
a common  basis  for  the  movement  of 
patients  for  any  particular  purpose  from 
one  hospital  to  another,  and  it  should  be 
done  without  any  further  process. 

3509.  It  may  be  worth  pausing  at  para- 
graph 46  for  a moment,  because  this  is  the 
first  evidence  we  have  had  which  recom- 
mends a continuance  of  the  present  obliga- 
tion to  notify  the  coroner  of  all  deaths,  and 
I am  not  quite  clear  on  what  ground  you 

think  that  requirement  should  remain? 

This  again,  Sir,  is  from  the  nurses’  point 
of  view,  and  from  the  patients’  too,  and  the 
patients’  relatives.  We  think  that  all  deaths 
should  be  reported  to  the  coroner  for  this 
reason.  Even  with  voluntary  patients  you 
are  bound  to  get  peculiar  circumstances 
attaching  to  the  death  of  patients,  and  the 
nurses  think  that  it  would  be  giving  a 
proper  safeguard  to  their  interests,  and  it 
would  be  in  the  interests  of  the  relatives  of 
patients,  if  the  coroner  was  informed  of 
every  death  in  the  hospital,  not  necessarily 
to  act  upon  that  notice  in  every  case,  only 
in  such  cases  as  the  Medical  Superintendent 
reports  peculiar  circumstances.  Our  whole 
purpose  is  to  provide  every  safeguard  that 
we  possibly  can  for  the  nurses. 

3510.  Do  you  think  that  nurses  in  general 
hospitals  are  subject  to  grave  danger  because 
there  is  no  such  obligation  on  a general 
hospital  to  notify  the  coroner  of  deaths 

except  in  special  'circumstances? No, 

Sir,  but  I would  suggest  there  is  a vast 
difference  between  a mental  hospital  and  a 
general  hospital. 

3511.  (Mr.  Bartlettt) : Do  you  really  think 
the  relatives  themselves  would  appreciate 
every  death  having  to  be  notified  to  the 

coroner? We  have  not  got  the  opinion  of 

the  relatives,  but  we  have  known  relatives 
who  have  discussed  this  with  the  nurses, 
and  we  think  from  what  they  say  it  would 
be  a precaution  that  would  be  appreciated. 

3512.  (Dr.  Rees):  Have  you  ever  heard 
relatives  complain  that  the  deaths  of  certi- 
fied patients  had  .to  be  reported  to  the 

coroner? 1 have  not  personally,  I do 

not  know  whether  my  colleagues  have.— 
(Mr.  Flanaghan) : I think  we  are  judging  this 
from  a different  angle.  Our  patients  when 
they  come  to  us  are  often  anti-social,  they 
have  some  abnormalities,  they  arc  patients 
who  have  had  trouble  with  the  neighbours 
and  their  relatives  over  periods.  _ The 
patient  who  goes  into  a general  hospital  is 
not  that  type.  Generally  the  mother  and 
father  and  the  next  door  neighbour  are 
sorry  to  hear  that  John  Jones  has  gone  to 
hospital  to  have  an  operation  and  that  is 
the  end  of  it,  but  it  is  not  so  with  the 
patient  who  comes  into  a mental  hospital. 
This  is  something  different : he  has  been 
troublesome,  breaking  windows,  chasing 
women  up  the  street,  and  so  on ; he  has 
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been  an  awful  trouble  for  a long  time  and 
they  say,  “It  is  a good  job  he  has  been 
taken  away”.  That  is  the  sort  of  back- 
ground of  many  of  our  patients,  and 
because  of  that  the  question  of  a death 
occurring  either  after  a short  period  or  a 
long  period  is  always  tied  up  in  the  mind  of 
the  general  public — and  the  press,  too — 
with  the  fact  that  he  is  a patient  who  is  in 
the  mental  hospital.  From  the  medical  offi- 
cers’ point  of  view  we  have  found  with 
young  patients  and  old  patients  any  physi- 
cal illness  is  notified  long  before  the  general 
hospital  would  notify  and  the  relatives  are 
told,  “You  can  visit  any  time  you  like”. 
During  that  period,  the  mental  condition  of 
the  patient  has  not  altered  much,  even 
though  his  physical  condition  has.  he  is 
still  anti-social  and  still  objects  to  having 
lost  his  freedom  ; in  his  opinion  the  nurses 
are  keeping  him  there  and  that  is  why  they 
keep  on  giving  him  needles.  He  thinks  he 
should  not  be  there  and  when  the  patient 
dies  there  is  some  feeling  about  the  condi- 
tion of  the  patient,  “Is  what  he  said  true?” 
During  this  period  we  chat,  to  patients’  rela- 
tives but  we  are  very  conscious  all  the  while 
of  this  anti-social  background  that  the 
individual  patient  has  and  that  the  relative 
feels.  We  feel  certain  that  it  helps  when 
we  can  say  to  patients’  relatives,  as  we  very 
often  do,  “We  have  done  all  we  could. 
You  have  visited  pretty  regularly  to  make 
certain  that  none  of  these  things  you  are 
afraid  of  can  happen,  and  every  one  of  our 
deaths  is  notified  to  the  coroner.”  It  is  also 
a safeguard  for  the  medical  officer,  the 
Superintendent  and  the  nursing  staff.  Mental 
patients  have  lost  something  more  than  a 
patient  in  a general  hospital ; they  have  lost 
their  freedom  and  liberty.  Those  things 
are  lost,  and  in  the  mentally  ill  it  is  sur- 
prising how  they  will  multiply  all  the  anti- 
social activities,  and  I hope,  Sir,  that  we 
will  have  your  support  from  that  point 
of  view. 

3513.  (Mr.  Bartlett. ):  You  have  suggested 
that  this  should  be  extended  to  voluntary 
patients.  Do  you  really  and  seriously  say 
to  the  Commission  that  much  of  what  you 
have  said  applies  to  voluntary  patients  as 
well  as  to  certified  and  temporary  patients? 

As  a matter  of  fact  it  does,  because 

the  voluntary  patients  have  been  able  to 
hold  back  their  mental  troubles  in  the  pre- 
sence of  the  doctor,  but  they  say  quite 
frankly  to  the  relative,  “ I should  not  be 
here,  but  they  are  keeping  me  ”.  Those 
anti-social  conditions  are  still  there  even 
with  the  voluntary  patient,  otherwise  they 
would  not  be  patients.  Someone  who  does 
not  have  mental  trouble  does  not  volunteer 
to  go  into  a mental  hospital.  That  condi- 
tion is  still  there,  just  the  same.  There  is 
only  one  thing  different  from  the  temporary 
or  certified  patient,  they  have  not  lost  their 
liberty,  but  the  relatives  cannot  be  con- 
vinced of  that, ; it  will  take  another 


generation  or  two  before  the  general  public 
will  be  able  to  look  on  the  mental  hospital 
in  the  same  way  as  a general  hospital. 

3514.  (Mr.  Jackson ):  Is  this  entirely  for 
the  satisfaction  of  the  feelings  of  relatives 

of  the  patients  who  have  died? Yes, 

Sir,  more  than  the  nursing  staff. 

3515.  You  think  relatives  would  appre- 
ciate this  happening? We  do.  Sir,  yes. 

3516.  (Dr.  Rees)'.  It  is  open  to  the  rela- 

tives now  to  ask  the  coroner  to  hold  an 
inquest  in  any  case,  is  it  not? Yes. 

3517.  Have  you  known  many  relatives  to 

do  so? As  I said,  generally  during  the 

latter  days  of  physical  sickness  of  the 
patient  we  point  out  that  every  safeguard  is 
made,  and  when  the  patient  dies  there  is 
the  death  certificate.  We  say  that  we  have 
done  all  we  could.  They  say,  “Yes,  I 
know.”  Then  you  say,  “You  see,  all 
deaths  are  reported  to  the  coroner ; you 
have  also  got  that  safeguard  and  you  can 
make  whatever  provisions  you  like.”  This 
is  the  conversation  generally  you  have  got. 
to  have  with  the  relative.  The  patients 
belong  to  someone  and  the  relatives  have 
a right  to  feel  hard  about  it ; they  have 
lost  someone  and  we  find  it  very  helpful 
to  be  able  to  point  out,  “There  is  your 
opportunity  ”. 

3518.  (Mr.  Bartlett ):  Without  bringing 

relatives  into  the  picture  at  all,  would  not 
the  Physician  Superintendent  or  the  Medi- 
cal Superintendent,  if  he  had  any  doubts  at 
all  as  to  the  circumstances  surrounding  the 
death  of  the  patient,  himself  report  the 
facts  of  that  death  to  the  coroner  and  allow 
the  coroner  himself  to  decide  if  an  inquest 
was  required? The  average  Superin- 

tendent does  that  to  make  certain  the  good 
name  of  the  hospital  is  not  lost. 

3519.  You  do  not  think  that  is  sufficient 

to  meet  the  case? No,  Sir,  I would  still 

like  it  there  to  make  sure  everybody  knows 
it. 

3520.  (Dr.  Rees) : You  feel  there  is  an 
air  of  suspicion  about  every  death  in  the 

mental  hospital? No  Sir,  there  is  no 

air  of  suspicion  with  regard  to  medical  and 
nursing  staffs.  The  only  suspicion  is  created 
by  the  background  history  of  mental  hos- 
pitals. That  is  still  there  and  it  will  take 
two  or  three  generations  before  the  public 
realise  that  they  are  like  general  hospitals. 

3521.  (Mr.  Jackson):  Are  you  not  setting 
out  to  make  that  distinction  between  a 

mental  hospital  and  another  hospital?-; 

Yes  Sir,  because  of  the  type  of  patient. 
There  is  a difference  between  the  two  types 
of  patient,  general  and  mental. 

3522.  Do  the  relatives  of  patients  who 

die  in  fact  ask  for  inquests? It  is  not 

that  they  ask  for  inquests,  but  that  they 
have  listened  to  the  patient  during  their 
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visit.  They  have  listened  to  their  protests 
against  being  detained,  against  the  fact  that, 
“ The  doctor  does  not  speak  to  me  as  much 
as  he  speaks  to  that  other  fellow,  and  I 
get  two  more  needles  every  day  than  he 
gets  If  it  is  your  or  my  relative,  when 
the  patient  dies  it  is  still  in  our  minds, 
whether  we  like  it  or  not,  it  is  still  there. 
We  have  lost  somebody. — (Mr.  Waite)'.  Ir 
I may  attempt  to  sum  this  up,  we  are  not 
unmindful  of  the  suspicion  that  is  still  in 
the  minds  of  a lot  of  the  public,  and  what 
we  are  attempting  to  do  is  to  gam  the  full 
confidence  of  the  public  in  the  mental  nurs- 
ing service  generally,  and  we  think  this,  it 
it  is  made  known,  will  be  a step  in  the 
right  direction. 

3523.  (Mr.  Bartlett ):  And  you  do  not 
think  a recommendation  of  this  sort  would 

increase  those  suspicions? 1 do  not  think 

so. 

3524.  (Mrs.  Braddock ):  Are  you  not 

making  a very  great  difference  between  the 
ordinary  hospital  and  the  mental  hospital, 
and  is  not  that  something  you  are  trying 
to  get  away  from?  Does  not  this  per- 
petuate it? Yes,  but  not  in  the  stage  of 

treatment.  We  have  got  beyond  the  stage 
of  receiving  patients  and  the  treatment  of 
patients  and  we  are  now  dealing  with  the 
death  of  patients.  At  this  point  there  may 
be  a distinction,  but  we  think  it  is  justi- 
fied because  of  the  difference  in  the  back- 
ground of  the  patient  and  in  the  service  we 
perform  from  the  background  of  the  general 
hospital. 

3525.  (Chairman):  Surely  the  coroner’s 
inquest  is  not  going  to  address  itself  to  any 
of  the  questions  which  are  in  the  minds 
of  suspicious  relatives?  Is  it  not  offering 
an  irrational  remedy  for  an  irrational 

suspicion? (Mr.  Flatiaghan ):  We  would 

like  to  agree,  but  we  will  never  alter  the 
types  of  patients  we  get  into  mental  hos- 
pitals. If  there  was  not  some  mental 
trouble  we  would  not  have  them.  As  long 
as  there  is  mental  trouble  there,  he  has  it 
in  the  works,  in  the  streets,  in  factories,  and 
not  only  the  relative  knows  it  but  every- 
body else  knows  it. 

(Chairman) : Yes,  we  have  your  point  of 
view.  I have  no  questions  on  the  remainder 
of  the  evidence  about  mental  treatment. 
As  far  as  I am  concerned  we  might  go  on 
to  Part  II  on  mental  deficiency.  Are  there 
any  other  questions  anybody  else  wants 
to  ask? 

3526.  (Mrs.  Braddock) : Just  on  this 

question  of  patients’  property  in  paragraph 
45.  Have  you  found  any  circumstances  in 
which,  because  of  the  length  of  time  taken 
to  deal  with  a person’s  property,  his  home 
or  goods  that  he  has  at  home  have  been 
lost  or  other  difficulties  have  been  caused? 
There  is  a time  lag  I know  between  a 
person  being  admitted  to  a mental  hospital 


and  arrangements  being  made  with  the 
local  authority  or  the  Assistance  Board  to 
deal  with  property.  You  are  suggesting  a 
speeding  up  of  the  position  but  have  you 
any  evidence  that  there  has  been  any 
difficulty  about  it? — —(Mr.  Waite):  We 
made  reference  to  this  because  we  very 
often  find  that  the  patient  is  worried  and 
it  does  not  help  to  improve  his  condition 
at  all.  He  talks  about  his  property,  his 
house,  etc.,  to  the  nurses  who  pass  that 
information  on  to  the  Medical  Super- 
intendent, as  they  are  required  to  do.  We 
do  not  suggest  any  particular  way  in  which 
it  should  be  done,  but  we  do  think  it  is 
our  business  to  bring  to  your  notice  that 
this  is  a source  of  trouble  and  worry  to 
patients  and  relatives,  and  if  you  can  do 
anything  about  it  we  would  be  very  pleased 
indeed,  because  we  do  know  it  is  a disturb- 
ing factor  with  many  patients  when  they 
first  come  into  hospital.  Whilst  they  are 
in  that  state  of  mind  it  is  very  little  use 
trying  to  apply  any  other  remedial  treatment 
until  you  have  removed  the  first  source  of 
worry. 

3527.  (Mr.  Bartlett):  Do  I understand 
from  what  you  say  in  this  paragraph  that 
you  are  not  dissatisfied  with  the  machinery 
at  the  moment  available  for  dealing  with 
patients’  property,  but  at  the  speed  with 

which  it  operates? That  is  the  position, 

Sir,  because,  as  my  colleagues  will  agree, 
the  machinery  is  set  up  and  action  is  taken, 
but  if  there  is  a delay  of  a week  or  a fort- 
night and  the  patient  is  worrying,  the 
disturbance  is  becoming  more  acute  ; if  there 
could  be  a speeding  up  of  the  present 
machinery  it  would  be  a step  in  the  right 
direction. — (Mr.  Beattie):  To  quote  a case 
in  point,  if  I may,  on  this  particular 
question.  We  had  a patient  in  an  acute 
maniacal  condition.  We  did  not  know  at 
the  time,  but  when  he  settled  down  we  found 
out  by  conversation  that  he  was  an  insurance 
agent  with  a book  to  the  value  of  £X.  This 
particular  book  was  just  laid  in  abeyance 
over  this  particular  period.  Consequently 
he  wanted  to  sell  this  book — I do  not  know 
very  much  about  it,  but  I understand  a 
book  is  sold  at  book  value — but  as  he  was 
a certified  person  he  could  not  effect  the 
sale.  It  took  anything  from  six  to  eight 
months  before  it  could  be  arranged  for  him 
to  permit  someone  to  sell  this  particular 
book.  As  a matter  of  fact,  I do  not  think 
the  sale  has  yet  been  effected. 

3528.  (Chairman):  Shall  we  go  on  to 

mental  deficiency? (Mr.  Waite):  Before 

proceeding  to  mental  deficiency,  could  I 
raise  one  point?  It  is  with  regard  to  the 
services  generally,  and  we  thought  it  would 
have  been  raised  under  the  point  arising 
from  observation  units  being  provided  at 
general  hospitals.  We  are  rather  disturbed 
at  some  of  the  information  we  get  from 
these  units,  particularly  having  in  mind  the 
report  I got  from  one  . . . 
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3529.  What  unit  is  this? This  is  part 

of  a general  hospital ; actually  it  is  the  May- 
day  Hospital,  Croydon,  I am  referring  to. 
They  have  an  observation  ward,  a 
psychiatric  unit  as  they  call  it,  with  six 
beds  on  the  male  side  and  six  beds  on  the 
female  side.  That  particular  psychiatric 
unit  is  under  the  supervision  of  a medical 
officer  who  has  no  experience  in  mental 
or  psychiatric  treatment ; in  fact  he  is  a 
specialist  in  chest  diseases.  This  of  course 
leads  to  complications.  You  have  the 
question  of  a patient  who  is  in  the  general 
part  of  the  hospital  becoming  troublesome, 
probably  just  a passing  phase,  and  the  duly 
authorised  officer  is  called  in  and  the  patient 
is  removed  to  the  observation  ward  as  we 
now  call  it.  The  patient  is  still  troublesome 
and  they  call  upon  the  magistrate  to  come 
along.  The  patient  has  become  noisy  and 
has  been  given  a sedative  and  when  the 
magistrate  arrives  the  patient  is  too  sleepy, 
too  drowsy,  to  answer  any  questions  what- 
ever. Two  or  three  days  later  he  comes 

back  again  to  find  the  patient  is  qufte 

normal  and  cannot  be  certified.  He  is  sent 
home.  The  patient  went  home  within  seven 
days  and  has  given  no  more  trouble  since. 

X am  quoting  this  as  an  example  of  what 
can  happen  if  we  have  not  got  a co- 

ordinated mental  health  service  under  the 
direct  control  and  supervision  of  a 

psychiatric  specialist.  What  we  would  like 
to  see,  what  we  hope  will  be  brought 
about  by  legislation,  is  that  all  these  units 
wherever  they  are  based,  whatever  their 
name,  so  long  as  they  house  patients  with 
mental  illness,  should  be  under  the  control 
of  a psychiatrist,  whether  he  be  from  the 
Regional  Hospital  Board  or  whether  he  is 
employed  by  the  local  authority.  Every 
establishment  where  a mental  patient  is 
housed  should  have  the  continuous  benefit 
of  the  services  of  a specialist.  _ We  think 
that  the  determination  of  a patient’s  state 
of  mind  cannot  be  assessed  by  anyone  other 
than  a specialist,  and  if  these  establishments 
are  to  be  set  up  they  should  be  grouped 
with  the  parent  mental  hospital  to  ensure 
a constant  service  from  the  psychiatrist. 

Another  particular  problem  here  are  the 
establishments  which  are  under  lay 
Superintendents.  We  do  not  decry  or  dis- 
parage the  lay  Superintendents,  in  fact  quite 
the  reverse,  they  are  doing  a magnificent 
job  under  difficult  circumstances. 

353Q.  What  are  these  establishments  you 
are  talking  of? These  are  mental  defi- 

ciency hospitals.  There  is  a lay  Superin- 
tendent in  charge,  with  a medical  _ officer 
visiting  probably  twice  or  three  times  a 
week,  and  if  there  is  any  physical  ailment 
or  complaint  then  the  lay  Superintendent 
calls  in  the  doctor.  There  again  we  think 
those  establishments  should  be  brought 
within  the  purview  of  the  Hospital  Manage- 
ment Committee,  if  there  are  any  under 
the  local  authority. 


3531.  (Mr.  Bartlett ):  Do  you  feel  that 
the  observation  ward  should  be  set  apart 
from  the  mental  hospital?  Would  you  have 
any  objection  to  the  patients  going,  as  you 
know  they  do  at  the  moment,  direct  to  the 

observation  ward  of  a mental  hospital? 

We  are  not  particularly  concerned  about  the 
location  of  the  observation  ward,  whether 
it  is  an  annexe  of  the  general  hospital,  or 
whether  it  is  in  the  mental  hospital,  but 
wherever  it  is  we  think  it  should  be  part  of 
the  parent  hospital  so  that  it  can  have  the 
direct  services  of  the  Medical  Superinten- 
dent and  other  specialists.  We  also  have  our 
nursing  problems  ; if  you  have  an  observa- 
tion ward  attached  to  a general  hospital  you 
have  a qualified  mental  nurse  and  the 
matron  of  the  general  hospital  who  has  had 
no  mental  training  is  in  charge  of  that 
mental  unit.  That  in  itself  is  a detriment 
to  the  recruitment  of  mental  nurses  because 
there  is  no  outlet  for  promotion  whatever. 
We  do  know  that  in  one  instance  it  has 
been  recommended  that  there  should  be  a 
dually  qualified  sister  in  charge  of  these 
observation  wards ; we  do  not  think  it 
necessary  to  have  a dually  qualified  sister, 
we  think  a fully  qualified  mental  nurse 
should  be  in  charge.  As  they  do  the 
majority  of  the  work,  making  out  all  the 
returns,  etc.,  we  do  not  think  it  is  necessary 
to  have  them  under  the  general  hospital 
administration  at  all,  except  for  the  purpose 
of  food,  clothing,  etc.  The  nursing  service 
should  be  part  of  the  service  from  the 
mental  hospital. 

(Chairman):  You  raise  two  very  distinct 
questions  there,  the  question  of  the  nursing 
service  and  the  question  of  the  actual  con- 
trol of  the  unit.  Geographically  it  is  ex- 
tremely difficult  to  have  a psychiatric  unit 
of  a hospital  which  might  be  20  miles  from 
the  mental  hospital  under  the  direct  control 
of  the  Superintendent  of  the  mental  hos- 
pital. I do  not  think  it  is  necessary  to  do 
anything  more  than  to  say  that  the  Com- 
mission note  your  point. 

3532.  (Dr.  Rees):  Are  you  aware  of  the 
fact  that  a qualified  psychiatrist  visits  the 
observation  ward  at  the  Mayday  Hospital 

on  at  least  five  afternoons  a week? We 

do  know  of  cases  where  a consultant  psy- 
chiatrist is  making  regular  visits,  but  we 
know  of  some  not  so  regular. 

3533.  But  at  the  Mayday  Hospital  which 
you  quoted  the  psychiatrist  visits  at  least 

five  afternoons  a week? That  is  not  the 

information  I have.  The  information  I 
have  is  that  for  half  an  hour  on  six  days 
a week  there  is  a visit  from  the  man  in 
charge  and  he  happens  to  be  a chest 
specialist. 

3534.  The  man  in  immediate  charge  is  the 

general  physician? Yes. 

3535.  But  a qualified  psychiatrist  visits  on 
at  least  five  afternoons  a week?—; — I am 
sorry,  what  they  have  referred  to  is  a lay 
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doctor,  to  distinguish  between  a psychiatrist 
and  an  ordinary  doctor,  and  that  is  the 
information  I have  received.  Actually  I 
only  received  it  from  this  particular  unit 
yesterday,  from  the  people  working  in  it. 

3536.  0 Chairman ):  Can  we  pass  on  to 
Part  II?  In  paragraph  52  I am  puzzled  by 
the  two  sentences  which  begin,  “ It  is  con- 
sidered that  only  people  of  sub-normal  in- 
tellect, who  are  also  socially  inefficient, 
should  be  dealt  with  under  legislation  re- 
lating to  mental  deficiency.  Emphasis  should 
be  placed  upon  social  incompetence, 
whether  this  arises  from  defects  in  intelli- 
gence, temperament,  character  or  initiative.” 
Those  two  sentences  seem  to  me  flatly  to 
contradict  each  other,  and  I do  not  know 

what  your  recommendation  is? We  are 

trying  here  to  get  some  guidance  as  to 
whether  the  intelligence  quotient  should  be 
brought  into  emphasis,  and  whether  the 
reference  to  moral  defect  could  be  applied 
without  the  reference  to  “feeble-minded.” 
It  has  been  very  difficult  indeed  for  us  to 
arrive  at  this,  but  we  thought  that  this 
was  a fair  summing  up. — (Mr.  Robert- 
son) : I think  that  this  paragraph  was 

put  in  because  the  majority  of  the  moral 
defectives  come  from  the  group  having  a 
higher  intelligence,  and  it  is  this  particu- 
lar class  where  much  doubt  exists  when 
certification  is  considered.  It  is  the  general 
opinion  I think  of  many  nurses  that  the 
majority  of  these  moral  defectives  are  more 
or  less  psychopathic  personalities  who 
should  have  escaped  the  question  of  certi- 
fication. Had  they  had  a place  where  they 
could  have  been  screened,  a psychiatric 
unit  if  you  like,  before  certification  took 
place  we  think  many  of  those  people  would 
have  avoided  the  question  of  certification 
and  the  loss  of  many  years  freedom.  We 
think  that  the  question  of  intelligence  is 
a key  one  and  that  there  should  be  a 
definite  line  of  demarcation,  because  the 
majority  of  these  moral  defectives  have  an 
intelligence  quotient  of  over  70,  in  some 
cases  even  up  to  120 — and  the  scholarship 
standard  is  128 — and  they  have  been  in 
the  place  for  years. 

3537.  We  are  familiar  with  the  point, 
but  it  seemed  to  me  that  in  those  two  sen- 
tences you  were  having  it  both  ways.  Your 
first  sentence  says  the  crucial  test  should 
be  intellectual.  Your  second  sentence  says 
the  crucial  thing  should  be  social  incom- 
petence, whether  it  arises  from  defects  in 
intelligence,  temperament,  character  or 
initiative,  and  that  is  almost  a complete 
description  of  the  moral  defective  whom  you 

want  to  get  rid  of. That  is  the  idea  of 

getting  rid  of  the  moral  defective  actually. 
Let  me  put  it  this  way:  it  is  a term  very 
little  used  these  days,  and  as  one  can  come 
under  the  heading  of  one  of  the  other 
classes  there  is  really  no  point  in  continuing 
the  term  “ moral  defective  ” where  “ feeble- 
minded person”  would  do. 


3538.  If  you  can  only  get  rid  of  the 

moral  defective  by  calling  him  a social 
incompetent,  do  you  not  end  up  much  where 
you  started? (Mr.  Waite):  We  appreci- 

ate the  difficulties  in  this,  and  in  making 
these  points  we  realise  that  it  will  remain 
for  the  medical  opinion  to  decide  who  is 
who  in  this  psychopathic  group.  It  is 
beyond  us  to  put  them  into  these  particular 
grades  of  psychopathic  personality. 

(Chairman):  I do  not  think  I have  any 
more  questions  to  ask  down  to  paragraph 
60. 

3539.  (Mr.  Bartlett):  I have  only  one 

point  on  paragraph  52.  Am  I right  in 
assuming  that  the  witnesses  are  recommend- 
ing that  psychopathic  personalities  should 
be  dealt  with  under  mental  deficiency  legis- 
lation?  We  think  it;  is  a matter  for 

medical  opinion  whether  or  not  what  we 
have  referred  to  as  psychopaths  should  be 
dealt  with  as  mental  deficiency  patients.  You 
get  these  people — I am  referring  to  those 
who  come  from  the  courts  particularly — 
and  they  come  for  care,  but  the  definition 
of  the  mental  disturbance  and  the  mental 
condition  is  we  think  a matter  for  the  medi- 
cal officer  to  determine  when  the  patients 
are  admitted,  if  it  is  not  done  before  they 
come  before  the  court.  It  is  not  a problem 
for  the  nurse  at  all.  We  do  think  that 
where  a distinction  is  made,  those  who  are 
not  mental  defectives  in  the  sense  we  know 
should  not  go  to  mental  deficiency  institu- 
tions. As  you  will  see  we  give  reasons 
later  in  our  memorandum  why  we  think 
they  should  not  be  sent  to  mental  deficiency 
hospitals. 

3540.  (Chairman):  Just  one  small  point 
on  paragraph  59  dealing  with  voluntary 
patients  you  say,  “ ...  or  continue  treat- 
ment in  the  most  appropriate  class.”  Pre- 
sumably treatment  is  to  be  continued  only 
with  the  consent  of  the  patient’s  parents  or 

his  own? We  say  in  this  paragraph  that 

admission  should  be  for  a period  of  three 
months  subject  to  the  approval  of  the 
Medical  Superintendent.  At  the  end  of  that' 
period  the  Medical  Superintendent  should 
take  certain  steps  to  deal  with  the  patient 
in  one  of  three  ways  that  we  suggest  in  the 
earlier  paragraph.  We  think  that  it  is 
reasonable  to  assess  the  patient’s  condition 
by  these  categories  and  deal  with  him 
under  the  appropriate  Section  of  any  enact- 
ment that  may  come  into  force,  whether  he 
continues  as  voluntary,  whether  he  should 
be  temporary,  or  whether  he  should  be 
certified. 

3541.  Do  I understand,  then,  that  volun- 
tary treatment  could  not  be  extended 

beyond  three  months? No,  Sir  ; if  the 

Medical  Superintendent  thought  it  should 
be,  it  could  be.  But  in  this  case  again  we 
say  we  do  not  think  certification  should  be 
resorted  to  until  the  very  last. 
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3542.  I was  not  talking  about  certifica- 
tion ; I was  asking  whether,  at  the  end  of 
three  months,  with  the  parent’s  consent,  the 
treatment  can  be  continued  on  a voluntary 
basis,  or  whether  he  has  to  become  a non- 
voluntary patient  in  one  of  the  other 

categories? The  voluntary  treatment 

could  continue. — (Mr.  Beattie ):  At  the  end 
of  the  three  months  period,  steps  should 
be  taken  either  to  discharge  the  patient  or 
to  continue  his  treatment  in  the  most 
appropriate  class.  At  the  end  of  that  par- 
ticular period,  the  Medical  Superintendent 
would  be  able  to  determine  the  category  in 
which  the  patient  should  be. 

3543.  Are  you  satisfied  that  a period  of 
three  months  is  really  sufficient  for  this? 
If  this  is,  so  to  speak,  a classifying  stage, 
do  you  think  he  really  can  classify  a mental 
deficient  in  three  months?  I do  not  under- 
stand the  purpose  of  the  limitation.  If  the 
admission  is  voluntary,  and  continues  to  be 
voluntary,  why  should  you  ask  the  Medical 
Superintendent  to  reach  a decision  at  the 

end  of  three  months? (Mr.  Waite):  The 

decision  may  be  to  continue  him  as  a volun- 
tary patient  for  another  three  months ; but 
we  think  that  three  months  should  be  the 
point  when  the  Medical  Superintendent  can 
consider  whether  voluntary  treatment  is  or 
is  not  going  to  serve  its  purpose,  and  then 
he  should  have  some  authority  to  take  other 
steps. 

3544.  Presumably,  if  he  does  not  think 
he  is  going  to  be  able  to  do  anything  with 
the  child  anyway,  even  at  the  end  of  one 
month,  he  would  tell  the  parent  to  take 
him  away? 

I am  not  quite  sure  about  the  next  para- 
graph, under  the  heading  of  “Temporary 
patients”.  How  does  paragraph  61  differ 
from  voluntary  admission?  It  is  much 
more  cumbrous  than  voluntary  admission  ; 
and  yet  it  seems  to  be  designed  for  the 

same  sort  of  person? (Mr.  Flanaghan ): 

With  the  voluntary  patient  the  parents  have 
the  right  to  apply  for  that  kind  of  treatment 
to  be  given  to  the  child  and  can  bring 
pressure  to  bear.  Apart  from  the  voluntary 
patients,  it  is  a question  of  the  School 
Medical  Officer  or  the  local  authority 
officer  taking  action,  and  everybody  seems 
to  wait  for  somebody  else  to  do  something. 
— (Mr.  Waite):  In  paragraph  60  we  have  a 
point  that  under  the  Ministry  of  Health 
Circular  5/52  patients  may  remain  at  home 
and  be  dealt  with  on  a day  accommodation 
basis.  If  there  is  any  need  for  special 
treatment  in  the  hospital  they  can  be  sent 
there  for  physical  treatment  for  any  purpose 
or  description.  The  patient  may  be  retained 
at  home,  under  supervision,  and  could  be 
sent  to  hospital  to  allow  the  parents  to  have 
a break  or  holiday,  etc.  That  is  what  we 
had  in  mind  in  paragraph  60. 

3545.  (Dr.  Thomas):  Is  your  point  the 
extension  of  the  existing  service  by  which 
a patient  can  be  admitted  into  hospital 
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without  any  formality  at  all,  except  the 
request  of  the  parents,  for  a maximum 

period  of  eight  weeks? That  is  what  we 

are  after. 

3546.  It  is,  in  fact,  a voluntary  admission? 

It  is  a practice  now,  particularly  in  the 

industrial  areas,  where  the  need  for  giving 
parents  a break  is  very  acute,  and  we  find 
it  very  useful  in  those  circumstances.  When 
the  parents  are  in  need  of  a break,  the 
patient  can  go  to  hospital  for,  say,  five  or 
six  weeks,  to  give  the  parents  a rest.  We 
think  that  practice  should  be  extended. 

3547.  Could  I ask  a question  on  para- 
graph 56.  Why  do  you  consider  it  essential 
to  have  a legal  age  limit,  first  of  all,  and 
secondly,  why  should  that  age  limit  be 
extended  up  to  the  age  of  21  years,  instead 

of  18  years  as  at  present? On  the 

necessity  for  legal  age  limit,  this  has  been 
in  practice  for  some  considerable  time  and 
we  think  there  must  be  a legal  age  limit  for 
the  reporting  of  these  particular  defects. 
We  would  say  that  the  duty  of  reporting 
children  to  the  psychiatric  expert  should  be 
on  the  education  authority  up  to  the  age 
of  18.  We  think  now  it  should  be  extended 
to  21  years  because  of  the  changed  circum- 
stances that  are  facing  us  today  and  may 
do  in  the  future.  Whilst  the  individual  who 
may  come  under  the  heading  of  mental 
defective  is  in  his  home,  with  the  protection 
of  a family,  and  whilst  he  is  at 
school,  and  looked  after  and  cared  for,  and 
probably  when  he  gets  into  a job  which  he 
can  get  down  to  and  do  without  much 
trouble  or  training,  no  difficulty  arises.  Then 
he  gets  to  the  age  of  18,  and  is  sent  into 
national  service  in  the  forces,  when  he  loses 
his  accustomed  surroundings  and  environ- 
ment, and  we  think  that  his  military  record 
would  probably  show  whether  he  is  likely  or 
not  to  surmount  any  defects  which  have 
been  found  during  the  period  of  national 
service.  That  was  why  we  suggested  the  age 
should  be  raised  to  21  years.  We  believe 
that  service  in  the  forces,  having  pulled  these 
youths  out  of  their  accustomed  environ- 
ment, may  be  a means  of  making  the  pro- 
pensity to  defect  more  apparent. 

3548.  (Chairman):  In  paragraph  73  you 
deal  with  medical  and  nursing  supervision, 
but  you  say,  “ We  envisage  the  use  of  occu- 
pational therapy  centres  ...”  Arc  you 
thinking  of  residential  occupational  therapy 

centres? Yes,  Sir ; both  residential  and 

day  centres. 

3549.  Are  you  suggesting  that  every  occu- 
pational training  unit  should  have  a mental 
nurse  attached  when  it  is  non-residential? 

Yes,  we  believe  that  occupational 

therapy  is  primarily  the  concern  of  the 
mental  nurse.  If  the  basic  principle  of  occu- 
pational therapy  is  its  remedial  propensity, 
then  unless  the  person  in  charge  of  that 
establishment  thoroughly  understands  and 
has  been  trained  to  understand  the  form 
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of  mental  disturbance  of  the  individual  him- 
self, then  a lot  of  the  advantages  of  occupa- 
tional therapy  are  lost.  We  find,  Sir,  that 
where  you  get  a mental  nurse  as  the  occupa- 
tional therapy  officer  in  charge  of  the  depart- 
ment, then  the  patients’  interests  and  the 
patients’  difficulties  arc  the  first  principle, 
and  not  the  output  of  the  occupational  de- 
partment. On  the  other  hand,  where  you 
get  these  occupational  therapists  in  charge, 
there  is  always  a tendency  to  look  at  the 
output  of  the  commodities  made,  rather  than 
the  benefit  to  the  patient  of  work  that  is 
done  by  him  which  is  remedial  in  its  effects. 
We  have  for  a long  time  held  the  principle 
that  occupational  therapy  should  form  a 
great  part  of  the  training  of  the  mental 
deficiency  nurse. 

3550.  (Mr.  Bartlett ):  Ts  it  because  you 

think  occupational  therapy  should  be  for 
therapeutic  purposes  that  you  think  the  men- 
tal nurse  is  the  appropriate  person  to  under- 
take teaching  as  well  as  nursing? (Mr. 

Robertson) : Yes.  Provision  is  made  for  it ; 
before  qualifying  the  mental  nurse  has  to  be 
trained  in  occupational  therapy. 

3551.  (Chairman):  The  staffing  of  occu- 

pation centres  has  been  criticised  from 
another  point  of  view  on  the  grounds  that 
the  centres  are  not  staffed  by  fully  skilled 
teachers.  Arc  you  taking  the  view  that  the 
staff  there  is  not  sufficiently  trained  for  occu- 
pational therapy  purposes? -(Mr.  Waite): 

We  are  of  the  opinion  that  frequently  these 
places  are  primarily  concerned  with  employ- 
ing the  patients ; we  feel  that  they  should 
be  primarily  places  for  remedial  treatment. 
Once  that  is  accepted,  then  these  patients 
should  be  given  the  advantage  of  super- 
vision by  a person  who  has  been  trained 
thoroughly  to  understand  treatment ; that  is 
our  view.  We  know  there  is  a great  short- 
age of  mental  nurses ; we  hope  that  can  bo 
remedied  so  that  every  local  authority  can 
have  a mental  nurse  in  its  occupational 
department.  It  is  a principle  wc  have  long 
held  should  be  put  into  effect.™- (M>. 
Robertson):  In  all  the  main  occupations  at 
our  hospital  the  instructors  arc  all  qualified 
mental  nurses.  They  have  done  exceptionally 
good  work,  and  the  fact  that,  apart  from 
teaching,  they  know  the  peculiar  qualities  of 
the  patients  and  how  to  deal  with  them  is 
to  the  benefit  of  the  patient  and  his 
treatment. 

3552.  (Dr.  Thomas):  How  much  training 
in  occupational  therapy  does  the  mental 
deficiency  nurse  now  get  under  the  General 
Nursing  Council  syllabus?™- — Not  a great 
deal  now ; at  one  time  the  Royal  Medico- 
Psychological  Association  gave  a diploma 
for  it,  but  they  do  not  have  that  now. 

3553.  (Mr.  Bartlett):  There  is  more  in  the 

new  General  Nursing  Council  syllabus  than 
in  the  old  one? Yes. 

3554.  (Dr.  Thomas ) : Is  it  fair  to  say  that 
an  occupational  therapist  who  undertakes  a 


whole-time  study  in  that  work  is  not  also  a 
thoroughly  good  person  to  put  in  charge  of 

a department  in  that  way? (Mr.  Waite): 

I was  not  saying  that  the  occupational 
therapist  falls  down  on  the  productive  side 
of  the  department  or  in  conveying  to  the 
patient  the  processes  required  to  produce  a 
certain  article.  I do  not  want  to  create  that 
impression  ; they  do  that.  But  the  question 
is  this,  is  the  conveying  of  those  methods 
to  the  patient  a mechanical  action  more  than 
remedial  action  from  the  mental  nurse?  I 
am  trying  to  draw  the  distinction  between 
the  mental  nurse  who  uses  occupational 
therapy,  who  undertakes  the  welfare  of  the 
patient  solely  from  the  point  of  view  of 
remedying  the  state  of  mind  of  the  patient, 
as  against  the  occupational  therapist  who 
imparts  to  the  patient  certain  knowledge, 
not  for  the  purpose  of  improving  the 
patient’s  mind,  but  for  producing  the  article 
he  may  be  making. 

3555.  ( Chairman ) : Is  that  the  whole  posi- 
tion? The  occupation  centres  are  partly 
interested  in  giving  occupational  training, 
especially  for  the  young  patients,  but  they 
also  aim  at  making  the  patient  economically 
independent,  so  far  as  is  possible.  Is  there 
not  always  a certain  amount  of  conflict 
between  the  occupational  therapist,  who 
wishes  to  give  the  boy  the  work  winch  con- 
tributes most  to  his  state  of  mind,  although 
it  may  be  perfectly  useless  as  a basis  of 
economic  independence,  and  the  occupation 
centre  teacher  who  is  interested  in  training 
the  boy  in  skills  which  will  make  him 
more  or  less  economically  independent?—™— 
Yes,  there  is  that  difference.  There  is  the 
purpose  of  occupational  therapy  on  the 
remedial  side,  and  there  is  the  purpose  of 
occupational  therapy  training  to  fit  the 
patient  back  into  the  community  to  earn 
his  own  living.  Those  are  the  two  sides 
of  it,  and  wc  recognise  that.  However,  we 
think  the  primary  objective  of  occupational 
therapy  is  remedial,  as  part  of  treatment. 

3556.  (Dr.  Thomas):  That  is  really  the 
point  1 was  stressing  in  relation  to  occupa- 
tional therapy,  the  question  of  the  fairness 
of  your  assumption  that  the  occupational 
therapist  has  not  got  a thoroughly  good 
training  in  the  psychology  of  the  mental 
defective  in  the  course  of  his  training.— 
I would  submit  they  are  trained,  but  I do 
not  think  they  arc  trained  as  well  as  mental 
nurses. 

3557.  (Dr.  Rees):  Does  not  the  real 
advantage  of  the  mental  nurse  lie  in  the  fact 
that  he  or  she  has  the  benefit  of  24  hours 
a day  observation  of  the  patient,  both  in 
his  occupation  and  his  recreation? — -(Mr. 
Flanaghan) : The  fact  is  that  the  occupational 
therapist  is  concerned  with  making  things, 
and  in  enabling  the  individual  patient  to 
reach  that  stage  where  he  can  go  back  to 
social  life ; but  the  mental  nurse  could  not 
care  less  whether  it  takes  the  patient  12 
months  or  two  years,  as  long  as  they  can 
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occupy  him.  They  are  two  entirely  dif- 
ferent types  of  treatment,  Sir. 

3558.  (Chairman):  That  is  certainly  a 
very  large  question,  but  I do  not  know  how 
far  it  is  within  our  terms  of  reference. 
However,  we  certainly  note  the  point. 

The  only  other  question  I want  to  ask 
you  is  on  paragraph  80.  You  seem  to 
imply  that  delinquents-— that  is  to  say  men- 
tal defectives  who  have  committed  some 
offence — should  be  treated  separately  from 
non-delinquents,  even  though  the  delinquent 
and  the  non-delinquent  may  be  of  the  same 
grade  of  deficiency.  Is  that  your  intention? 

(Mr.  Waite) : Yes,  Sir.  It  arises  from 

the  great  difficulty  that  nurses  have,  when 
one  of  these  patients  with  a high  intelli- 
gence is  sent  by  the  Court,  we  have  sex 
offenders  in  mind  particularly,  and  you  have 
to  bring  one  of  these  patients  into  a ward 
where  probably  50  or  60  patients  already 
arc— -and  more  in  some  cases-  and  you 
have  not  got  the  nurses  in  the  ward  to  give 
them  adequate  supervision  which  is  neces- 
sary for  that  particular  patient.  You  may 
have  one,  two,  three  or  four;  but  one  of 
this  type  is  quite  sufficient. 

3559.  Is  it  your  experience  that  many  of 

these  delinquents  differ  in  any  material 
degree  from  the  ordinary  defective  of  the 
same  grade  who  has  gone  in  under  an 
ordinary  judicial  order? (Mr.  Robert- 

son): There  is  a difference.  These  people 
are  admitted  from  the  Court  in  the  first 
place  and  they  require  a different  kind  of 
treatment.  You  have  not  enough  accom- 
modation. or  the  buildings  are  built  in  such 
a way  where  you  cannot  grade  them  pro- 
perly. You  get  them  of  all  grades,  80  or 
90  patients  in  one  ward  with  four  nurses, 
which  is  really  most  difficult;  you  need 
individual  observation  to  find  out  the  good 
points  or  the  bad  points  of  any  particular 
person.  Then  you  get,  on  the  other  side,  a 
juvenile  delinquent  who  is  admitted,  having 
done  something  wrong,  possibly  not  a 
serious  thing.  The  court  send  him  to  the 
mental  deficiency  hospital  and  he  is  put  in 
the  children’s  ward.  He  is  brought  up  and 
trained  well ; you  have  to  take  an  interest 
in  that  youngster  and  you  have  to  get  the 
best  possible  out  of  him.  Now,  if  his 
home  circumstances  do  not  allow  him  to 
return  there,  there  is  no  grading  where  you 
can  put  him  and  so  you  have  to  place  him 
in  one  of  the  other  wards  where  you  get 
more  delinquent  adults  who  are  of  anti- 
social tendencies,  and  they  have  every 
opportunity  of  grafting  them  on  to  the 
youngster. 

3560.  Do  you  find  that  the  delinquent 
who  happens  to  have  stolen  some  article 
and  is  found  to  be  mentally  defective,  is 
more  vicious  or  more  anti-social  than  the 
average  mental  defective  of  the  same  grade 
of  intelligence?  Do  you  think  delinquency 
is  more  or  less  an  accident? Up  to  a 


point  yes ; but  there  is  a difference  with 
the  homosexuals  and  types  like  that. 

3561.  (Mrs.  Braddock):  Is  not  that  an 

administrative  matter? It  is,  yes. 

3562.  (Chairman) : Is  your  real  point  that 

a magistrate’s  order  obliges  the  hospital  to 
take  a particular  type  of  person,  whom  they 
would  not  otherwise  take  without  over- 
crowding?  Yes,  due  to  the  accommoda- 

tion not  being  suitable. 

3563.  Would  you  be  in  favour  of  a 
magistrate’s  order  consigning  that  mental 
defective  to  the  care  of  the  local  health 
authority,  leaving  to  the  local  health 
authority  the  function  of  getting  him  into 

an  institution? Yes,  Sir.— (Mr.  Waite): 

That  is  what  we  have  in  mind  ; that  the 
magistrate’s  power  should  be  confined  to 
making  an  order  directed  to  some  central 
authority,  who  would  arrange  for  the 
observation  of  the  patient  so  as  to  decide 
whether  mental  deficiency  accommodation 
or  mental  hospital  accommodation  is 
required ; and  then,  for  the  class  that  is  not 
suitable  for  that,  you  would  have  special 
accommodation.  These  cases  call  for  a 
good  deal  of  what  we  call  passive  super- 
vision, that  is,  you  have  got  to  stand  and 
watch  them,  and  that  is  not  very  nice.  The 
patients  like  to  be  moving  around,  doing 
something,  but  with  these  moral  cases  you 
cannot  do  it ; it  means  you  have  got  to 
stand  there  watching,  and  we  should  like 
to  be  rid  of  that,  if  it  is  possible  at  all. 
— (Mr.  Robertson):  I have  no  doubt  that 
if  there  were  these  passive  supervision  units 
to  take  these  people  you  could  do  a lot 
of  good  for  them  ; you  could  readjust  them. 
They  would  require  a different  form  of 
treatment,  a more  disciplined  type  of  treat- 
ment, a more  rigorous  form  of  social 
adaptation  treatment,  and  they  would 
require  to  be  trained  for  interesting  jobs 
on  the  lines  of  industry  and  things  of  that 
description.  I think  you  would  get  a lot 
of  good  from  these  particular  cases.  In 
this  category  you  would  have  people  who 
would  not  be  suited  to  the  forms  of  treat- 
ment and  occupation  which  suit  the 
ordinary,  docile,  feeble-minded  person. 

3564.  Would  you  not  say  that  a very 
large  proportion  of  juvenile  delinquents  are 
the  docile  type?  After  all,  they  follow  the 

gang  leader. 1 am  speaking  of  the  adult 

type  now.  They  come  under  Section  8 and 
Section  9. 

3565.  (Mrs.  Braddock):  Would  you  not 
have  cases  of  that  sort  in  mental  deficiency 
institutions,  apart  from  those  who  come 
from  the  courts?  What  difference  would 
there  be  with  a patient  who  came  from  the 
court?  Ts  it  not  just  a question  of  some- 
thing that  happened  outside?  Would  you 
not  have  the  same  sort  of  defectives  who 
were  not  able  to  do  the  sort  of  thing  which 
would  have  brought  them  into  court  because 
they  were  already  in  mental  deficiency 
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institutions?  Are  you  saying  that  the  only 
type  of  case  you  would  get  of  this  sort 

would  come  from  the  courts? The 

majority  of  them  do  come  from  the  courts. 
The  figures  of  the  Ministry  of  Health  do 
not  give  you  all  of  them,  only  those  under 
Sections  8 and  9 ; it  does  not  give  you  those 
under  Section  6.  But  taking  my  own 
hospital,  I should  say  that  roughly  40  per 
cent,  come  from  the  police  courts. 

3566.  But  you  have  others  who  do  not 

come  from  the  courts — others  of  similar 
type? They  are  a more  docile  feeble- 

minded type. — (Mr.  Waite):  The  only  point, 
generally,  is  that  the  difference  is  that  when 
the  court  sends  them  they  have  got  to  be 
accepted ; whereas,  in  the  ordinary  way 
there  may  be  some_  arrangement  with  the 
hospital  to  wait  until  suitable  accommoda- 
tion is  available.  It  is  a question  of  having 
to  take  them  on  the  one  hand  from  the 
courts,  and  on  the  other,  that  it  is  a question 
for  the  Medical  Superintendent  to  arrange 
where  they  shall  be  received,  having  regard 
to  the  circumstances. 

3567.  (Chairman):  I have  got  no  more 
questions  to  ask.  Would  you  like  to  make 

any  supplementary  statement? No,  Sir. 

I do  not  think  I have  any  further  points. 
One  of  the  general  points  that  we  should 
like  to  stress  is  that  the  law  should  be  re- 
written, and  particularly  we  stress  the  need 
for  the  simplification  of  orders.  We  are  not 
all  legal-minded  people,  and  when  we  get 
down  to  this  level  there  is  a very  great 

(The  witnes. 


difficulty  for  the  nurse  in  understanding 
exactly  what  is  involved ; I know  myself 
that  you  can  get  different  interpretations 
even  from  different  administrators  in 
different  hospitals.  We  do  think  that  a 
simple  form  of  wording,  a re-writing  of  all 
the  enactments  into  one,  is  necessary ; when 
we  look  at  the  number  of  enactments  we 
have  to  deal  with,  it  is  very  difficult  indeed. 

(Mr.  Robertson):  Can  I raise*  a point? 
I would  like  to  stress  the  real  necessity  of 
more  hostels  being  set  up  for  receiving 
the  patients  who  have  gone  through  the 
hospitals.  I really  think  that  is  most 
necessary. 

3568.  You  mean  after-care  hostels? 

Yes,  after-care  hostels.  I think  that  if 
there  were  more  hostels  and  more  use  could 
be  made  of  them,  then  quite  a number  of 
patients  in  mental  deficiency  hospitals  to- 
day could  be  sent  out  to  these  hostels, 
where  they  could  earn  their  own  living  in 
a community  and  be  once  more  of  bene- 
fit to  the  community  and  help  to  them- 
selves as  well.  It  would  be  a great  step 
in  helping  the  unfortunate  mentally  defec- 
tive patients. 

(Chairman):  That  is  a point  which  is 
very  much  in  the  Commission’s  mind.  It 
has  been  put  forward  before  by  other  wit- 
nesses. If  there  is  nothing  more  you  wish 
to  say,  I should  like  to  thank  you  very 
much  for  the  evidence  you  have  given. 

s withdrew) 


Dr.  D.  E.  Bunbury,  D.P.M.  (Chairman  of  the  Association's  Executive  Committee). 
Dr.  Brian  Kirman,  M.D.,  D.P.M. , Dr.  David  Shaw,  M.D.,  and  Miss  Helen  M 
Keynes,  on  behalf  of  the  Socialist  Medical  Association, 

called  and  examined. 


Memorandum  submitted  by  the  Socialist  Medical  Association 

1.  The  Association  appreciates  the  opportunity  to  put  its  views  on  the  legal 
aspects  of  mental  illness  and  mental  deficiency  before  the  Royal  Commission. 
Changes  in  public  and  professional  opinion  resulted  in  the  Mental  Treatment  Act, 
1930.  The  experience  gained  from  the  operation  of  this  Act  has  encouraged  a 
more  optimistic  attitude  to  the  problem  of  mental  illness.  Further  advances  in 
treatment  and  training  have  led  to  similar  changes  in  outlook  in  regard  both  to 
mental  illness  and  to  mental  deficiency.  There  has  been  an  increase  in  the  public 
sense  of  responsibility  for  the  less  fortunate,  as  evidenced  by  recent  welfare 
measures,  and  public  opinion  would  now,  we  are  confident,  welcome  radical  changes 
in  the  law  to  bring  it  into  line  with  recent  experience. 

2.  Great  Britain  was  in  the  past  a leader  in  the  more  humane  treatment  of  the 
mentally  ill.  Other  countries  learnt  from  our  experience  and  in  turn  the  experience 
of  other  countries,  such  as  Northern  Ireland,  is  of  value  in  a re-appraisal  of  the 
law  as  it  now  stands. 
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3.  The  present  Acts  have  been  revised  and  re-revised.  We  are  strongly  of  the 
opinion  that  a completely  new  Act  dealing  with  all  aspects  of  mental  health  is 
necessary. 

4.  The  aims  of  the  laws  dealing  with  these  matters  should  in  our  view  be 
twofold,  first  to  make  it  as  easy  as  possible  for  the  patient  to  obtain  the  treatment, 
training  and  rehabilitation  he  needs,  and  secondly  to  ensure  that  there  is  the  least 
possible  interference  with  the  liberty  of  the  subject  consistent  with  the  need  to 
protect  the  interests  of  the  public  and  of  the  patient  himself. 


THE  MENTALLY  ILL 
Methods  of  admission  to  hospital  and  retention 

5.  We  think  there  should  be  four  procedures  for  providing  mental  hospital 
care : — 

(i)  Without  any  legal  procedure.  There  has  been  a recent  successful  experiment 

of  de-designating  parts  of  certain  mental  hospitals  so  that  suitable  patients 
can  enter  and  leave  without  any  legal  formalities.  Neurosis  centres  and 
psychiatric  wards  in  general  hospitals  have  for  a number  of  years  found 
that  this  system  works  satisfactorily  and  many  more  patients  could  today 
be  dealt  with  in  this  way.  In  our  view  this  system  should  be  extended 
so  that  all  patients  suitable  are  admitted  without  legal  formality. 

(ii)  As  at  present  on  signing  a form  requesting  treatment.  This  method  might 
well  become  less  and  less  used  as  method  (i)  proves  its  value  but  we  think 
a case  can  be  made  out  for  its  retention.  The  need  for  the  patient  to 
give  72  hours’  notice  if  he  wishes  to  leave  allows  the  hospital  staff  to  make 
other  arrangements  for  patients  whose  premature  discharge  might  endanger 
themselves  or  others. 

(iii)  For  all  patients  not  willing  to  enter  hospital  under  the  two  preceding 
measures  but  in  whose  case  treatment  or  hospital  care  is  essential,  we 
would  press  strongly  that  admission  in  the  first  instance  should  be  by 
a method  similar  to  the  temporary  clause  of  the  1930  Act.  This  arrange- 
ment appears  to  have  worked  well  in  Northern  Ireland  under  Section  7 
of  the  1948  Act.  Application  for  admission  should  be  made  by  a relative 
or,  failing  a relative,  by  an  authorised  officer,  and  be  accompanied  by  two 
medical  certificates,  one  wherever  possible  by  the  patient’s  usual  medical 
attendant  and  the  second  by  a psychiatrist.  As  recovery  is  most  likely 
to  take  place  during  the  first  two  years  after  admission,  we  suggest  that 
this  procedure  should  be  valid  for  a maximum  of  one  year  in  the  first 
instance,  and  should  where  necessary  be  extended  for  two  further  periods, 
each  not  exceeding  six  months,  making  a maximum  of  two  years  in  all. 

(iv)  If  a patient  admitted  as  in  (iii)  still  requires  in-patient  care  at  the  end 
of  2 years  and  is  unwilling  to  be  a patient  under  methods  (i)  and  (ii) 
above,  then  shortly  before  this  time  a procedure  like  the  present  procedure 
under  the  summary  reception  order  should  be  used.  We  should  like  to 
see  a different  nomenclature  adopted,  for  instance  a “ continued  treatment 
order 

6.  In  addition,  we  consider  that  there  should  be  a continuation  of  the  Section  20 
procedure,  with  a three-day  order  by  the  duly  authorised  officer  (but  not  by  a police 
constable),  which  can  be  extended  by  the  medical  officer  for  a further  14  days,  and, 
if  there  is  a reasonable  prospect  of  recovery  during  the  period,  for  another  14  days. 
Many  patients  thus  admitted  would  recover  within  this  period  and  be  discharged. 
Others  would  improve  sufficiently  to  apply  for  admission  under  methods  (i)  and  (ii) 
above. 

Methods  of  discharge 

7.  Discharge  would  be  without  formality  for  patients  admitted  under  the  first 
procedure,  and  as  at  present  for  those  becoming  voluntary  patients.  Power  to 
discharge  patients  admitted  under  the  third  and  fourth  procedures  should  be 
retained  by  the  Physician  Superintendent  and  Hospital  Management  Committee  and 
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relatives  should  continue  to  have  the  right  to  remove  patients,  subject  to  a barring 
certificate  by  the  Physician  Superintendent  stating  that  the  patient  requires  care 
and  protection  for  his  own  safety  or  that  of  the  public. 

Prevention 

8.  We  are  strongly  of  the  opinion  that  the  preventive  side  of  the  mental  health 
service  is  the  most  important  and  the  most  neglected.  The  first  aim  of  the  service 
should  be  the  maintenance  of  mental  good  health.  With  these  aspects  however 
we  take  it  the  Royal  Commission  is  not  concerned. 

Elderly  persons 

9.  This  group  of  patients,  of  65  years  and  over,  is  one  of  considerable  size  and 
importance  and  accounts  for  between  a quarter  and  a third  of  all  patients,  both 
voluntary  and  certified,  admitted  to  mental  hospitals.  Such  patients  appear  to 
fall  into  three  categories : — 

(a)  The  mildly  confused  who  could  be  cared  for  in  small  homes  or  hostels 

without  legal  procedure. 

( b ) Those  whose  mental  condition  makes  some  degree  of  mental  nursing 
necessary  but  who  do  not  require  full  mental  hospital  treatment.  For 
these,  long-stay  annexes  or  special  wards  of  mental  hospitals  should  be 
provided  on  a much  wider  scale  than  at  present,  to  which  patients  would 
be  transferred  after  full  investigation  of  their  mental  and  physical  condition 
in  a general  or  mental  hospital. 

(c)  Those  with  psychoses  which  do  not  differ  in  kind  from  those  found,  in 

younger  patients  and  who  require  the  full  facilities  of  a mental  hospital. 

10.  The  two  latter  groups  would  be  suitable  for  admission  under  one  of  the 
first  three  procedures  outlined  above. 

MENTAL  DEFICIENCY 

11.  It  should  be  established  by  law  that  all  children,  irrespective  of  their 
intelligence,  are  entitled  to  and  should  receive  welfare  and  education  appropriate 
to  their  needs. 

12.  The  legal  definitions  of  mental  deficiency  should  be  revised  and  that  of 
“ moral  ” deficiency  abolished.  We  are  in  favour  of  definitions  which  are  based 
on  an  inability,  because  of  intellectual  backwardness,  to  cope  with  social  demands 
of  such  a degree  as  to  require  supervision,  training  or  control  in  the  interest  of 
the  patient  and  the  community. 

Community  care 

13.  The  stimulus  to  the  development  of  the  faculties  any  individual  possesses 
is  greater  in  the  community  than  in  an  institution,  however  good.  We  therefore 
place  great  stress  on  provisions  for  the  retention  of  the  defective  in  the  community. 
These  include: — • 

(i)  Sufficient  well-run  occupation  centres  and  special  schools  both  day  and 

residential,  with  guides  and,  in  rural  areas  especially,  transport.  In 
our  view  attendance  should  be  compulsory,  as  in  normal  schools,  unless 
there  are  medical  reasons  for  exemption,  and  the  duty  to  provide  occupa- 
tion centres  should  be  the  responsibility  of  the  Minister  of  Education. 

(ii)  Day  nurseries  and  nursery  schools  should  take  feeble-minded  children 
under  school  age  so  as  to  inculcate  good  habits  early  and  relieve  the 
strain  on  the  mother  during  the  day. 

(iii)  For  trainable  defectives  over  school  age,  there  should  be  workshops  where 
training  is  given,  and  evening  classes  in  the  three  Rs.  should  be  provided 
for  those  needing  them. 

(iv)  We  should  like  to  see  a greater  use  made,  under  suitable  precautions, 
of  a simplified  form  of  guardianship.  Persons  suitable  to  become  guardians 
are  alarmed  by  the  present  procedure  with  its  register  of  mechanical 
restraint  etc.,  and  chances  of  placing  children  in  this  way  are  therefore 
lost 
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(v)  Hostels  are  an  urgent  need,  especially  for  educationally  sub-normal  school- 

leavers  without  suitable  homes  and  for  feeble-minded  persons  who  require 
a period  of  adjustment  after  leaving  hospital  and  before  living  in  the 
community. 

(vi)  Patients  in  the  community  should  be  under  supervision  by  trained  mental 
health  workers  of  the  local  health  authority.  Their  friendly  advice  can 
often  make  admission  or  re-admission  to  hospital  unnecessary. 

Doubly  handicapped  children 

14.  There  is  a tendency  where  a general  hospital  finds  that  a child  with  a 
physical  defect,  such  as  spina  bifida,  is  also  mentally  defective,  to  assume  that 
steps  must  at  once  be  taken  for  its  admission  to  a mental  deficiency  hospital.  In 
these  cases  the  physical  condition  is  the  more  important,  life  is  often  of  short 
duration,  and  general  nursing  care  is  the  first  need.  Such  cases  should  not  be 
sent  to  mental  deficiency  hospitals,  especially  in  present  circumstances  when 
mental  deficiency  hospitals  have  long  waiting  lists  and  are  over-crowded  while 
children’s  general  hospitals  are  happily  rarely  full. 

15.  Increased  facilities  are  needed  for  the  diagnosis  and  treatment  of  doubly 
handicapped  children,  for  instance  those  who  are  deaf  or  blind  as  well  as  mentally 
retarded. 

Admission  to  mental  deficiency  institutions 

16.  Where  admission  is  necessary,  we  submit  the  following  proposals:  — 

(i)  Increased  use  has  been  made  lately  of  Section  3 of  the  Mental  Deficiency 

Act  but  this  involves  the  anomaly  that,  although  the  patient  is  originally 
admitted  without  a magistrate’s  order,  the  continuation  order  at  the  end  of 
the  first  year  is  made  by  a justice  as  for  Section  6 cases.  We  recommend 
that  admission  of  young  defectives  should  be  voluntary,  at  the  request  of 
their  parents  or  guardians.  The  procedure  could  either  be  that  of  the 
present  Section  3,  after  the  anomaly  mentioned  above  has  been  removed, 
or  similar  to  that  for  the  voluntary  patient  under  16  as  laid  down  in 
the  1930  Act.  In  the  case  of  the  mental  defective,  however,  we  consider 
that  the  upper  age  limit  should  be  21  years.  After  21,  in  the  case  of 
idiots  or  imbeciles,  the  parents’  or  guardians’  power  should  continue  but 
adult  feeble-minded  persons  of  21  years  should  be  able  to  place  them- 
selves under  care  on  a voluntary  basis.  With  improved  welfare  facilities, 
feeble-minded  adults,  if  they  have  earlier  received  proper  training,  should 
not  need  to  be  detained  under  order  unless  they  are  delinquent. 

(ii)  The  person  placing  the  mental  defective  in  hospital  should  have  the  right 
to  remove  him. 

(iii)  Delinquent  defectives  should  be  dealt  with  by  the  courts  and  their  detention 
for  a definite  period  in  a mental  deficiency  hospital  ordered  under  the 
Criminal  Justice  Act  rather  than  the  Mental  Deficiency  Act.  This  would 
improve  the  relationship  between  the  patient  and  the  mental  deficiency 
hospitals  and  thus  facilitate  rehabilitation. 

(iv)  Where  the  parents  or  guardians  of  a mentally  defective  child  fail  to 
provide  the  necessary  care  and  refuse  to  place  the  child  in  hospital,  the 
Children’s  Officer  should  take  the  child  into  care  and  arrange  for  the 
appropriate  training,  including  placing  him  when  necessary  as  a voluntary 
patient  in  a hospital,  and  he  should  continue  to  act  in  loco  parentis. 
He  would  remove  the  child  against  the  wishes  of  the  parents  only  in 
circumstances  similar  to  those  for  the  removal  of  any  child  under  the 
Children  Acts. 


THE  BOARD  OF  CONTROL 

17  The  functions  of  the  Board  of  Control  remaining  since  the  coming  into  effect 
in  1948  of  the  National  Health  Service  include  the  inspection  of  hospitals  with 
regard  to  accommodation,  amenities,  etc.,  and  the  safeguarding  of  the  liberty  of 
the  subject.  These  inspections  are  of  considerable  value,  but  the  Board  has  no 
power  to  enforce  its  recommendations.  We  consider  therefore  that  the  duty  of 
inspection  should  be  transferred  to  the  Minister  of  Health. 
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18.  Complaints  of  infringement  of  liberty  by  the  mentally  ill  or  the  mentally 
defective  are  at  present  usually  referred  by  the  Board  of  Control  to  the  persons, 
such  as  the  Physician  Superintendent,  alleged  to  be  responsible  for  such  infringe- 
ments, and  further  first-hand  enquiries  are  rarely  made.  We  strongly  recommend, 
in  order  to  reassure  the  patient,  his  relatives  and  the  public  that  such  complaints 
are  carefully  considered,  that  an  independent  tribunal  should  be  set  up  with  the 
duty  to  investigate  all  such  complaints,  the  power  to  obtain  independent  psychiatric 
opinion  and  to  hold  an  enquiry  whenever  the  patient  or  his  relatives  request 
it,  subject  to  safeguards  against  abuse. 

THE  PSYCHOPATHIC  PERSONALITY 

19.  It  is  generally  agreed  that  individuals  of  psychopathic  personality  form  one 
of  the  greatest  social  problems.  A satisfactory  definition  has  not  yet  been  found 
but  in  our  view  these  are  persons  who  by  reason  of  abnormal  personality  are  so 
far  unable  to  conform  to  normal  standards  of  behaviour  as  to  require  treatment, 
care  and  control,  for  their  own  protection  or  that  of  the  public. 

20.  The  inadequate  psychopath  who  drifts  from  job  to  job  tends  to  be  a social 
problem  through  sins  of  omission  and  rarely  comes  before  the  Courts  on  a criminal 
charge.  Such  persons  can  often  be  helped  by  admission  to  a mental  hospital  but 
prolonged  training  appears  to  be  needed.  We  think  consideration  should  be  given 
to  the  establishment  of  long-stay  hostels,  to  whose  upkeep  they  should  make 
substantial  contributions  by  their  work  and  at  which  they  should  be  trained  to 
take  increasing  responsibility  for  themselves  and  their  problems.  Legal  procedure 
would  not  be  necessary  for  their  admission,  except  where  a court  so  directs. 

21.  The  aggressive  psychopath  presents  a more  immediate  danger  to  the  public 
and  we  welcome  the  decision  of  the  Home  Office  to  provide  in  a particular  place 
of  detention  for  such  persons  who  have  committed  an  offence'  facilities  for  treat- 
ment and  training.  In  carefully  selected  cases  on  psychiatric  advice  the  sentence 
of  detention  passed  by  the  court  should  be  made  capable  of  being  extended  or 
reduced,  according  to  the  progress  of  the  patient  and  with  provision  for  appeal 
by  or  on  behalf  of  the  patient. 

22.  Mental  defectives  who  have  committed  minor  offences  owing  to  intellectual 
limitation  should  not  be  included  under  the  category  of  “psychopaths”  and  in 
their  case  a more  strictly  limited  period  of  detention  is  desirable. 


Examination  of  Witnesses 


3569.  (Chairman):  We  are  very  much 
obliged  to  you  for  your  memorandum, 
especially  for  its  comparative  conciseness 
and  clarity.  Perhaps  we  shall  not  have 
very  much  to  ask  you  on  it  because  many 
of  the  points  have  been  before  us  already 
and  we  are  familiar  with  them,  so  please 
do  not  think,  if  I do  not  cross-examine  you 
on  everything  in  the  memorandum,  that  it 
means  that  the  memorandum  has  not  got 
home.  There  is  one  question  I want  to 
ask  on  paragraphs  5 and  6 ; your  four 
methods  of  admission  to  hospital  do  not 
include  any  comparatively  short  admission 

for  observation? (Dr.  jBunbury):  You 

mean  comparable  to  the  present  three  or 
fourteen  day  order? 

3570.  I have  in  mind  a case  which  came 
to  my  notice  privately  of  a person  who 
is  now  in  a mental  hospital  and  at  the 
relevant  time  was  undoubtedly  insane  but 
two  hospitals  successively  refused  to  admit 
him  on  the  grounds  that  he  was  not  at 
the  moment  certifiable  but  they  added  that 


he  ought  to  be  kept  under  observation. 
Ought  that  to  be  possible  in  that  sort  of 
case?  None  of  your  four  methods  of 
admission  is  really  directed  to  that  sort 

of  case. This  case  would  be  suitable,  I 

should  have  thought,  for  treatment  in  the 
psychiatric  ward  in  a general  hospital  for 
short  admission  for  observation.  There  is 
nothing  here  to  prevent  .such  a patient  going 
in  either  under  method  (i)  or  (ii)  if  willing. 
If  in  fact  it  would  be  only  for  a short 
period  of  time,  I cannot  see  why  that 
should  stand  in  the  way  of  admission. 

3571.  This  patient  was  not  prepared  to 
be  a voluntary  patient,  and  in  method  (iii) 
as  it  now  stands  the  presumption  is  that 
admission  would  be  for  treatment  over  a 

considerable  period. If  a case  of  that 

sort  is  non-volitional  or  unwilling  to  have 
treatment  or  observation,  he  would  be 
eligible  for  method  (iii)  with  observation 
before  treatment  can  start ; is  not  that 
implicit? 
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3572.  It  may  be  implicit,  but  I have  given 

you  an  instance  where  admission  was 
actually  refused  although  the  physician 
thought  he  should  be  kept  under  observa- 
tion.  (Dr.  Shaw):  My  Lord,  would  not 

that  be  a case  where  admission  under  the 
present  Section  20  would  be  a suitable  pro- 
cedure? The  doctor  presumably  wanted  the 
man  kept  under  observation  and  there  was 
some  possibility  of  fluctuation  in  his  mental 
state.  That  observation  could  well  be  given 
in  the  present  set-up,  about  which  we  are 
not  making  any  particular  recommenda- 
tion. 

3573.  Under  Section  20  there  is  a 
maximum  period  of  observation,  unless  the 
man  is  certified,  and  that  period  was 
thought  inadequate  for  observation  in  the 
particular  case  and  certification  within  that 

period  was  regarded  as  very  doubtful. 

(Dr.  Bunbury ):  We  are  suggesting  here 
that  the  present  fourteen  days  should  be 
extendable  by  a further  fourteen  days  plus 
the  original  three  days  of  the  duly,  autho- 
rised officer — that  would  give  thirty-one 
days. 

3574.  (Mr.  Jackson):  One  point  on  your 

paragraph  5 (iii),  . . and  should  where 
necessary  be  extended  for  two  further 
periods  . . .”  Does  that  mean  extended 
by  the  same  process  of  two  medical  certifi- 
cates?  Yes,  that  was  what  was  in  our 

minds. 

3575.  It  has  been  expressed  to  us  that 
where  the  patient  is  unwilling  it  would  be 
a safeguard  if  there  were  some  kind  of 
judicial  order.  I gather  that  your  recom- 
mendation does  not  include  that.  We 
hope  to  avoid  a judicial  order  at  the  time 
of  the  first  admission  and  for  the  first  two 
years,  so  as  to  avoid  the  so-called  stigma 
of  certification. 

3576  You  do  not  feel  there  is  anything 
to  be  said  for  a judicial  order  in  the  case 
of  a person  actively  resisting  admission/ 
We  hope  that  our  suggestion  in  para- 
graph 18  of  an  independent  tribunal  for 
appeal  would  cover  it,  rather  than  a judicial 
order  at  the  time  of  admission. 

3577  It  would  be  available  on  appeal, 
rather  ’than  part  of  the  routine?- — Yes. 
—(Miss  Keynes):  My  Lord,  I wonder  as  a 
layman  if  I might  stress  the  point  of  the 
change  of  nomenclature.  Reference  has 
been  made  to  the  stigma  of  certification. 
As  experienced  people  we  all  know  there 
should  be  no  stigma— as  a layman,  I am 
perfectly  well  aware  that  there  is.  I know 
it  is  only  a change  of  name  but  I would 
most  earnestly  urge  some  alternative  method 
of  describing  certification.  There  is  a great 
deal  involved  in  a change  of  name,  tor 
instance  from  “ lunatic  asylum  to  mental 
hospital  ”,  although  in  that  particular  in- 
stance there  was  of  course  far  more  involved 
than  a mere  change  of  nomenclature.  If 
when  we  are  finally  driven  to  detaining 


someone  by  legal  process,  it  could  be 
described  somehow  differently,  it  would  in 
the  course  of  time — it  takes  time  of  course 
— be  a very  desirable  change. 

3578.  (Chairman):  You  recommend  the 
phraseology  “ continued  treatment  order  ”? 

Yes,  that  was  the  best  we  could  think 

of,  but  the  great  thing  is  to  do  away  with 
the  idea  of  certification  as  it  is  at  present 
described  and  the  alleged  stigma. 

3579.  You  realise  the  difficulty  is  that 
certification  under  the  Act  is  the  act  of 
medical  certification  and  not  the  actual 
judicial  order?  I am  afraid  that  the  public 
will  always  use  words  inaccurately.  I do 
not  know  that  a new  legal  definition  has 
very  much  use  in  influencing  popular 

language. My  Lord,  in  24  years  the 

public  have  learned  to  refer  to  the  hospitals 
as  “ mental  hospitals  ” ; I would  not  mind 
waiting  24  years  to  educate  the  public  in 
this.— (Dr.  Bunbury):  On  the  use  of  the 
term  “ continued  treatment  order  ” instead 
of  “ summary  reception  order  ”,  “ summary 
reception  order”  has  a rather  forbidding 
sound. 

(Dr.  Kirman):  There  is  one  point,  my 
Lord  Chairman,  on  the  question  of  the  safe- 
• guard,  which  also  applies  to  mental 
deficiency.  We  would  like  to  support  the 
suggestion  which  was  made  previously  that 
legal  advice  should  be  made  available  in 
cases  where  action  is  disputed.  If  the  rela- 
tive or  the  unwilling  patient  disputes  the 
procedure  and  thinks  he  is  being  improperly 
detained,  he  should  have  the  right  to  appeal 
through  the  appeals  tribunal  and  for  that 
purpose  he  should  have  free  legal  advice. 

3580.  Do  you  know  on  what  grounds 
legal  action  of  that  kind  was  excluded  from 

the  legal  aid  system? Not  unless  it  was 

felt  it  would  involve  them  in  more  than  they 
could  manage. 

3581.  (Mr.  Simon):  Would  the  action  be 

in  the  High  Court,  because  if  it  was  not 
the  legal  aid  scheme  would  not  now  apply 
in  any  case?  Your  proposal  would  be 
to  extend  the  legal  aid  scheme  to  cover  this 
type  of  case  wherever  it  was  to  be 
arbitrated? Yes. 

3582.  (Chairman):  On  paragraph  8,  it  is 
not  quite  true  that  we  are  not  concerned 
at  all  with  the  preventive  side  of  the 
mental  health  services.  If  you  have  any 
particular  recommendations  to  make  on  pre- 
vention I think  we  might  like  to  hear  them. 

(Dr.  Bunbury):  We  did  not  mean  to 

imply  that  the  Royal  Commission  was  not 
interested  in  the  matter.  We  thought  it 
would  deal  chiefly  with  the  legal  side  and 
probably  would  not  consider  these  points 
so  much.  We  have  in  fact  included  quite 
a number  of  points  with  regard  to  mental 
deficiency,  such  as  day  nursery  schools,  in 
paragraph  13.  The  sort  of  points  we  had 
m mind  for  the  prevention  of  mental  illness 
cover  a very  wide  range  of  factors  which 
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in  our  view  make  for  mental  ill-health,  such 
as  insecurity  through  unemployment  and 
bad  housing  and  all  those  really  very  wide 
general  things  which  are,  we  think,  of  the 
very  greatest  importance. — (Miss  Keynes ): 
In  a rather  narrower  field  we  favour,  for 
example,  the  building  of  new  hospitals  with 
a maximum  of  one  thousand  beds,  divided 
into  wards  of  certainly  not  more  than 
twenty-five  beds ; the  provision  of  much 
greater  out-patient  facilities,  the  provision 
of  day  hospitals  for  those  who  can  live  at 
home  but  are  not  at  the  time  suitable  for 
employment ; of  hostels  for  those  able  to 
work  at  least  to  some  extent  but  without 
suitable  home  conditions.  Things  of  that 
sort  would  all  come  under  this  heading 
from  the  point  of  view  of  preven- 
tion and  after-care ; that  is  the  sort 
of  thing  we  had  in  mind  in  the  main 
body  of  a rather  larger  report.— (Dr. 
Shaw) : In  that  connection  we  also  discussed 
the  possibility  of  a better  integration  of 
these  services.  We  felt  that  both  in  the 
treatment  of  psychosis  and  neurosis  and  in 
mental  deficiency  there  was  too  much  work- 
ing in  watertight  compartments  and  we  felt 
that  was  a very  big  factor  too. 

3583.  That  has  been  very  much  urged 

upon  us  by  other  witnesses.  In  paragraph 
12  on  Mental  Deficiency  you  stress,  as  other 
witnesses  have  stressed,  the  intellectual  fac- 
tor ; would  you  wish  to  confine  treatment 
as  mentally  defective,  so  far  as  possible,  to 
persons  with  a marked  intellectual  de- 
ficiency?  (Dr.  Bunbury ):  Yes,  my  Lord 

Chairman,  we  have  chosen  the  words  with 
a good  deal  of  care. 

3584.  The  way  you  phrase  it  here  would 
perhaps  lead  to  a good  deal  of  controversy. 
In  establishing  “inability  to  cope  with 
social  demands  because  of  intellectual 
backwardness  ” the  cause  and  effect  might 
be  very  difficult  to  trace ; you  may  find 
intellectual  backwardness  and  you  may  find 
social  inefficiency,  but  the  degree  of  con- 
nection between  the  two  may  be  difficult  to 

prove? What  we  are  aiming  at  is  to 

eliminate  from  the  mental  deficiency  ser- 
vices the  type  of  patient  who  often  gets 
involved  in  them  now  but  who  in  our  view 
is  emotionally  unstable  without  any  marked 
intellectual  backwardness,  and  also  the  type 
of  case  one  would  regard  as  a psychopath 
rather  than  as  a mental  defective. 

3585.  Leaving  aside  the  psychopaths,  to 
leave  out  the  emotionally  unstable  is  to 
leave  out  the  most  difficult  and  most 

dangerous  problem  of  all,  is  it  not? 

Indeed,  yes,  from  the  mental  deficiency 
service ; but  I should  have  thought  that 
our  earlier  suggestions  applied  and  that 
some  of  these  cases  of  the  emotionally  un- 
stable could  very  easily  be  helped  by  com- 
munity care,  hostels  and  such  methods. 
But  are  they  best  helped  by  being  sent  to 
mental  deficiency  institutions? 


3586.  One  does  not  solve  the  problem 
simply  by  saying  that  they  are  not  mentally 

deficient? (Dr.  Kirman ):  I think  one  of 

the  points  we  would  like  to  make  there, 
my  Lord  Chairman,  is  what  perhaps 
happens  at  the  present  time.  A minority  of 
patients  in  mental  deficiency  institutions  are 
not  markedly  handicapped  intellectually  but 
they  are  singled  out  somewhat  arbitrarily 
for  that  form  of  treatment,  whereas  in  fact 
their  problems  are  very  similar  to  many 
other  individuals  who  may  find  themselves 
being  dealt  with  in  different  ways ; some  of 
them  may  be  referred  to  a psychiatric  out- 
patient department,  or  go  as  voluntary 
patients  to  mental  hospitals,  or  be  dealt 
with  in  many  other  ways,  and  our  sug- 
gestion is  that  if  the  difficulties  of  social 
adjustment  which  people  encounter  are  not 
primarily  due  to  intellectual  defect,  there  is 
no  prima  facie  reason  for  dealing  with  them 
as  mental  defectives. 

3587.  I see  the  point,  but  are  they  not 
very  often  the  people  who  are  least  likely 
to  make  good  under  a system  of  what  is 
usually  called  community  care?  They 
probably  need,  do  they  not,  in  a great 
many  cases,  some  residential  treatment,  if 
not  in  a mental  deficiency  institution  then 

in  a residential  school? 1 think  that 

there  are  two  problems  here.  On  the  one 
hand  there  is  the  problem  of  the  feeble- 
minded person,  shall  we  say,  with  limited 
intellectual  capacity  who  is  also  for  various 
reasons  emotionally  unstable ; what  we  arc 
suggesting  is  that  this  group  should  be 
brought  within  the  scope  of  the  mental 
deficiency  service  either  on  a voluntary 
basis  or,  in  cases  where  they  have  appeared 
before  the  Court,  as  a condition  of  proba- 
tion. In  either  case  they  would  come  in 
if  they  got  into  serious  difficulties  of  any 
kind.  The  other  problem  is  that  of 
emotionally  unstable  people  who  are  not 
of  limited  intelligence  and  the  problem  of 
the  small  minority  of  those  who  are  at 
present  classed  as  mental  defectives  is 
similar  in  every  way  to  that  of  many  other 
emotionally  unstable  people  in  the  com- 
munity who  are  being  dealt  with  in  other 
ways. 

3588.  But  in  so  far  as  the  practical  prob- 
lem arises  before  the  age  of  fifteen,  is  not 
the  fairly  intelligent  but  emotionally  very 
unstable  child  just  the  child  who  is  per- 
fectly intolerable  in  the  ordinary  school  or 
even  in  the  special  school  and  who  tends  to 

be  thrust  out  as  ineducable? (Dr. 

Bunbury ):  He  is  in  fact  the  maladjusted 
child  rather  than  the  mental  defective,  and 
he  needs  treating  as  maladjusted. 

3589.  How  are  you  going  to  deal  with 

those  children? There  are  schools  for 

maladjusted  children,  probably  not  as 
many  as  are  needed.  There  are  a number 
of  psychiatric  units  for  children  and  a great 
many  of  the  patients  they  get  are  not 
psychotics,  which  is  what  they  were  intended 
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for,  but  in  fact  these  maladjusted  children ; 
and  I should  have  thought  these  children 
would  give  better  results  in  that  sort  of 
institution  than  in  a mental  deficiency  insti- 
tution where  they  tend  to  be  a problem,  as 
they  were  in  the  school. 

3590.  (Sir  Russell  Brain):  Could  you  tell 
us  the  proportion  of  children  who  are  in 
these  institutions  because  of  these  emotional 

difficulties? (Dr.  Kirman):  If  we  take 

as  a guide  a series  of  fairly  recent 
admissions  to  mental  deficiency  hospitals, 
taking  only  the  feeble-minded,  nearly  half 
of  these  are  of  normal  intelligence  and  the 
reason  why  they  are  admitted  is  usually 
because  of  the  social  difficulties  they  have 
got  into.  I think  it  is  true  to  say  that  not 
all  of  these  patients  have  serious  emotional 
problems,  and  the  problem  with  them  is  one 
more  of  social  readjustment,  I would  say, 
rather  than  active  psychiatric  treatment. 

3591.  We  have  been  told  in  evidence  that 
patients  are  hardly  ever  certified  as  moral 
defectives  and  that  that  classification  has 
now  fallen  into  disuse.  How  is  it  that  such 
a large  proportion  of  patients  of  normal 
mentality  get  certified  as  mental  defectives? 

The  answer  to  that  is  that  there  are 

quite  a number  of  young  offenders  who 
appear  to  be  of  somewhat  limited  intelli- 
gence and  if  they  do  not  make  a very  good 
showing  before  the  Court  and  at  examina- 
tion there  is  the  problem  of  what  to  do 
with  them  and  classifying  them  as  mental 
defectives  is  one  way  of  dealing  with  the 
difficult  social  problem.  The  point  I think 
we  want  to  make  there  is  that  this  is  not 
necessarily  a good  way  of  dealing  with 
them,  particularly  because  of  the  attitude 
of  these  more  intelligent  persons  them- 
selves. I have  spoken  to  a number  of  them 
who  have  put  forward  the  point  that  they 
would  rather  go  to  prison  for  a limited 
term  than  go  to  a mental  deficiency  hospital 
where  they  do  not  know  how  long  they  are 
going  to  be  there. 

3592.  (Mr.  Simon) : Is  not  what  you  are 
describing  in  fact  a mis-application  of  the 
law  as  it  is  at  the  moment?  You  used 
the  phrase  “emotionally  unstable  people 
not  of  defective  intelligence  ” ; but  those 
people,  if  that  is  all  there  is  to  it,  would 
not  be  liable  to  certification  as  mentally 
defective,  would  they?  They  have  to  be  of 
arrested  or  incomplete  development  of 
mind.  Is  it  your  view  that  a certain  num- 
ber of  people  who  are  not  of  arrested  or 
incomplete  development  of  mind  neverthe- 
less do  get  certified  because  there  is  little 

else  to  do  with  them? It  is  a question  of 

point  of  view,  Mr.  Chairman.  There  is 
quite  a tendency  on  the  part  of  some 
psychiatrists  to  consider  that  this  is  an 
appropriate  application  of  the  term  mental 
deficiency  and  that  arrested  development  of 
mind  and  emotional  instability  are  both 
included  in  it,  but  if  one  says  that  one 
brings  psychopathy,  neurosis  and  indeed  the 


whole  of  psychiatry  within  the  scope  of 
mental  deficiency. — (Dr.  Bunbury) : For  that 
reason  we  used  the  word  “ intellectual 
rather  than  “ mental  ”,  because  the  latter 
word  covers  so  many  points. 

3593.  (Mr.  Jackson):  But  apart  from  this 
different  interpretation  which  medical  men 
put  on  it,  you  are  rather  suggesting  that 
when  a person  is  before  the  Court  it  may  be 
very  much  easier  for  the  medical  certificates 
to  be  given  which  lead  to  his  certification 
than  it  would  be  if  he  were  not  before  the 

Court? 1 do  not  think  we  are  suggesting 

that  it  applies  only  to  cases  before  the 
Courts.  These  patients  do  tend  to  be  some 
of  the  biggest  problems  to  deal  with  and 
it  occurs  to  quite  a lot  of  people  that  the 
only  way  of  making  facilities  available  is 
to  certify  them  as  mentally  deficient. 

3594.  I wanted  to  get  this  other  point ; is 
it  your  opinion  that  when  a person  is  before 
the  Court  certificates  are  given,  shall  we 
say,  more  freely  than  they  would  be  given 
if  that  person  were  not  before  the  Court? 
— -(Dr.  Kirman):  My  Lord  Chairman,  in 
all  these  matters  there  is  perhaps  a certain 
element  of  expediency  and  people  dealing 
with  patients  always  have  an  eye_  to  what 
services  are  available  and  what  facilities  are 
available.  I think  this  applies  in  the  case 
of  two  groups  among  the  people  we  are 
talking  about  now.  In  the  one  case.  there 
is  a group  of  children  of  the  age  of  sixteen 
leaving  the  residential  special  school  and 
for  them  very  little  other  provision  may  be 
available.  The  second  group  of  people 
consists  of  people  who  find  themselves 
before  the  Courts.  As  you  know  there  is 
a long  waiting  list  for  residential  care  in 
mental  deficiency  institutions,  and  in  some 
areas  the  custom  is  to  give  precedence  to 
Court  cases,  so  that  this  is  one  way  ol 
finding  a place  where  a person  who  is  in 
social  difficulties  can  stay  and  be  looked 
after. 

(Mr.  Jackson):  I do  not  think  that  gives 
a complete  answer  but  perhaps  it  is  the 
nearest  you  can  go. 

3595.  (Dr.  Thomas) : Is  it  not  to  a certain 
extent  also  the  fact  that  the  Education  Acts 
already  lay  down  methods  of  providing  for 
children  which  are  not  being  fully  imple- 
mented in  the  sense  that  there  is  not,  as  yet, 
enough  provision  in  the  way  of  special  hos- 
pitals for  mentally  maladjusted  children, 
psychiatric  clinics  and  so  on,  and  there  is 
a real  danger  then,  when  we  have  cases 
who  may  have  some  slight  intellectual 
variant,  but  not  enough  to  justify  a diagnosis 
as  feeble-minded,  that  they  may,  by  virtue 
of  that  shortage  of  services,  be  classified 

as  mentally  defective? Yes,  I think  that 

is  so. 

3596.  What  are  the  alternatives  you 

would  like  to  see  to  cope  with  those  people? 
We  have  them  as  a skeleton  service  now. 
have  we  not? One  point  is  this  question 
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of  hostels  for  special  school  leavers  who 
perhaps  have  no  Ihome,  or  no  suitable 
home,  to  go  to  and  probably  could  manage 
to  survive  in  the  community  and  earn  their 
own  living  if  they  were  given  help  for  a 
few  years  after  they  leave  school,  but  who 
run  the  risk  now  of  being  sent  to  a mental 
deficiency  institution ; a residential  hostel 
for  that  kind  of  case  would  be  of  great 
use.  I know  more  will  be  started  on  a 
voluntary  basis  shortly  but  there  is  a very 
real  need  for  such  hostels  and  they  would 
not  be  only  for  special  school  leavers  but 
for  other  backward  people  in  the  same 
situation,  who  have  no  suitable  home,  but 
need  some  care  and  supervision  and  a help- 
ing hand. 

3597.  Is  there  not  a certain  amount  of 
confusion  in  this  sense  that  you  are  now 
speaking  of  backward  children  who  will 
have  been  provided  for  in  special  schools 
for  the  educationally  sub-normal  until  the 
age  of  sixteen.  The  problem  we  had  been 
discussing  is  one  for  which  there  is  very 
little  provision,  that  of  the  maladjusted 
children,  who  constitute  one  of  these  very 
difficult  problem  groups.  Would  you  mix 
those  people  with  the  other  patients  in  the 
hostel  for  educationally  sub-normal  child- 
ren? Surely  that  is  not  what  you  have  in 

mind? No.  I think,  my  Lord  Chairman, 

as  far  as  possible  we  should  try  to  make  a 
distinction  between  these  two  groups.  In 
the  case  of  the  children  leaving  the  special 
school,  those  young  people  who  are  of 
definitely  limited  intellectual  capacity,  I 
agree  that  you  need  hostel  provision,  but 
there  is  also  this  other  group  who  are  of 
normal  intelligence,  and  I think  the  only 
thing  that  we  can  suggest  to  cope  with  their 
adolescent  problems  is  simply  an  extension 
of  that  skeleton  which,  as  has  been  said, 
already  exists. 

3598.  (Mr.  Simon):  Would  you  use  com- 
pulsion to  see  that  they  go  to  hostels? 

If  we  are  speaking  now  of  those  people  who 
are  of  limited  intellectual  capacity,  our  pro- 
posal here  suggests  that  we  would  only 
recommend  that  compulsion  should  be  used 
in  those  cases  where  an  offence  has  been 
committed  and  where  they  had  appeared 
before  the  Court ; in  that  case  residence  at 
the  hostel  would  be  a condition  of 
probation. 

3599.  (Dr.  Thomas ):  What  provision 

would  you  make  for  the  child  who  has  left 
school,  who  has  not  been  in  a special 
school  for  backward  children  at  all,  and  is 
an  emotional  problem  pure  and  simple  who 
then  becomes  a court  case  because  of 
emotional  difficulties?  He  is  emotionally 
maladjusted,  has  become  a little  gangster 
or  whatever  he  happens  to  be — what  pro- 
vision do  you  feel  ought  to  be  made  for 

him? (Dr.  Bunbury ):  When  he  has  an 

unsuitable  home?  Clearly  some  sort  of 
hostel  accommodation  is  needed  for  that 


type  of  case.  You  are  not  thinking  of  a 
person  who  is,  so  to  speak,  bad  enough  to 
require  treatment  in  a hospital,  but  some- 
body who  needs  supervision  and  friendly 
guidance?  The  trouble  is  that  this  type  of 
case  is  just  too  old  for  the  child  guidance 
clinic,  and  falls  between  two  stools ; he  is 
not  adult  enough  for  out-patient  psychiatric 
treatment  and  yet  is  too  old  for  the  child 
guidance  clinic. 

3600.  (Chairman):  You  have  not  con- 
templated the  extension  of  the  compulsion 
to  attend  school  to  compulsion  to  attend 

training  centres? (Dr.  Kirman):  My 

Lord  Chairman,  on  that  we  have  recom- 
mended that,  in  the  case  of  children,  attend- 
ance at  occupation  centres  should  be 
compulsory  where  the  children  are  mental 
defectives  and  are  attending  the  occupation 
centre  instead  of  attending  school.  It 
should  then  be,  we  suggest,  compulsory  on 
the  parents  that  they  should  attend  unless 
they  have  been  certified  medically  as  being 
unsuitable  for  attendance.  We  have  not 
suggested,  even  in  the  case  of  people  who 
are  defectives,  that  attendance  should  be 
compulsory  above  school  age.  The  other 
suggestion  which  we  have  made  is  that  when 
they  have  appeared  before  a Court  they 
should  be  directed  to  stay  in  a hostel  or 
elsewhere  and  that  of  course  would  cover 
attendance  at  a hospital  or  training  centre ; 
we  had  that  in  mind. 

3601.  You  are  contemplating  that  all 
children  of  this  kind  before  the  Courts 

would  be  put  on  probation? Yes,  we 

were  contemplating  a procedure  similar  to 
that  under  the  Criminal  Justice  Act,  but  we 
have  made  a clear  exception  as  far  as  the 
psychopath  is  concerned,  whose  offence  is 
perhaps  a more  serious  one. 

3602.  May  we  leave  psychopaths  out  for 
the  moment?  Have  you  any  views  on 
delinquents  who  may  be  committed  by  the 
Courts  to  a mental  deficiency  institution 
indefinitely  in  cases  which  do  not  appear 
to  the  Court  to  be  suitable  for  probation? 
What  is  your  view  about  the  sentence  the 
Court  should  pass?  Do  you  think  they 
should  remit  them  to  the  local  authority 
with  a recommendation  that  they  should  be 
subject  to  institutional  treatment,  and  that 
there  should  be  a limit  to  the  period  for 
which  the  offender  is  confined  to  a suitable 

institution? Yes,  that  was  our  feeling, 

my  Lord  Chairman,  that  the  sentence  should 
bear  some  relation  to  the  offence  and  that 
patients  should  not  be  sent  to  an  institution 
for  an  indefinite  period,  and  it  was — forgive 
my  mentioning  it  again — in  that  connection 
that  we  wanted  to  exclude  the  psychopath. 
I am  sorry  to  bring  him  in  again,  but  I 
think  this  is  important,  because  there  are 
two  kinds  of  offences  which  may  be  com- 
mitted by  people  of  limited  intelligence. 
Commonly  they  commit  some  minor  offence 
which  often  arises  out  of  their  limited 
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intellectual  capacity  ; much  less  commonly 
they  commit  some  serious  offence  which 
does  not  arise  out  of  their  limited  intellec- 
tual capacity  and  we  feel  that  this  should 
be  treated  differently. 

3603.  {Mr.  Simon):  Sexual  offences  are 

fairly  frequent? Offences  such  as  expo- 

sure or  soliciting  are,  and  I would  have 
regarded  these  as  relatively  minor  offences 
arising  out  of  the  individual’s  failure  to 
appreciate  the  possible  consequences  of  the 
action,  or  failure  in  fact  to  avoid  conflict 
with  the  law  on  these  points.  The  more 
serious  offences,  I would  have  said,  in  the 
majority  of  cases  do  not  arise  primarily  out 
of  the  mental  deficiency,  and  for  that  reason 
should  be  dealt  with  separately  under  the 
“ psychopathic  ” heading. 

3604.  {Chairman):  Do  you  think  that 
there  ought  to  be  in  the  mind  of  the 
Court  any  presumption  that  a mental  defec- 
tive who  comes  before  them  should  be  given 
some  sentence  suitable  to  his  state  of  mind? 
Take  a minor  offence  for  which  the  normal 
child  is  simply  bound  over  without  even 
being  put  on  probation — do  you  think  the 
Courts  feel  that  merely  binding  over  is  un- 
suitable for  mentally  defective  patients  and, 
if  they  do  feel  that,  is  there  any  ground  for 
them  so  feeling?  Is  it  the  business  of  the 
Courts  to  give  more  drastic  treatment  to  a 
defective  than  is  given  to  the  normal  child? 

1 think  our  view,  my  Lord  Chairman, 

is  that  certainly  the  feeble-minded  should 
be  treated  less  differently  from  the  general 
population  than  they  are  at  present,  for 
example  when  they  appear  before  the  Court, 
and  that  they  should  have  the  same  advan- 
tages which  other  members  of  the  public 
have.  None  the  less,  if  it  is  put  to  the 
Court  that  this  person  is  of  limited  intelli- 
gence and  that  in  view  of  the  social  back- 
ground there  is  a likelihood  that  further 
trouble  will  occur  unless  some  action  is 
taken,  I think  it  is  quite  right  and  proper 
that  the  Court  should  try  to  make  some 
provision  for  the  future  of  the  defective.  I 
would  suggest  that  this  should,  wherever 
possible,  in  suitable  cases  take  the  form  of  a 
limited  stay  in  hostel  type  of  accommoda- 
tion with  a definite  view  to  re-employment 
and  rehabilitation  rather  .than  long-term  care 
in  an  institution ; secondly  that  in  quite  a 
number  of  cases  it  is  possible,  even  without 
going  to  the  length  of  placing  the  individual 
in  a residential  institution,  through  phychia- 
tric  social  welfare  or  by  other  means  to 
make  that  readjustment  without  insisting  on 
residential  care. 

3605.  {Dr.  Thomas):  In  relation  to  what 
you  have  said  about  the  sentence  bearing 
relation  to  the  offence,  we  are  up.  against  the 
problem  of  adjusting  two  conflicting  ideas 
here.  One  is  that  a person  commits  an 
offence  and  has  to  be  punished  for  it— 
that  is  the  legal  side  of  the  picture— and 
there  is  the  other  point  of  view  that  this 


is  a patient  who  has  committed  an  offence 
because  he  suffers  from  a certain  disability. 

Is  it  right  to  admit  the  second  argument,  but 
also  limit  the  period  of  treatment  to  the 

time  that  you  would  punish  an  offender? 

I think  that  there  is  some  logic  in  this  feel- 
ing because  of  the  way  the  patient  looks  at 
it.  Quite  a number  of  these  patients  are 
capable  of  understanding  simple  logic,  and 
they  feel  that  other  people  have  committed 
similar  offences  and  had  very  light  sentences 
whereas  there  they  are,  having  committed 
this  minor  offence,  sent  for  an  indeterminate 
period  of  treatment  to  some  institution,  and 
they  resent  the  loss  of  their  liberty  for  this 
long  period  ; they  frequently  say  they  would 
rather  have  the  prison  sentence. 

3606.  {Mr.  Jackson):  Is  not  the  practical 
difficulty  this?  I have  sat  on  a number,  of 
these  cases  and  one  has  before  one  medical 
evidence  saying  that  this  person  should  be 
sent  to  a mental  deficiency  institution  and 
one  is  asked  to  make  an  order.  I have  on 
occasions  enquired  what  would  happen  if  we 
directed  that  a petition  be  presented,  and  the 
answer  invariably  given  to  me  is  that  this 
case  would  come  up  on  petition  and  exactly 
the  same  order  would  be  made — it  would 
merely  take  place  many  weeks  later.  When 
we  have  discussed  it  in  our  retiring  room, 
whereas  we  would  rather  leave  it  to  the  local 
authority  to  present  a petition  because  it 
looks  very  much  more  satisfactory,  it  seems 
rather  curious  that  we  should  not  make  the 
order  on  the  spot  when  we  are  assured 
that  this  is  exactly  what  is  going  to  happen 
in  the  end.  Unless  one  appreciates  that 
that  is  the  reality,  one  is  bound  to  get  a 
misleading  impression.  That  is  why  I asked 
you  earlier  if  you  were  quite  clear,  when 
a case  comes  up  before  the  Court,  that 
the  certificates  are  given  with  exactly  the 
same  care  that  they  are  given  on  any 

other  occasion. {Dr.  Bunbury):  One  of 

the  important  things  is  the  patient’s  point  of 
View.  These  are  after  all  feeble-minded,  not 
'the  lower  grade  of  mental  defectives,  and 
if  they  appreciate  that  they  are  going  to 
hospital'  because  they  have  done  this  particu- 
lar thing  they  are  more  likely  to  respond 
to  what  the  hospital  can  offer  than  if  the 
hospital  appears  to  be  acting  in  concert 
with  the  local  'authority!.  Therefore  at 
seems  that  you  are  more  likely  to  be  able 
to  do  something  for  them  if  they  realise 
’they  are  in  hospital  as  a direct  result  of 
having  done  such  and  such  a thing,  and 
therefore  the  order  is  better  coming  from 
the  Court  than  through  a local  authority. 

3607.  {Mr.  Simon):  It  seems  as  if  you 
are  saying  they  respond  better  if  they  think 
they  are  there  for  punishment  rather  than 
treatment.  I, should  have  thought  the  oppo- 
site would  be  true? {Dr.  Kirman):  At 

the  present  moment  I think  there  is  actu- 
ally some  sense  in  this,  that  the  patient  does 
react  better  if  he  knows  what  the  issues 
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arc  in  front  of  him.  He  goes  into  a hospital 
at  the  present  time  and  he  is  told  that  it 
is  for  treatment  but  it  does  not  look  to 
him  like  an  ordinary  hospital  and  he  is  in 
there  with  perhaps  idiots  and  imbeciles  and 
talks  to  them  and  finds  some  of  them  have 
been  there  for  twenty  or  thirty  years.  He 
perhaps  thinks  this  is  what  treatment  means, 
to  be  there  for  a very  long  time.  If  he  is 
told  on  the  other  hand  that  he  has  been 
foolish  and  has  committed  an  offence  and 
is  being  sent  for  training,  and  that  if  he 
behaves  himself  he  will  be  out  in  a reason- 
able time  and  will  be  helped  to  find  a suit- 
able job  and  that  if  he  keeps  in  the  hospital 
he  will  be  all  right,  if  it  is  put  in  this  way, 
related  to  his  offence,  then  I think  his  co- 
operation is  more  likely  to  be  gained. 

( Chairman ):  May  I say  I am  extremely 
glad  to  hear  that  there  is  some  therapeutic 
value  in  punishment. 

3608.  (Dr.  Rees):  You  believe  the  pun- 
ishment should  fit  the  crime  rather  than 

the  patient’s  mental  condition? 1 think 

both  considerations  should  be  borne  in 
mind. — (Dr.  Banbury):  There  is  a point 
I might  make.  If  you  have  a patient  who 
has  been  sent  in  the  ordinary  course  of 
events  to  a mental  deficiency  institution  and 
wants  to  leave,  and  is  told  he  cannot  leave, 
it  appears  to  him  that  that  is  an  arbitrary 
decision  by  the  hospital  authorities.  If  he 
is  sent  in  as  a result  of  appearing  in  Court, 
when  he  wants  to  leave  and  is  told  he  can- 
not leave,  he  can  be  told,  and  it  is  in  fact 
true,  that  he  cannot  leave  because  the 
Court  says  that  he  cannot  leave ; and  put 
that  way  it  appears  to  him  a less  arbitrary 
action  on  the  part  of  the  hospital,  and  the 
hospital  is  therefore  in  a better  position  to 
get  his  co-operation. 

3609.  (Mr.  Jackson):  Are  you  not  really 

getting  rid  of  one  bogey  by  putting  another 
one  there? The  _ bogey  is  further  re- 

moved from  the  patient. 

3610.  (Chairman):  You  say  all  this  is 
•true  only  of  the  child  who  is  capable  of 
appreciating  the  fact  that  he  has  done 

wrong? (Dr.  Kirrnan):  Yes,  my  Lord 

Chairman,  we  are  speaking  now  of  the 
feeble-minded,  not  of  imbeciles  or  idiots. 

3611.  But  he  must  not  be  so  feeble- 

minded that  he  does  not  know  the  differ- 
ence between  right  and  wrong? Quite. 

3612.  A very  small  point  on  paragraph 
13  (ii)  where  you  speak  of  day  nurseries 
and  nursery  schools.  You  speak  as  if  it  was 
for  the  good  of  the  child  and  the  relief  of 
the  mother,  but  surely  it  is  also  in  a good 
many  cases  for  the  education  of  the  mother 
in  looking  after  mentally  defective  children? 

Certainly. — (Dr.  Banbury ) : And 

mothers  do  very  much  appreciate  advice 
on  how  to  handle  their  mentally  defective 
children. 

3613.  (Dr.  Thomas)  : Do  you  mean  there 
that  the  children  should  be  admitted  to  the 


day  nursery  schools  for  the  ordinary  pre- 

school  children? (Dr.  Kirman):  My 

Lord  Chairman,  we  are  speaking  here  of 
what  we  describe  as  feeble-minded  chil- 
dren ; I think  what  we  really  mean  are 
educationally  sub-normal  children ; and 
there  is  a point  there  T would  like  to 
mention.  Unfortunately  some  authorities 
are  not  able  to  offer  schooling  for  this 
group  under  the  age  of  seven  and  this 
docs  create  a very  considerable  problem  for 
parents  and  the  authorities,  so  that  the 
sooner  we  can  get  special  schools  open  at 
the  age  of  five  as  with  other  children,  the 
better. 

3614.  (Chairman):  I did  not  understand 
your  reference  to  day  nurseries  and 
nursery  schools  as  being  special  nurseries  for 

feeble-minded  children. 1 think  we 

should  have  said,  not  feeble-minded,  but 
educationally  sub-normal ; that  is  to  say 
those  children  who,  when  they  arc  older, 
will  go  to  the  special  school  if  there  is  a 
vacancy. 

3615.  (Mrs.  Braddock):  Is  that  for 

children  under  five? Yes. 

3616.  How  do  you  decide  that  they  are 

educationally  sub-normal? It  is  possible 

to  make  a tentative  assessment.  I agree 
these  assessments  under  the  age  of  five  are 
always  extremely  tentative,  but  none  the 
less  the  authorities  have  usually  made  up 
their  mind  sometime  before  the  age  of  five. 

3617.  (Chairman):  Is  it  desirable  that 

they  should?  Should  they  not  avoid  a pre- 
school classification? (Dr.  Banbury): 

Provided  the  classification  can  be  frequently 
and  easily  revised  it  has  its  uses,  but  it  is 
the  hard-and-fastness  of  it  which  is  un- 
desirable.— (Dr.  Kirman ):  We  are  suggest- 
ing here  that  they  should  go  to  the  ordinary 
nursery  school. 

3618.  (Dr.  Thomas):  They  would  not 

normally  be  excluded,  surely? — (Mrs. 

Braddock):  They  are  not  normally  excluded 

now,  are  they? There  is  a tendency  to 

say  that  the  child  is  defective  and  should 
not  be  with  other  children,  and  not  to  give 
him  a chance. 

3619.  (Mr.  Simon):  Administratively 

rather  than  legally? Yes,  that  is  the 

point. 

3620.  (Chairman):  On  paragraph  13  (iv), 
have  you  any  detailed  recommendations  as 

to  the  simplification  of  guardianship? 

There  is  one  point  I would  like  to  make 
with  regard  to  that,  my  Lord  Chairman. 
We  would  like  to  see  it  possible  for  a 
financial  grant  to  be  made  to  the  parents 
when  necessary,  without  the  formality  of 
guardianship.  At  present  the  arrangement 
is  that  the  parent  is  made  the  guardian  and 
then  the  local  authority  is  in  a position  to 
make  a financial  grant.  This  is  sometimes 
done  simply  to  make  it  possible  to  make 
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l he  grant  and  it  seems  an  unnecessarily 
elaborate  procedure. 

3621.  Surely  it  was  never  contemplated 
by  the  law  that  the  parent  who  is  already 
legally  the  guardian  should  be  made  the 
guardian  by  process  of  law.-; — It  should  be 
quite  unnecessary,  but  this  is  done. 

3622.  (Mr.  Simon) : Is  there  any  power 
under  the  National  Assistance  Act  in  this 

sphere? For  adults. — (Dr.  Bunbury ): 

We  also  feel  very  strongly  that  if  the  autho- 
rities had  power  to  provide  financial  assist- 
ance for  those  who  are  at  present  satisfac- 
torily looked  after  at  home  it  would  avoid 
a considerable  number  of  admissions  to 
hospital  and  reduce  the  waiting  lists. 

3623.  ( Chairman ) : Yes,  I think  we  are 
familiar  with  the  point ; it  is  the  question 
of  ringing  the  changes  on  guardianship  and 

statutory  supervision. {Dr.  Kirman ): 

There  is  a minor  point  about  leave ; in 
some  cases  we  suggest  the  present  limita- 
tions of  leave  should  not  apply  and  there 
should  be  an  informal  arrangement.  At 
present  the  Superintendent  has  only  power 
to  grant  14  days. 

3624.  There  is  one  point  on  your  para- 
graph 14,  about  the  doubly  handicapped 
children.  You  say  that  children’s  general 
hospitals  are  happily  rarely  full ; is  it  not 
true  that  children’s  hospitals  are,  for  good 
or  ill,  as  at  present  generally  organised, 
acute  hospitals  and  not  organised  for  long- 

stay  cases? (Dr.  Bunbury):  Yes,  it  is  in 

general  true,  my  Lord  Chairman,  but  surely 
they  should  be  prepared  to  accept  children, 
of  whom  there  are  not  a very  great  number, 
who  do  require  some  skilful  nursing  and 
where  the  physical  conditions  are  by  far 
the  most  important,  children  with  spina 
bifida  for  instance  and  some  of  the  cases 
of  the  after-effects  of  meningitis. 

3625.  Is  not  the  real  difficulty  that  most 

children’s  hospitals  may  be  comparatively 
empty  one  week  and  full  to  overflowing 
three  weeks  later?  They  are  more  subject 
than  any  hospital  to  the  minor  epidemics 
and  so  on? Yes. 

3626.  And  may  it  not  be  that  you  want 
rather  a different  kind  of  long-stay 
children’s  hospital  than  we  generally  have 

got  at  the  present  moment? (Dr. 

Kirman ):  Previous  to  1948  the  local  autho- 
rity children’s  hospitals  in  many  cases  did 
take  long-stay  cases  and  perhaps  since  1948 
there  has  been  something  of  a tendency 
for  them  to  fashion  their  procedure  more 
on  the  lines  of  the  former  voluntary  hos- 
pitals and  take  the  more  acute  cases  and 
less  long-stay  ones,  so  there  has  perhaps 
been  a tendency  to  throw  more  of  the 
burden  on  the  mental  deficiency  hospitals 
and  increase  this  already  over-burdened 
waiting  list. — (Miss  Keynes):  My  Lord 

Chairman,  I know  nothing  about  children’s 
hospitals  as  such,  but  I do  know  that  the 


children’s  wards  in  general  hospitals  which 
do  not  deal  with  cases  requiring  isolation 
are  half  the  time  half  empty.  They  pull 
down  the  average  bed  occupancy  in  general 
hospitals  to  a most  astonishing  extent  and 
it  might  be  possible  in  those  cases  perhaps 
to  make  some  provision. 

3627.  Surely  even  today  there  are  general 
hospitals  which  have  long  waiting  lists  and 

overcrowding? Then  you  must  except 

the  children’s  wards,  Sir.  In  the  particular 
instance  I am  thinking  of  there  is  a 40-bed 
ward  which  frequently  has  only  15  children. 
The  children’s  wards  in  general  hospitals 
tend  to  be  half  empty  half  the  time.— (Dr. 
Bunbury):  In  addition  some  of  the  long- 
stay  hospitals  have  difficulty  m keeping 
their  beds  anywhere  like  as  full  as  they 
would  like.  I would  have  thought  such 
hospitals  could  take  cases  of  this  sort. 

3628.  (Mr.  Jackson) : I should  like  to  ask 
for  more  information  about  what  is  meant 
in  paragraph  18.  What  is  this  independent 

tribunal  that  you  have  in  mind? At  the 

present  moment  when  patients  have  com- 
plaints to  make  they  apply,  as  of  course 
you  know,  to  the  Board  of  Control  and 
the  Board  of  Control  asks  for  comments 
on  these  complaints,  usually  from  the 
Physician  Superintendent,  and  it  is  very 
often  the  Physician  Superintendent  the 
patient  is  complaining  about.  We  therefore 
think  there  should  be  an  independent 
tribunal  to  whom  a patient  can  appeal  and 
we  visualised,  not  in  any  detail,  what  this 
tribunal  should  be.  Roughly  it  should  have 
representatives  of  the  medical  profession, 
the  legal  profession,  and  the  public,  possibly 
via  the  local  authority,  and  this  independent 
tribunal,  which  we  visualise  might  well  be 
set  up  on  a regional  basis,  should  have  the 
power  to  consider  these  complaints  and  to 
ask  for  independent  psychiatric  examination 
of  the  patient  if  they  thought  fit. 

3629.  In  your  earlier  suggestions  you 
suggested  in  effect  a temporary  order  that 
would  go  on  for  two  years,  and  we  asked 
you  there  whether  the  patient  should  not 

have  some  right  of  appeal. This  is  what 

we  were  referring  to. 

3630.  And  you  contemplate  a regional 
basis  and  what  I may  call  a substantial 
body.  If  you  are  going  to  have  legal, 
medical,  local  authority  and  other  represen- 
tatives it  is  going  to  be  a fairly  formidable 

tribunal,  is  it  not? This  is  a new 

suggestion  which  has  not  been  tried  for 
this  particular  sort  of  case.  We  thought 
there  was  a good  deal  to  be  said  for  that 
tripartite  representation.  In  many  cases  they 
would  not  find  it  necessary,  I feel  sure,  to 
do  more  than  scrutinise  the  patient’s  letter. 
They  do  not  have  to  hold  an  inquiry,  but 
they  could  hold  an  inquiry  wherever  they 
wish  to  do  so. 

3631.  You  are  contemplating  that  they 

would  enquire  into  various  allegations? 

Yes. 
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3632.  That  would  be  a kind  of  enquiry 

purely  on  their  own  responsibility? Yes. 

3633.  And  that  they  would  proceed  some- 
what like  the  court  judging  between  one 

side  and  another? Yes,  being  entitled  to 

hear  any  evidence  they  wish,  to  make  any 
enquiries  they  wish. — (Dr.  Shaw) : They 
would,  my  Lord  Chairman,  in  effect  be 
taking  over  some  of  the  functions  of  the 
Board  of  Control  as  they  were  in  fact 
functioning  up  to  a short  while  ago. 

3634.  ( Chairman ) : Is  this  to  be  a judicial 
tribunal  or  an  administrative  body?  You 
give  a patient  a right  to  appeal  to  a tribunal, 
the  tribunal  has  power  to  make  inquiries 
and  having  made  enquiries  it  can  decide 

that  it  does  not  want  to  hear  the  case? 

Yes. 

3635.  What  happens  to  the  man’s  right 
of  appeal?  Has  he  not  a right  to  be  heard? 

( Miss  Keynes ):  My  Lord  Chairman,  I 

think  we  envisage  that  at  any  rate  at  first 
this  would  be  an  extremely  busy  tribunal, 
but  I think  it  would  be  possible  to  safe- 
guard them  from  abuses  of  that  kind ; 
perhaps  there  might  be  an  original  and 
independent  assessment,  but  once  he  has 
established  a prima  facie  case  then  I think 
that  the  man  or  woman  should  have  the 
right  of  appeal.  It  might  seem  time-wasting, 
but  I do  not  feel — this  is  a purely  personal 
opinion — that  it  should  be  concerned  only 
with  cases  of  wrongful  detention.  It  is 
extremely  difficult  in  a hospital  without  a 
great  deal  of  trouble,  usually  on  the  part 
of  the  Chairman  or  the  Management  Com- 
mittee, to  ascertain  whether  there  is  any 
foundation  for  an  allegation  of  ill-treatment. 

3636.  (Mr.  Jackson ):  This  is  the  point  I 
was  making.  You  want  it  to  be  an  enquiring 
body,  you  also  want  it  in  effect  to  try 
particular  cases.  If  it  is  enquiring,  pre- 
sumably it  would  need  to  have  the  kind 
of  personnel  who  can  investigate  what  a 
course  of  conduct  has  been  at  any  level, 
in  other  words  it  would  need  to  be  able 
to  overhaul  part  of  the  hospital  system 
from  any  point  of  view.  If  you  want  it 
to  deal  with  a particular  case  on  appeal, 
going  back  to  your  suggestion  that  a new 
kind  of  temporary  order  might  go  on  for 
two  years,  in  that  case  the  patient  who 
disagrees  with  the  need  for  admission  wants 
in  effect  to  have  his  case  tried.  What  I am 
asking  really  is  whether  you  had  thought  of 
that  distinction  and  whether  it  might  be  that 
the  two  functions  are  so  different  that  you 
might  entrust  the  trial  of  the  individual  case 
on  appeal  against  a two-year  temporary 
order  to  justices,  leaving  what  you  call  the 
tribunal  as  a kind  of  Board  of  Control  on 
a regional  basis,  as  a definitely  enquiring 
kind  of  body.  I do  not  want  to  argue  with 
you,  but  to  find  out  what  is  in  your  mind. 
(Dr.  Bunburv):  In  our  mind  the  inde- 
pendent tribunal  was  to  deal  with  appeals 
by  patients  and  not  with  the  examination 
and  inspection  of  hospitals. 


3637.  Take  an  allegation  that  there  is  ill- 
treatment,  not  an  isolated  case  but  a general 
allegation  that  the  patients  are  being  ill- 
treated.  That  cannot  be  tried,  can  it,  en- 
tirely judicially?  There  has  got  to  be  a 
body  which  has  to  go  to  investigate  on  the 

spot? Yes,  that  is  the  sort  of  thing  we 

were  thinking  of. — (Dr.  Kirman ):  I think 
the  point  is  that,  as  it  is  at  present  con- 
stituted, and  being  a national  body,  the 
Board  of  Control  has  difficulty  in  that  it  is 
not  able  to  make  direct  contact  with  the 
patient.  It  has  to  rely  on  correspondence 
and  so  on,  whereas  the  sort  of  thing  we 
envisage  is  this  direct  contact  so  that  com- 
plaints of  wrongful  detention  or  other  kinds 
of  complaints  could  be  dealt  with  in  the 
direct  manner.  In  this  way  we  feel  that  a 
number  of  the  objections  which  have  been 
raised  in  regard  to  mental  deficiency  legis- 
lation, and  which  would  possibly  be  opened 
up  by  our  suggestions  for  the  extension  of 
the  temporary  treatment  could  be  met. 

3638.  (Sir  Cecil  Oakes):  I wonder  why 
you  think  it  is  necessary  to  set  up  any 
new  procedure  for  this.  Have  you  con- 
sidered whether  it  is  not  possible  under  the 
existing  law  for  the  Hospital  Management 
Committee  to  do  the  one  kind  of  investiga- 
tion themselves  and  the  Regional  Hospital 
Board  members  delegated  for  the  purpose  to 
do  the  other  form  of  investigation?  They 
must  be  receiving  such  complaints  con- 
stantly ; surely  they  are  being  investigated 

at  the  present  time? (Dr.  Bunbury ): 

Yes,  indeed,  they  are  very  much  investi- 
gated at  the  present  time,  but  would 
that  satisfy  the  patient?  The  point 
that  was  in  our  minds  was  the  whole 
question  of  justice  being  seen  to  be  done 
as  well  as  being  done.  If  the  investigation 
is  simply  by  the  Hospital  Management  Com- 
mittee whom  the  patient  regards  as  the  body 
responsible  for  this  most  unjust  attention  to 
himself,  he  would  not  be  satisfied  if  the 
investigation  were  carried  out  by  the  Hospi- 
tal Management  Committee. 

3639.  (Chairman):  Is  what  you  really 
want  not  the  replacement  of  the  Board,  of 
Control,  but  the  revival  of  something  equiva- 
lent to  the  old  Visiting  Committees  before 

the  National  Health  Service  Act? (Dr. 

Shaw) : There  was  a suggestion  which  came 
up  when  we  were  discussing  this — I am  not 
sure  how  far  I am  speaking  for  my  col- 
leagues in  this  respect — that  this  could  be 
tied  up  with  the  question  of  inspection. 
We  considered  that  the  duty  of  inspection 
should  be  transferred  to  the  Minister  of 
Health  because  we  felt  inspection  by  the 
Board  of  Control,  however  important,  had 
lost  its  statutory  force,  and  we  saw  no  par- 
ticular point  in  its  continuing  as  such.  But 
we  felt  that  it  would  be  useful  if  there  were 
routine  inspections  by  Ministry  officials  and 
the  nature  and  type  of  these  inspections 
could  be  altered  so  that  they  were  much 
more  a two-way  affair  than  they  had  been 
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in  the  past,  so  that  in  fact  they  provided  an 
opportunity  for  discussing  points  with  the 
Physician  Superintendent  and  the  group 
medical  advisory  committee  and,  in  the  par- 
ticular case  of  mental  hospitals,  an  oppor- 
tunity for  such  patients  as  wished  to  make 
representations  to  make  them  to  this 
departmental  officer.  That  could  well  be 
regarded  as  a sort  of  first  court  of  appeal, 
so  to  speak.  Then  it  may  well  be  that  this 
independent  tribunal  could  be  regarded  as 
the  final  court  of  appeal.  The  difficulties 
could,  perhaps,  be  met  by  this  system  of 
an  inspectorate  on  a new  basis  with  an  in- 
dependent tribunal,  such  as  we  have  sug- 
gested, set  up  to  deal  with  allegations  and 
complaints  which  have  still  not  been 
satisfied. 


3640.  (Sir  Cecil  Oakes):  Is  it  not  your 
experience  at  the  present  time  that  the  Hos- 
pital Management  Committee  members 
carrying  out  their  statutory  visits  do  in  fact 
act  as  the  visiting  committee  and  see  all 
patients  who  ljave  any  complaints  to  make? 

It  is  our  experience  in  general,  but 

they  are  still,  as  it  were,  very  much  con- 
cerned in  the  administration  of  the  hospital, 
and  from  the  patients’  point  of  view  they 
may  feel  that  they  are  not  getting  an  en- 
tirely unbiased  hearing. 


3641.  Yes,  I agree  with  your  premises 
on  the  appellant  body.  I was  suggesting 
it  might  be  done  by  the  Regional  Hospital 
Board.  Is  there  any  point  in  setting  up  a 
new  body  at  the  present  time  when  the 
Regional  Hospital  Board  have  complete 
power  to  set  up  any  enquiry  about  any 

allegation? (Miss  Keynes):  I think  the 

answer  to  that  is  that  from  the  point  of 
view  of  the  patient  and  his  relatives,  Hos- 
pital Management  Committees  and  Rejponal 
Boards  are  regarded,  however  unjustly,  as 
having  a vested  interest  in  the  hospital. 
That  is  why  we  have  underlined  the  in- 
dependent tribunal. 

3642.  (Mrs.  Braddock):  But  are  you  not 
basing  your  suggestion  here  on  the  assump- 
tion that  mental  hospitals  are  going  to  re- 
main as  they  are  at  the  present  moment? 
Not  a bit,  Madam. 


3643  The  question  of  enquiry  into  any 
allegation  of  ill-treatment  or  wrong  treat- 
ment in  ordinary  hospitals  never  applies 
because  they  are  open.  Supposing  the 
position  is  that  mental  hospitals  become 
hospitals  to  which  people  go .for  mental 
treatment  in  the  way  that  they  go  for 
physical  treatment;  would  it  be  necessary 
to  have  this  sort  of  additional  tribunal  ? 

(Dr  Bunbury):  I think  the  complaint 

of  ill-treatment  is  perhaps  -the  mmor  part 
We  are  thinking  much  more  of  the  patient 
who  is  being  kept  in  hospital  under 
the  new  temporary  arrangement,  or  the 
patient  who  considers  that  he  should  never 
Save  been  sent  to  hospital.  We  are  much 
more  concerned  here  with  allegations  that 


patients  are  wrongly  in  hospital  than  with 
ill-treatment. 

3644.  If  patients  go  in  voluntarily  or  tem- 
porarily, they  can  go  out  if  they  consider 

they  are  wrongfully  detained? If  they 

go  in  as  voluntary  patients. — (Miss  Keynes) : 
Mr.  Chairman,  I am  afraid  that  hundreds 
of  years  of  experience  have  taught  us  that 
there  will  always  be  a limited  number  of 
people  who  will  not  voluntarily  accept  treat- 
ment, who  are  incapable  of  accepting  it. 
I think  we  have  got  to  make  provision  for 
them  because,  after  all,  none  of  this  pro- 
cedure would  apply  to  the  ordinary  volun- 
tary patient,  but  that  we  can  look  forward 
within  any  measurable  time  to  every  patient 
being  a voluntary  patient  is,  I feel,  Utopian. 

3645.  (Mr.  Jackson):  If  you  want  a tri- 

bunal to  deal  with  these  allegations  of  im- 
proper detention,  you  want  one  that  is  in- 
dependent of  the  hospital  management  at 
any  level? Yes. 


3646.  And  one  that  is  known  to  be  in- 
dependent?  Yes. 

3647.  Do  not  the  Justices  of  the  Peace 

meet  that  requirement?  I am  not  talking 
about  a Justice  of  the  Peace  simply  re- 
enacting the  present  procedure,  but  I am 
thinking  of  a case  as  it  is  taken  before 
Justices  of  the  Peace  on  adoption  and  other 
matters.  Have  you  not  got  there  in  exist- 
ence a tribunal  that  satisfies  your  require- 
ments?  (Dr.  Kirman):  I think,  my  Lord 

Chairman,  that  we  would  like  to  say  that 
the  position  of  our  Association  is  broadly 
that  which  Mrs.  Braddock  has  mentioned. 
We  do  feel  that  the  existing  legislation  is 
out  of  date  for  the  very  reason  which  she 
has  mentioned,  in  that  it  contemplates  a 
state  of  affairs  which  possibly  is  no  longer 
likely  to  occur.  It  is  because  we  recognise 
that  things  are  improving,  that  the  semce 
is  different  now  from  what  it  was,  and  that 
there  is  now  a need  for  the  repeal  of  the 
legislation  which  still  exists,  that  is  why, 
naturally,  we  welcome  the  suggestion  for 
new  legislation.  In  regard  to  this  particu- 
lar point  of  the  extension  of  the  temporary 
procedure,  we  realise  that  this  would  be 
a new  departure  in  British  law,  if  it  were 
accepted,  and  for  that  reason  we  would 
like  to  have  this  safeguard  to  be  used  if 
necessary.  The  criticism  which  has  been 
made  about  the  justices  is  that  they  so  often 
feel  that  they  are  not  in  the  position  to  be 
able  to  give  expert  judgment  because  it  is 
the  doctor  and  not  they  who  knows  what 
ought  to  be  done.  Our  suggestion,  which 
is  only  a tentative  one,  in  regard  to  a 
tribunal  made  up  in  this  way  of  legal, 
psychiatric  and  lay  representatives  is  an 
attempt  to  meet  this  difficulty. 

3648.  (Chairman):  Yes.  We  must  not 
argue  with  our  witnesses.  I have  not  had 
hundreds  of  years  of  experience  but  I have 
had  a little  experience  of  trying  to  clarify 
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one’s  mind  on  whether  one  wants  inspec- 
tion or  judicial  action ; the  two  cannot 
really  be  mixed.  The  fact  that  a man  is  an 
inspector  disqualifies  him  in  public  judg- 
ment from  being  an  independent  tribunal, 
and  I think  you  are  in  danger  in  your 
recommendations  of  running  up  against  that 

difficulty. (Or.  Bunbury ):  I understand 

that,  but  we  said  we  strongly  recommend 
that  an  independent  tribunal  should  be  set 
up  We  do  not  necessarily  want  any- 
thing new.  We  do  want  something  the 
patient  will  feel  is  independent  of  the 
hospitals  and  all  the  hospital  authorities 
and  we  also  think  that  this  tribunal  should 
be  enough  in  touch  with  psychiatric  opinion 
to  feel  that  they  have  not  necessarily  got  to 
be  guided  by  what  the  hospital  doctor  says ; 
they  should  be  able  to  see  all  sides  of  the 
case  and  come  to  their  own  conclusion, 


3649.  (Mr.  Simon):  May  I ask  one  or 
two  questions?  First  of  all,  you  do  appre- 
ciate the  point  that  my  Lord  Chairman 
put  about  the  difficulties  of  giving  inquisi- 
torial powers  to  a tribunal — letting  a tribu- 
nal not  only  judge  but  search  out  the 
evidence?  I wonder  if  one  might  not  per- 
haps find  some  other  way  of  making  certain 
that  the  liberty  of  the  subject  is  not 
infringed  and  that  justice  is  secn^  to  be 
done?  A Hospital  Management  Commit- 
tee’s enquiries  at  the  moment  are  generally 
held  in  private  without  any  publicity,  with- 
out the  press  being  admitted.  I do  not 
know  whether  you  have  considered  the 
possibility  that  where  a Hospital  Manage- 
ment Committee  investigate  a complaint 
of  this  sort  that  it  should  be  in  public, 
or  what  your  views  are  on  that? — - 
No  we  have  not  specifically  considered 
that  point. — f Miss  Keynes):  As  members  of 
Hospital  Management  Committees,  we 
sometimes  have  an  occasional  lawyer  in  our 
number,  but  most  of  us  are  not  trained  to 
deal  with  evidence  in  the  way  needed  to 
deal  with  an  allegation  of  wrongful 
detention. 


3650.  There  is  a second  possibility,  is 
there  not,  that,  whether  or  not  you  have 
a public  inquiry  by  the  Hospital  Manage- 
ment Committee,  there  should  be  cither  an 
investigation  or  an  appeal  to  a public 
inquiry  set  up  by  the  Board  of  Control? 
That  would  mean  even  less  break  with  exist- 
ing tradition.  Would  that  meet  your  point? 

(Dr.  Bunbury ):  I think  we  are  not 

really  wedded  to  any  particular  method  of 
doing  this.  What  we  want  is  some  proce- 
dure whereby  the  patient  can  feel  that  if 
he  makes  a complaint — it  is  most  likely  to 
be  about  improper  detention  in  hospital— 
there  is  some  body  that  he  feels  will  enquire 
into  his  complaints  impartially.  We  are  not 
concerned  with  the  method  by  which  it  is 
done,  but  we  do  think  there  should  be  a 
body  which  can  make  any  enquiry  it  thinks 
necessary. 


365 1 . That  is  an  enquiry,  not  a tribunal? 

1 see,  we  have  used  the  wrong  term  ; 

but  that  is  what  in  fact  we  want.  And  we 
think  it  is  particularly  important  in  view  of 
the  suggestion  that  the  use  of  temporary 
treatment  should  be  so  much  extended.  1 
am  sorry  if  we  have  got  the  phraseology 
wrong. 

3652.  (Chairman):  I am  afraid  that  we 
may  have  been  trying  to  urge  you  into 
more  definite  recommendations  than  you 
really  wanted  to  make  to  us. — -1  think  we 
felt  we  were  not  really  in  a position  to  say 
how  it  should  be  done,  but  this  is  what  we 
should  like  to  see  done. 

3653.  Shall  we  now  come  on  to  the  ques- 
tion of  psychopaths?  Do  I understand  from 
paragraph  21,  where  you  say,  “ Legal  proce- 
dure would  not  be  necessary  ...  ”,  that 
admission  to  these  long-stay  hostels  should 
be  either  voluntary  or  by  direction  of  the 
courts?  There  should  be  no  compulsion 

except  on  offenders  against  the  law? 

That  was  what  was  in  our  minds.  We  are 
dealing  here  with  the  inadequate  psycho- 
paths who  have  been  in  neurosis  centres. 
They  are  extremely  difficult  to  discharge 
because  there  is  very  often  nowhere  to 
which  you  can  discharge  them.  But  our 
suggestions  here  are  definitely  tentative.  We 
think  it  would  be  worth  considering  the 
establishment  of  hospitals  or  perhaps  more 
of  a colony— certainly  not  a hospital  in  any 
accepted  sense  but  more  of  a training 
centre,  an  education  centre — where  they 
could  stay  for  long  periods,  going  there 
voluntarily,  not  in  the  formal  sense  of  the 
Mental  Treatment  Act,  but  in  a non- 
statutory  fashion. 

3654.  (Dr.  Rees):  If  they  were  sent  there 
by  a Court,  would  the  people  in  charge  be 
empowered  to  detain  them  there  against 

their  wishes? 1 should  have  thought  it 

would  probably  be  analogous  to  the  present 
practice  by  which  residence  at  a hostel  is 
sometimes  made  a condition  of  probation, 
and  that  the  people  at  the  hostel  would 
have  a right  to  detain  them. 

3655.  If  they  were  not  offenders,  would 
you  have  any  power  to  detain  them  then? 

We  did  not  contemplate  any. — (Dr. 

Shaw):  We  felt,  my  Lord  Chairman,  that 
that  would  not  raise  any  great  administra- 
tive difficulty,  if  we  had  the  sufficient  co- 
operation of  the  psychopath.  If  he  had 
been  in  hospital,  and  we  felt  we  were  able 
to  help  him  a little,  he  might  feel  in  turn 
that  he  might  accept  the  suggestion  that  the 
next  stage  should  be  a half-way  house,  one 
of  these  long-stay  hostels  which  might  still 
have  some  administrative  connection,  though 
a rather  tenuous  one.  with  the  original 
hospital  he  was  in. 

3656.  (Chairman):  Yes.  Who  should  have 
the  duty  or  the  power  of  providing  such 
institutions?  Is  Belmont  Hospital  purely  a 
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voluntary  institution? (Dr.  Bunbury ): 

It  does  not  come  under  the  Board  of  Con- 
trol at  all.  Admission  is  exactly  the  same 
as  to  a general  hospital. 

3657.  Is  it  a general  hospital? (Dr. 

Shaw):  It  is  run  on  the  lines  of  a general 
hospital. — (Dr.  Bunbury ) : The  patient 

comes  in  without  signing  any  documents. 

3658.  Is  it  an  independent  institution? 

(Dr.  Shaw) : It  is  run  by  the  Regional  Board 
and  has  a Management  Committee,  and  is 
linked  administratively  with  another  hospi- 
tal which  is  a mental  hospital,  but  Belmont 
Hospital  is  a neurosis  centre  and  patients 
are  admitted  there  on  psychiatric  recom- 
mendation without  any  legal  formality  at 
all. 

3659.  So  really  these  institutions  would 

come  under  the  heading  of  neurosis  hospi- 
tals?  (Dr.  Bunbury):  Neurosis  centres. 

3660.  You  object  to  the  word  hospital? 

No.  I was  referring  to  these  hostels 

that  we  were  suggesting  for  the  inadequate 
psychopath. — (Miss  Keynes) : I suppose 

you  could  call  them  long-stay  hospitals, 
but  the  idea  would  be — I think  I am  inter- 
preting my  colleagues  rightly  in  saying  this 
— that  the  period  of  actual  intensive  train- 
ing and  rehabilitation  might  be  quite  short ; 
but  on  the  other  hand  the  patients  might 
want  to  live  a somewhat  sheltered  existence 
without  the  suggestion  that  they  had  been 
in  a mental  hospital  at  all.  They  might  go 
out  to  work  and  lead  their  life  there  for 
a time,  in  a way  that  it  is  rather  difficult 
to  do  at  present.  There  are  mental  hospi- 
tals which  have  a limited  number  of 
patients  who  do  go  out  to  work,  but  this 
would  be  rather  different.  It  would  put  the 
psychiatric  skill  of  the  psychiatrist  and  pos- 
sibly other  trained  personnel  at  the  service 
of  the  patient,  but  there  would  possibly 
have  to  be  a fair  number  of  these  hostels, 
because  a psychopath  who  becomes  a volun- 
tary patient  in  a general  ward  of  a mental 
hospital  does  himself  very  little  good.  The 
length  of  stay  would  increase  the  number  of 
hostels  which  you  would  need.  But  there 
could  be  no  compulsion  about  .these  inade- 
quate psychopaths  at  all.  We  think  such 
hostels  might  very  well  supply  a need  for 
that  type  of  psychopath  who  perhaps  can 
live  at  home  but  not  work,  or  work  but 
not  live  at  home.  It  would  supply  a need 
for  them  and  compulsion  would  not  enter 
into  it.  I think  it  would  be  very  difficult 
to  combine  provision  for  the  inadequate 
psychopath  and  for  the  aggressive  psycho- 
path ; I do  not  think  you  could  combine 
it  to  any  very  successful  extent.  I think 
you  have  got  to  keep  the  distinction  clear, 
so  that  when  you  are  going  to  use  com- 
pulsion the  actual  roof  you  put  over  their 
heads  is  different  from  that  where  you,  as 
you  might  say,  invite  them  to  go. 


3661.  Yes,  but  I only  raised  the  question 
really  what  is  the  authority  that  should 
provide  the  hostels?  Is  it  the  hospital 

authority? In  conjunction  with  the 

Ministry  of  Labour.  The  Ministry  of 
Labour  would  have  to  come  in  for  the  pur- 
poses of  placing  in  employment. — (Dr. 
Shaw):  There  is  a precedent  for  that  at 
Belmont  Hospital  now  where  there  is  a 
very  close  liaison  between  the  Ministry  of 
Labour  and  the  Ministry  of  Health,  and 
the  patients  are  put  into  training  centres 
and  still  retain  the  connection  with  the 
hospital,  and  are  still  seen  as  our  patients 
in  the  parent  hospital. 

(Chairman) : Yes.  What  you  really  want 
are  special  neurosis  units  in  the  regional 
hospital  service. 

3662.  (Mr.  Simon) : May  I ask  a"  question 
on  paragraph  21?  You  say  there,  “In  care- 
fully selected  cases  on  psychiatric  advice 
the  sentence  of  detention  passed  by  the 
Court  should  be  made  capable  of  being 
extended  or  reduced.  . . .”  That  is  in  the 
case  of  aggressive  psychopaths  subject  to  a 
court  sentence.  By  whom  were  you 
envisaging  the  extension  of  the  sentence 

might  be  made? (Dr.  Bunbury):  By  the 

Court. 

3663.  You  would  go  back  to  the  Court? 
Yes. 

3664.  And  have  the  punishment  extended? 
Or  reduced. 

3665.  (Dr.  Rees):  In  that  case  you  would 

not  want  the  punishment  to  fit  the  crime 
but  to  fit  the  patient? Perhaps  so. 

3666.  (Mrs.  Braddock):  That  can  be 
done  at  the  present  moment,  can  it  not, 
where  a person  is  put  on  probation  on  the 
understanding  that  they  take  a term  of 
treatment  for  a certain  period?  If  that 
period  needs  to  be  extended  then  the  case 
can  be  taken  back  into  the  Court  and  dealt 
with  that  way,  or  it  can  be  reduced.  Is  that 

not  the  position  at  the  moment? The 

type  of  treatment  we  were  thinking  of  here 
is  rather  more  than  hospital  treatment. 

3667.  (Mr.  Simon):  You  are  suggesting, 

I gather,  that  it  is  a case  where  the  accused 
is  placed  on  probation,  say  for  two  years, 
on  condition  that  he  attends  one  of  these 
hostels? — —(Dr.  Kirman):  I think  we  had 
in  mind  perhaps  something  slightly  different 
from  this.  We  had  in  mind  the  question 
which  was  raised  earlier  of  the  aggressive 
psychopath  who  does  commit  some  serious 
crime  and  then  subsequently  psychiatric 
evidence  suggests  that  he  is  very  likely  to 
commit  such  a serious  offence  again.  And 
our  point  there  is  to  concede  that  there  is 
occasionally  a need  to  protect  the  public, 
putting  on  one  side  the  question  of  punish- 
ment now,  and  even  putting  on  one  side 
the  apparent  need  and  interests  of  the 
patient,  and  considering  primarily  the  crime. 
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3668.  It  is  a big  innovation  to  punish  a 
crime  which  he  may  commit — apart  from 

preventive  detention? Yes.  I think  when 

we  put  this  suggestion  forward  we  only  did 
so  because  we  felt  that  it  was  a point  which 
has  been  very  much  considered  recently. 
We  realise  it  is  an  innovation,  but  if  it  is 
very  carefully  limited  to  the  very  small 
number  of  cases  in  suitable  circumstances, 
we  feel  it  should  be  conceded. 

3669.  (Mrs.  Braddock ):  When  a psycho- 
path has  committed  a serious  act  of 
aggression  against  somebody  else,  stabbing 
or  attempting  to  kill  them,  is  there  ever  a 


time  when  you  can  say  he  will  not  do  it 

again? (Dr.  Bunbury ):  I do  not  think 

there  is  ever  a time  when  you  can  say  it  is 
impossible.  There  is  a time  when  you  can 
say  it  is  much  less  likely. 

3670.  (Chairman) : Is  there  anything  more 
you  would  like  to  say  on  any  point  we  have 

not  brought  out? We  have  nothing  more 

to  say  except  to  thank  you  very  much  for 
the  patience  with  which  you  have  heard  us. 

(Chairman):  We  are  very  grateful  to  you 
for  taking  so  much  trouble  about  this 
evidence. 


(The  witnesses  withdrew.) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

NINETEENTH  DAY 


Wednesday,  2nd  February,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  op  Newcastle,  P.C.  ( Chairman ) 


Mrs.  H.  A.  Adrian,  J.P. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P. 
(morning  only) 

Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Miss  H.  M.  J 


Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 

ley  ( Secretary ) 


Dr.  Peter  Scott,  M.D.,  D.P.M.  ( Member  of  Scientific  Committee  of  the  Institute),  and 
Dr.  W.  Paterson  Brown,  D.P.M.  ( Consultant  Psychiatrist  at  the  Portman  Clinic),  on 
behalf  of  the  Institute  for  the  Study  and  Treatment  of  Delinquency, 
called  and  examined. 


Memorandum  submitted  by  the  Institute  for  the  Study  and 
Treatment  of  Delinquency 

This  memorandum  is  prepared  by  members  of  the  Scientific  Committee  of  the 
Institute  for  the  Study  and  Treatment  of  Delinquency  (I.S.T.D.). 

1.  Tire  I.S.T.D.  was  founded  in  1932  with  the  primary  object  of  providing  facilities 
for  examining  and,  where  possible,  treating  individuals,  especially  the  young,  who 
were  behaving  in  an  anti-social  manner.  Starting  with  a panel  of  volunteer  doctors, 
working  in  borrowed  premises,  it  was  possible  in  1937  to  open  an  independent 
clinic,  adequately  equipped  for  the  examination,  diagnosis  and  treatment  of 
delinquent  out-patients.  The  Institute  has  been  able  to  expand  its  activities,  especially 
in  the  direction  of  initiating  and  encouraging  scientific  research,  in  teaching  and 
training  students  in  related  disciplines,  and  through  its  journal,  publications  and 
discussion  groups,  in  co-ordinating  knowledge  and  opinion  both  among  workers 
in  the  field  as  well  as  the  general  public.  With  the  coming  of  the  National  Health 
Service,  the  clinical  services,  though  remaining  intimately  in  touch  with  the  Institute, 
have  become  administratively  separate  under  the  title  “ The  Portman  Clinic  ”. 

2.  The  memorandum  is  based  on  experience  of  the  diagnosis  and  treatment  of 
children,  young  persons  and  adults  of  both  sexes,  appearing  before  magistrates’ 
courts  (rarely  higher  courts)  chiefly  of  the  London  area.  This  group  includes 
individuals  remanded  on  bail,  for  examination  of  the  mental  and/or  physical  state, 
in  National  Health  Service  clinics  (the  child  guidance  clinic,  the  clinic  especially 
designed  for  delinquents,  the  clinic  especially  designed  for  adult  offenders)  as  well 
as  individuals  remanded  in  custody  to  remand  homes  for  the  same  purpose.  It  does 
not  cover  individuals  remanded  in  custody  to  prisons. 
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3.- Our  approach  will  be  to  enumerate  those  Sections  of  the  law  with  which  we 
are  concerned  in  our  practice,  and  to  comment  on  each  Section.  Some  remarks 
concerning  the  definition  of  mental  deficiency  are  added. 


Magistrates’  Courts  Act,  1952,  Section  30 

4.  This  is  used  for  some  of  those  who  have  been  remanded  to  us  for  our  report, 
and  who  are  found  to  be  suffering  from  serious  mental  illness  necessitating  in-patient 
psychiatric  treatment,  yet  who  are  unsuitable  for  admission  as  voluntary  patients. 
We  use  this  section  very  rarely,  and  this  is  probably  for  three  reasons : — 

(а)  If  an  offender  is  so  mentally  ill  as  to  warrant  action  under  this  Section  it  is 

probable  that  his  state  will  be  apparent  or  known  to  the  Court,  so  that 
the  magistrate  may  well  feel  that  in  the  case  of  an  adult  he  should  be 
remanded  for  report  in  prison  rather  than  on  bail. 

(б)  If  a person  under  16  is  so  mentally  ill,  the  parents  or  guardian  are  almost 
invariably  willing  to  sign  a written  application  under  Section  1 (2)  of  the 
Mental  Treatment  Act,  1930,  which  is  much  preferable. 

(c)  If  a person  is  to  be  dealt  with  under  Section  30  he  will  have  to  wait 
until  his  next  court  appearance  before  the  recommendation  can  be  acted 
upon,  and  this  may  amount  to  a period  of  days  or  weeks  according  to  the 
length  of  the  remand  and  the  period  in  it  at  which  the  examination  is 
made ; if  the  patient  has  suicidal,  homicidal  or  other  very  dangerous 
tendencies  we  sometimes  feel  bound  to  avoid  this  further  delay  and  therefore 
take  action  immediately  under  the  Lunacy  Act.  We  nevertheless  consider 
it  a useful  Section  and  have  no  suggestions  for  its  alteration. 

Mental  Treatment  Act,  1930,  Section  1 

5.  The  great  majority  of  our  patients  needing  in-patient  mental  hospital  treatment 
are  dealt  with  in  this  way.  The  Section  is  particularly  suitable  for  the  patient  who 
genuinely  wishes  to  receive  psychiatric  treatment,  whose  offence  was  not  of  a 
dangerous  or  very  highly  anti-social  nature,  and  who  cannot  be  regarded  as  entirely 
irresponsible  for  his  offence.  It  leaves  the  magistrate  free  to  apply  any  other 
measures  first ; it  encourages  the  patient  to  accept  responsibility  for  his  offence  and 
for  seeking  the  remedy  ; it  enables  the  doctor  to  make  it  clear  that  his  relationship 
to  this  patient  is  no  different  from  that  with  his  other  patients. 

Criminal  Justice  Act,  1948,  Section  4 

6.  Admission  to  hospital  under  this  Act  is  theoretically  voluntary,  in  that  the 
offender  need  not  have  accepted  the  probation  order  (of  which  the  condition  of 
admission  is  part)  in  the  first  place  had  he  not  wished  to  do  so.  Yet  he  may  have 
been  much  aware  that  a less  pleasant  alternative  could  have  been  applied  had  he 
refused.  While  we  feel  that  Section  1 of  the  Mental  Treatment  Act  is  preferable  and 
could  be  applied  with  advantage  to  some  of  those  offenders  admitted  under  Section  4 
of  the  Criminal  Justice  Act,  yet  we  accept  that  in  certain  individuals  a degree  of 
pressure  to  go  through  with  an  unpleasant  but  beneficial  process  is  necessary. 

Under  this  Section  the  Court  may  not  make  such  a condition  of  admission  unless 
arrangements  for  the  treatment  have  actually  been  made  at  a specified  place  ; this 
valuable  provision  prevents  the  mental  hospitals  having  to  accept  unsuitable  cases 
which  would  not  respond  to  treatment  and  which  would  disturb  the  progress  of 
others. 

The  Lunacy  Act,  1890,  Section  20 

7.  As  explained,  it  is  very  occasionally  necessary  to  use  this  Section  for  the 
immediate  protection  of  the  patient  or  of  society,  and  we  have  no  comments  to 
make  concerning  it. 
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The  Mental  Deficiency  Act,  1913,  Section  8 

8.  We  find  that  this  Section  works  well  but  have  two  recommendations  in  regard 
to  it. 

(a)  That  after  the  word  “child”  in  the  first  sentence  of  the  Section,  “or 

young  person  ” should  be  inserted. 

(b)  That  the  evidence  of  two  medical  practitioners  should  be  required,  one  of 

whom  must  be  specially  qualified  for  the  purpose  in  that  he  has  experience 
of  this  work,  and  holds  a diploma  in  psychological  medicine  or  equivalent 
status. 


9.  We  find  that  Section  8 (1)  (fe)  is  used  where  8 (1)  (a)  might  preferably  have 
been  used,  because  the  former  is  likely  to  secure  a vacancy  more  speedily  (though 
not  necessarily  a vacancy  to  the  most  appropriate  institution). 


10.  We  are  aware  and  very  much  regret  that  some  mental  defectives  who  stand 
a good  chance  of  adjusting  themselves  happily  and  usefully  with  foster  parents  or 
under  guardianship  are  sent  to  institutions  because  no  suitable  foster  parents  are 


forthcoming. 

We  think  the  efforts  of  local  authorities  to  find  suitable  foster -homes  should  be 
encouraged  and  supported  by  national  appeals.  Even  if,  as  often  would  happen 
those  answering  the  appeal  proved  totally  unsuitable  to  care  for  a handicapped 
person,  some  other  useful  service  might  be  suggested  even  though  it  be  only  to 
visit  an  inmate  or  to  write  regularly  to  one  of  them  without  relatives.  More  might 
be  done  to  educate  the  next  generation,  in  the  schools,  concerning  social  and  anti- 
social problems  of  the  community.  Courses  on  social  biology  and  hygiene,  appro- 
priate to  the  maturity  of  the  pupils,  might  include  some  instruction  on  mental 
deficiency.  . 

1 1 This  has  a bearing  on  “ stigma  ”,  a subject  in  which  the  Commission  seems 
to  have  shown  interest.  We  feel  that  “stigma”  is  b«d  pTraianly,  not  upon  the 
certificate  nor  upon  the  institution  but  upon  the  actual  disability,  and  that  stigma  , 
though  readily  displaced  on  to  inanimate  things,  would  continue  to  exist  to  some 
extent  in  the  absence  of  either.  One  effect  of  adequate  education  in  schools  might 
be  to  reduce  “ stigma  ”. 

12  We  agree  that  there  is  a great  need  for  small  family-like  hostels  and  that  if 
these  existed  some  institutional  careers  could  be  avoided  and  some  shortened. 
Although  such  hostels  might  be  expected  to  accommodate  a rather  different  quality 
of  defective  person,  they  should  not  efface  the  need  for  extension  of  guardianship 
facilities. 


The  definition  of  mental  deficiency 

13.  Of  the  first  three  statutory  groups  of  defectives,  except  in  ve^  rare  mstencM^ 
we  only  have  to  deal  with  feeble-minded  persons  and  most  °f  ^ese  we  boi -der  li me 

b^  X r crasde:«i^me  doubt 
“u  We  interpret  “a  condition  of  arrested  or  incomplete  development  of  mind” 

- » *>  - 
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patients  to  a suitable  regime,  but  to  avoid  encumbering  the  work  of  other  establish- 
ments such  as  approved  homes,  approved  hostels,  approved  schools,  residential 
training  establishments,  Borstal  establishments  and  schools  for  maladjusted  children, 
which  are  the  usual  alternative  placements. 

15.  We  can  suggest  no  improvement  on  the  wording  “ a condition  of  arrested 
or  incomplete  development  of  mind  . . . whether  arising  from  inherent  causes 
or  induced  by  disease  or  injury  ”,  but  recommend  the  addition  of  some  such  phrase 
as  occurs  in  Section  19  (2)  Mental  Health  Act  (N.  Ireland),  1948 — “ which  renders 
him  socially  inefficient  to  such  an  extent  that  he  requires  supervision,  training 
(treatment)  or  control  in  his  own  interest  or  in  the  public  interest.” 

16.  We  do  not  appreciate  that  the  age  of  18  has  any  specific  significance  now, 
but  consider  that  wording  such  as  “ existing  from  an  early  age  ” would  be  valuable 
in  excluding  from  the  mental  deficiency  category  some  unsuitable  cases. 

17.  As  to  the  four  classes  of  mental  defectives,  we  never  use  the  term  “moral 
defective  ” and  believe  that  it  should  be  omitted.  We  hold  that  the  retention  of 
some  classification  is  useful  for  administrative  purposes,  and  recommend  that 
something  akin  to  the  sub-divisions  of  the  Irish  “ socially  inefficient”  (Section  19  (3)) 
should  be  used. 

18.  We  feel  that  making  treatment  under  the  Mental  Deficiency  Acts  obtainable 
on  a voluntary  basis  would  be  a move  in  the  right  direction,  but  we  hardly  meet 
any  offenders,  or  parents  thereof,  likely  to  avail  themselves  of  such  facilities. 

Border-line  categories 

19.  Categories  such  as  “ psychopathic  personalities  ”,  “ moral  defectives  ”,  “ aggres- 
sive criminals  ”,  “ sex  offenders  ”,  are  composed  of  individuals  varying  so  much 
in  their  nature  and  in  their  response  to  various  measures  that  no  recommendation 
or  legislation  can  be  expected  to  be  effective  with  more  than  a fraction  of  them. 

20.  Excluding  those  who  can  properly  be  dealt  with  as  mentally  defective  or  as 
insane,  chronic  offenders  may  usefully  be  considered  under  two  headings:  (1)  those 
who  can  be  rendered  socially  acceptable  by  any  combination  of  medical,  psychiatric, 
social,  penal  or  corrective  measures  ; (2)  those  who  cannot.  The  latter  may  be 
sub-divided  into  (a)  social  nuisances,  and  ( b ) social  menaces.  The  lines  of  demarca- 
tion will  obviously  fluctuate  with  public  opinion  and  with  advancing  knowledge  and 
skills. 

i 21.  As  regards  (2)  (a),  we  feel  that  there  should  be  more  effort  to  raise  the 
tolerance  of  society  towards  them.  Society  must  accept  that  it  has  produced  these 
individuals  and  should  also  accept  reasonable  responsibility  for  them  and  learn 
to  tolerate  some  discomfort  or  embarrassment  from  them  rather  than  to  clamour 
for  some  authority  to  absorb  the  problem. 

22.  Further  in  relation  to  (2)  (a),  we  particularly  feel  that  there  should  be  no 
new  legislation  (for  instance  the  widening  of  the  mental  deficiency  category  to  include 
social  inefficiency  unassociated  with  defective  intelligence)  which  might  have  the 
effect  of  further  flooding  medical  establishments  with  unnecessary  patients,  to  say 
nothing  of  weakening  the  definition  of  mental  deficiency  by  placing  two  different 
categories  together. 

23-  As  regards  (2)  (b),  we  feel  that  it  is  very  important  to  be  sure  that  existing 
faculties  are  really  unable  to  cope  with  a given  social  problem  before  seeking  some 
new  method  of  attack.  For  example,  the  existence  of  a chronic  absconder  (who 
then  commits  offences  to  support  himself)  from  a remedial  institution,  might  in 
some  cases  call  for  a more  enlightened  policy  in  the  institutions  rather  than  for 
some  new  walled  establishment  for  this  class  of  person.  Similarly,  it  might  perhaps 
be  better  to  increase  the  number  of  therapists  working  in  prisons  rather  than  to 
set  up  new  establishments  which  might  to  some  extent  have  the  effect  of  condoning 
inefficiency  m the  methods  of  older  establishments. 

24.  Nevertheless,  there  is  always  likely  to  be  a small  proportion  of  very  difficult 
and  ill-understood  individuals  who,  even  though  they  cannot,  at  present  be  “ cured  ”, 
would  be  better  handled  under  a medical  than  a penal  regime.  For  these  an  institu- 
tion of  the  East-Hubert  type  seems  necessary. 
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25.  We  believe,  also,  that  there  is  a small  number  of  young  persons  for  whom 
a juvenile  East-Hubert  institution  (special  security  hospital)  would  be  very  valuable. 

Examination  o£  Witnesses 


3671.  (< Chairman ):  We  are  very  grateful 
for  your  memorandum.  It  is  so  clear  that 
I do  not  know  that  I personally  have  many 
questions  to  ask  on  your  recommendations 
though  I think  some  of  my  colleagues  are 
more  cognisant  than  I am  of  the  court  pro- 
cedure and  probably  they  will  have  ques- 
tions to  ask.  There  is  one  point  on  your 
paragraph  2.  It  almost  gives  the  impression 
Siat  you  are  really  concerned  only  with 
people  who  have  already  been  sentenced  by 

the  Court  or  are  on  remand. (Dr. 

Scott):  Usually,  Sir,  that  is  not  the  case. 
We  deal  with  the  individuals  before 
sentence. 

3672.  For  the  purpose  of  advising  the 

Court  how  they  are  to  be  dealt  with? 

That  is  right. 

3673.  You  also  get  a certain  number  of 

cases  afterwards? Yes. 

3674.  The  British  Psychological  Society, 
in  giving  evidence  to  us  the  other  day, 
recommended  that  a child  with  an  intelli- 
gence quotient  of,  say,  over  70,  was  prima 
facie  more  suitable  to  be  dealt  with  by 
psychiatrists  than  in  a mental  deficiency 
institution.  On  the  other  hand,  I have  been 
told  that  psychiatrists  demand  a fairly  high 
intelligence  quotient  before  they  thinly 
psychiatric  treatment  can  be  effective.  What 

are  your  views  about  that? There  is  a 

certain  confusion  between  psychiatric  treat- 
ment and  psycho-therapeutic  and  psycho- 
analytical treatment.  Psychiatric  treatment 
includes  a number  of  simpler  measures,  for 
instance,  social  measures  and  supportive 
treatment  and  the  like,  whereas  psycho- 
analytical measures  do  require  the  patient 
to  have  a fairly  high  degree  of  intelligence 
and  ability  to  express  himself.  As  regards 
the  intelligence  quotient,  I think  it  is  a 
rather  maligned  term  ; the  swing  of  criti- 
cism has  now  gone  a little  too  far  against 
it,  I think.  We  regard  it  always  as  some- 
thing which  must  be  qualified  by  other 
examinations  but  a very  useful  thing  in 
itself.  Perhaps  lay  people  tend  to  think 
that  a single  test  is  given  and  that  a figure 
emerges  which  is  acted  on  rigidly,  but  that 
is  rarely  if  ever  the  case.  The  assessment 
is  arrived  at  by  a battery  of  tests  and  the 
clinical  condition  of  the  patient  is  always 
taken  into  account. 

3675.  Perhaps  we  may  return  to  that  later. 
Could  I ask  a question  on  paragraph  2? 
You  mention  there  that  your  work  is  mostly 
confined  to  cases  appearing  before  the 
magistrates’  courts  and  rarely  the  higher 
courts.  Could  you  amplify  that  in  any  way 
and  tell  me  what  the  explanation  is,  why 


you  do  not  get  those  before  the  higher 

courts? 1 think  the  reason  probably  is 

that  the  more  serious  cases  come  before  the 
higher  courts  and  that  in  the  more  serious 
cases  the  authorities  may  doubt  the  advis- 
ability of  allowing  bail ; since  most  of  our 
cases  require  bail  to  attend  our  clinics  we 
see  most  of  the  minor  cases.  I think  that 
is  the  answer.  The  more  serious  cases  are 
remanded  in  custody  to  a remand  prison. 

3676.  Are  you  ever  consulted  by  the 
prison  authorities  about  those  other  cases? 

Do  they  work  with  you  at  all? Cases 

may  be  sent  to  the  Portman  Clinic  after 
their  prison  sentence. 

3677.  No,  I mean,  while  they  are  awaiting 
trial  and  remanded  to  prison  ; do  the  prison 
authorities  ever  confer  with  you  as  to  the 
possibility  of  psychiatric  treatment  being  of 

value? No,  I think  not,  though  one  of 

us  in  quite  another  capacity  visits  the  remand 
prison  as  a visiting  psychiatrist. 

3678.  (Chairman):  That  is  what  I wished 
to  elicit.  There  is  that  link  between  the 
remand  prison  and  you  by  virtue  of  one  of 

you  being  a visiting  consultant  there? 

Yes. 

3679.  (Dr.  Greenwood  Wilson):  Does 

your  range  of  tests  include  the  electro- 
encephalograph as  a brain  tester? Yes, 

indeed. 

3680.  Do  you  place  high  value  on  the 

results  of  those  tests? Yes,  very  high  in 

selected  cases. 

3681.  (Mrs.  Adrian):  Are  many  cases 
referred  to  you  direct  by  general  practi- 
tioners or  parents  of  children  who  are  not 

brought  before  the  court? Not  many ; 

some. 

3682.  You  would  receive  them? Most 

certainly. 

3683.  (Dr.  Rees):  Could  you  give  us  an 
idea  of  the  number  of  cases  seen  in  a year 
for  diagnostic  purposes  and  for  treatment 

purposes? 1 have  not,  I regret,  the  figures 

available.  I do  not  know  whether  my 

colleague  has. (Dr.  Paterson  Brown):  I 

have  not  the  figures ; I should  be  guessing. 

3684.  (Dr.  Greenwood  Wilson) : Does  the 

membership  of  your  Institute  include  mem- 
bers of  the  prison  medical  service? (Dr. 

Scott) : I think  not. 

3685.  (Chairman):  Perhaps  we  might  go 

through  your  recommendations.  Some  of 
my  colleagues  may  wish  to  ask  specific 
questions  on  each.  Paragraph  5 — Section 
1 of  the  Mental  Treatment  Act,  1930.  You 
regard  that  as  the  best  way  of  dealing  with 
mental  offenders? Yes,  Sir. 
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3686.  Do  you  come  across  the  difficulty 

of  using  that  method  for  an  offender  who 
may  be  just  under  sixteen  and  who  becomes 
sixteen  during  the  course  of  his  institutional 
treatment? No,  we  do  not  find  any  diffi- 

culty on  that  point.  If  the  patient  is  under 
sixteen  his  parents  arrange  for  his  admis- 
sion and  once  within  the  hospital  it  makes 
very  little  difference  to  him  whether  he  has 
given  his  consent  or  his  parents  have  given 
their  consent. 

3687.  When  he  becomes  sixteen  he  has 
to  make  an  application  to  remain  as  a 

voluntary  patient? 1 am  afraid  I do  not 

know  about  that. 

3688.  It  does  not  come  to  your  notice? 

It  is  true,  is  it  not? It  probably  is. 

0 Chairman ):  Has  any  other  member  of 
the  Commission  any  questions  on  para- 
graph 6 — Criminal  Justice  Act,  1948,  Section 
4? 

3689.  (Mrs.  Adrian ):  I should  like  to 
ask  a question  on  the  last  part  of  para- 
graph 6:  “Under  this  Section  the  Court 
may  not  make  such  a condition  of  admission 
Unless  arrangements  for  the  treatment  have 
actually  been  made  at  a specified  place 
Do  you  find  any  difficulties  about  such 
arrangements?  I understand  that  some- 
times arrangements  are  made  so  loosely 
that  they  do  not  work  satisfactorily,  for 
example  if  the  doctor  in  the  hospital  has 
not  actually  seen  the  patient  nor  agreed  that 
the  patient  is  a suitable  patient  for  treat- 
ment and  one  he  can  treat.  Does  that  not 
lead  to  unsuitable  cases  being  admitted  as 
voluntary  patients  to  certain  mental  hospitals 
where  very  little  can  be  done  for  them? — — 
I ■ think  if  the  medical  officer  is  going  to 
admit  the  case  he  should  either  be  quite 
sure  that  he  knows  the  referring  agent  very 
well  indeed  or  else  he  should  actually  see 
the  patient  first;  but  I think  one  gets  to 
know  one’s  colleagues  and  one  would 
accept  sometimes  the  desirability  of  a patient 
coming  in  even  if  one  had  not  see  him ; in 
other  cases  it  would  be  necessary  to  examine 
the  patient  first. 

3690.  There  is  quite  a strong  pressure  on 

the  defendant  in  court  to  say  he  is  willing 
to  undergo  treatment,  and  he  is  not  always 
willing  to  undergo  treatment  when  he  gets 
there? That  is  so. 

3691.  You  are  satisfied  with  the  arrange- 
ments to  prevent  that  situation  arising? 

One  can  but  try  with  these  individuals 
although  in  the  first  place  they  are  not  en- 
tirely willing  to  come  in.  I do  not  think 
that  always  means  that  nothing  will  be 
gained. 

3692.  (Chairman):  You  are  thinking 

mainly  of  cases  whom  you  recommend  to 
the  courts  for  treatment  in  a particular 
institution  and  there  you  probably  have 
contacted  the  Superintendent  of  the  institu- 
tion?  Yes.  Of  course,  as  doctors,  we 


are  at  the  receiving  end  here  and  no  doubt 
most  of  the  difficulties  would  be  experienced 
by  the  probation  officer  who  has  to  carry 
out  the  orders  of  the  court  and  find  a suit- 
able place  for  treatment.  I do  not  know 
how  much  difficulty  the  probation  officer 
has,  but  I think  the  difficulty  is  great 
sometimes. 

3693.  (Sir  Cecil  Oakes):  Would  you  like 

to  see  Section  4 so  operated  that  cases  are 
not  dealt  with  under  that  Section  unless  a 
psychiatrist  has  had  an  opportunity  of  ad- 
vising the  court? 1 think  that  is  really 

what  we  feel. 

3694.  (Chairman):  Paragraph  8:  apart 
from  the  legal  definition,  up  to  what  age 
do  you  want  a mental  defective  to  be  dealt 
with  as  a child?  You  say  “ child  ” or 
“ young  person  ”.  What  do  you  mean  by 

“ young  person  ”? We  have  in  mind  the 

usual  definitions  that  one  is  a child  up  to 
age  fourteen  and  young  person  up  to  the 
seventeenth  birthday. 

3695.  (Dr.  Thomas):  May  I ask  a ques- 
tion on  paragraph  8 (/>)?  I would  be 
interested  to  hear  your  reasons  why  you 
feel  that  the  evidence  of  two  medical  prac- 
titioners should  be  required  and  that  one 
of  them  should  if  possible  hold  the 

diploma  of  psychological  medicine? 1 

think  the  primary  reason  there  is  that  there 
are  a great  many  conditions  which  may 
simulate  mental  deficiency  and  it  requires  an 
expert  to  reduce  the  danger  of  mis-diagnosis. 

3696.  Do  you  find  in  practice  that  you 
come  across  these  errors  having  been  made? 
Y es,  I think  sometimes  errors  are  made. 

3697.  And  that  would  be,  you  feel,  due 

to  inadequate  psychiatric  experience? 

The  chances  would  be  much  reduced  by  an 
adequate  psychiatric  examination  first. 

3698.  (Chairman):  What  would  you  feel 
about  putting  on  the  Regional  Hospital 
Board,  say,  the  duty  of  appointing  a panel 
to  be  available  to  the  Courts  for  these 
purposes? — —To  be  available  to  the 
Courts? 

3699.  Yes,  a panel  of  medical  practitioners 

having  not  only  the  diploma  but  the  experi- 
ence necessary? 1 think  that  may  be 

good  policy.  I have  not  actually  considered 
it. 

3700.  (Dr.  Greenwood  Wilson):  I would 
like  to  ask,  Sir,  also  on  this  paragraph,  what 
is  meant  by  the  term  “ or  equivalent  status.” 
What  would  you  regard  as  equivalent  status 
to  the  diploma  of  psychological  medicine? 
— —We  had  in  mind  those  who  had  been 
doing  this  work  already  for  many  years,  and 
we  were  recognising  that  experience,  in 
some  cases,  is  as  effective  as  academic 
diplomas. 

3701.  (Chairman):  In  paragraph  9,  I am 
rather  interested  that  you  prefer  action 
under  Section  8 (l)  (a)  to  Section  8 (1)  ( b ). 
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Why  is  that? 1 rather  felt  that  Section 

8 (1)  (a)  allows  time  for  a petition  to  be 
made  after  the  court  action  and  therefore 
perhaps  for  a more  suitable  institutional 
placement  to  be  found.  I think  the  less 
these  things  are  carried  out  in  a hurry  the 
better,  and  very  often  the  more  one  can 
hand  responsibility  back  to  the  parents  in 
the  case  of  a child  the  better. 

3702.  Would  you  consider  any  interme- 

diate procedure  by  which  an  order  should 
commit  the  person  to  the  care  of  the  local 
health  authority  for  appropriate  action  as 
being  suitable  for  hospital  treatment  rather 
than  for  prison  treatment? Already  con- 

siderable powers  exist  for  handing  over  the 
responsibility  of  a child  or  young  person 
to  the  local  authority  in  the  making  of  a fit 

erson  order,  whereby  the  local  authority 
as  powers,  if  the  condition  of  the  child 
changes,  to  take  bold  steps,  which  include 
admission  under  Section  9 of  the  Mental 
Deficiency  Act  to  an  institution  for  mental 
defectives.  They  already  have  very  wide 
powers  once  the  fit  person  order  has  been 
made. 

3703.  Would  you  say  that  it  is  preferable 
for  the  local  health  authority  to  exercise  that 
kind  of  discretion,  or  for  the  Courts  to  do 

it  themselves? 1 see  no  reason  why,  if 

the  Courts  are  properly  advised,  that  they 
should  not  do  it. 

3704.  (Sir  Cecil  Oakes):  I rather  gathered 
that  you  prefer  the  delay  and  the  wider 
experience  of  the  local  authority  in  dealing 
with  these  things  regularly,  to  the  immediate 
action  of  magistrates  who  might  not  be  as 
experienced  in  dealing  with  these  matters  as 
the  local  authority.  I thought  that  was 

your  point? Yes,  but  it  is  not  always  the 

local  authority  who  presents  the  petition. 

3705.  Surely  it  must  be  under  Section  8 

(1)  (a)? 1 may  be  wrongly  informed,  but 

I understood  that  the  parents  could  be  told 
to  make  a petition. 

3706.  I rather  thought  your  point  was 
that  it  was  wiser  for  the  Court  not  to 
exercise  the  powers  directly ; one  reason 
being  that  they  are  not  greatly  experienced 
in  these  things  and  the  number  of  cases 
they  see  is  limited,  but  the  local  authority 
dealing  with  these  cases  regularly  would 
have  greater  experience  in  handling  such 

cases. 1 think  the  point  behind  paragraph 

9 was  that  if  more  time  was  available  to  us, 
the  child  would  be  placed  in  a suitable 
institution.  At  the  moment  it  may  be  that 
the  Court  makes  a definite  order  and  those 
responsible  carry  it  out  and  may  send  the 
individual  to  perhaps  the  only  vacancy  avail- 
able. 

3707.  It  is  a case  of  hit  and  miss  if  the 

Court  does  it? We  were  not  thinking  so 

much  in  this  paragraph  as  to  who  should, 
or  should  not,  be  certified  under  the  Mental 
Deficiency  Act,  but  where  they  should  go 
afterwards. 
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3708.  (Dr.  Thomas) : In  the  event  of  Sec- 
tion 8 (1)  (b)  being  eliminated  as  a provi- 
sion, would  you  feel  happy  about  the  dis- 
posal of  the  case  being  entirely  at  the  behest 
of  the  local  health  authority,  or  would 
you  feel  that  it  might  be  advisable  for  the 
matter  to  be  reported  in  sipme  way  to  the 
Court  afterwards  with  a view  to  the  pro- 
tection of  the  community  in  relation  to  the 

offence  that  has  been  committed? (Dr. 

Paterson  Brown) : After  they  have  been 
sent  to  an  institution? 

3709.  If  the  offender  has  been  referred 

for  action  by  the  local  authority,  it  is  con- 
ceivable that  the  optimum  disposal  might 
not  be  available  to  the  local  health  autho- 
rity, and  the  situation  might  remain  static 
unless  there  were  some  form  of  control 
by  the  Court  to  ensure  that  effective  dis- 
posal were  carried  out? (Dr.  Scott):  I 

think  it  is  in  general  desirable  that  the 
body  making  the  decision  should  continue 
to  have  some  interest  in  what  happens 
afterwards,  and  that  does  not  only  go  for 
Courts,  but  it  goes  for  psychiatrists  and  a 
lot  of  other  people  besides,  I think  it  is 
probably  desirable  that  the  Court  should 
take  an  interest  afterwards  and  see  in  what 
way  its  orders  have  been  carried  out. 

3710.  (Chairman):  In  paragraphs  10,  11 
and  12,  you  enter  into  more  general  ques- 
tions about  education  and  public  tolerance 
of  oddities,  and  you  mention  the  subject 
of  “ education  ” in  the  schools.  My  im- 
pression, in  rural  communities  anyway,  is 
that  the  less  well  educated  are  much  more 
able  to  deal  with  the  village  simpleton 
naturally  than  the  more  highly  educated. 
Do  you  not  think  one  may  do  as  much 
harm  as  good  by  adding  lessons  about 

mental  deficiency  to  social  hygiene? 

Provided  that  the  instruction  is  in  accord- 
ance with  the  pupils’  level  of  maturity,  I 
do  not  think  so,  Sir,  and  we  have  not  in 
mind  I think  entirely  formal  lessons,  but 
such  things  as  discussion  groups  and  the 
like  which  I think  would  be  very  valuable. 

3711.  (Mrs.  Braddock):  On  the  question 
of  foster-parents — paragraph  10 — do  you 
not  think  that  perhaps  the  difficulty  is  that 
everybody  at  the  moment  is  in  some  form 
of  employment  and  does  not  desire  to  re- 
main at  home  to  look  after  some  indivi- 
dual? What  alternative  could  you  suggest 
if  you  cannot  find  people  to  take  these 
mental  defectives  into  their  homes? — * — I 
think  perhaps  that  the  idea  of  having  a 
trained  and  paid  group  of  mothers  who  are 
doing  this  work  for  a living,  amongst  other 
motives,  might  be  usefully  followed  up. 

3712.  But  where?  On  the  basis  of  a 

hostel? Yes. 

3713.  The  difficulty  at  the  moment  is  find- 
ing foster-parents? Certainly,  yet  there 

must  be  more  in  the  community  than  we 
know  about.  Somehow  they  are  untapped. 
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It  is  a purely  personal  view,  but  one 
wonders  whether  they  should  not  be  paid 
perhaps  as  for  a job,  because  indeed  it  is 
a job. 

3714.  (Mrs.  Adrian ):  If  you  pay,  you  pre- 
sumably want  to  give  some  training? 

Exactly. 

3715.  (Chairman)'.  Going  on  to  para- 
graphs 13  and  14,  I understand  that  you 
wish  mental  deficiency  to  be  confined  to 
sub-normal  individuals  as  tested  by  some 

form  of  intelligence  tests? As  tested 

clinically  and  in  conjunction  with  intelli- 
gence tests.  I do  not  want  to  give  the 
impression  that  we  rely  entirely  on 
standardised  tests  of  intelligence,  useful 
though  they  be. 

3716.  Are  you  prepared  to  give  a rough 

definition  of  the  highest  limit  beyond  which 
you  would  not  call  a patient  mentally  de- 
ficient— what  mental  age? No,  certainly 

we  would  not  be  prepared  to  do  that.  The 
way  we  look  at  it  is  this.  We  determine 
first  if  the  person  is  of  sub-normal  intelli- 
gence, and  having  established  whether  he  is 
or  not,  we  then  look  at  his  social  efficiency 
and  that  is  the  deciding  factor  as  to  whether 
he  must  be  dealt  with  in  this  way  or  that 
way.  Certainly  the  level  of  mental  age  or 
the  intelligence  quotient  is  not  the  ultimate 
determinant. 

3717.  I am  sorry,  I find  it  difficult  to 
understand  what  you  mean  by  social  effi- 
ciency. For  the  purpose  of  deciding  whether 
the  person  is  one  with  whom  the  law  should 
deal,  you  would  confine  yourself  to  the 

intelligence  tests? The  law  is  going  to 

deal  with  this  offender  anyway.  He  is 
before  the  Court  and  the  question  is  whether 
the  Court  is  going  to  deal  with  him  under 
the  Mental  Deficiency  Act. 

3718.  You  are  dealing  purely  with  the 
delinquent ; I was  thinking  of  something 
rather  wider.  Your  paragraph  13  appears 
to  discuss  a definition  for  the  general  pur- 
poses of  the  Mental  Deficiency  Act,  not 
merely  for  the  purposes  of  delinquents,  but 
now  I see  your  point.  You  are  really  giv- 
ing evidence  with  reference  to  delinquents, 
and  there  you  have  got  to  advise  the  Court : 
(a)  that  an  offender  is  mentally  deficient, 
and  (b)  that  such  and  such  is  the  way  to 
deal  with  him.  For  the  purposes  of  telling 
the  Court  that  he  is  mentally  deficient,  are 
you  then  to  confine  yourself  to  testing  his 
intelligence? — — Most  certainly  not.  The 
question  whether  he  is  to  be  dealt  with  as 
a mental  defective  includes  the  whole 
patient,  not  just  his  intellectual  faculty, 
though  that  is  so  important  a part  that  we 
feel  there  must  always  be  some  lack  of 
ability  to  reason  before  we  describe  a 
person  as  mentally  defective.  But  the  level 
of  that  lack  of  intelligence  which  would 
indicate  admission  to  a mental  deficiency 
institution  will  vary  according  to  the  other 


factors  which  are  present.  For  instance,  one 
individual  might  have  been  subjected  to  a 
life-long  faulty  environment  which  has  pre- 
vented him  from  making  the  best  of  what 
little  intelligence  he  has  ; that  is  an  entirely 
different  problem  from  a person  who  has 
approximately  the  same  intelligence  level 
but  who  comes  from  a good  home. 

3719.  I am  sorry  then  that  I do  not 
appreciate  what  is  the  purpose  of  your 
insistence  that  mental  deficiency  does  mean 

a sub-normal  intelligence. 1 hoped  that 

was  covered  a little  later  on  where  we  state 
that  we  feel  that  those  who  have  this  lack 
of  intelligence  need  a different  form  of 
treatment  in  that  this  disability  slows  down 
the  tempo  of  the  treatment  and  limits  the 
sorts  of  treatment  which  are  applied,  and  I 
think  extends  the  duration  of  the  treatment 
which  is  required. 

3720.  (Dr.  Rees):  There  is  a degree  of 
intelligence,  as  measured  by  intelligence  tests, 
above  which  you  would  not  certify  anybody 
as  mentally  defective,  regardless  of  his 

social  development? Yes,  I think  it 

undesirable  to  send  people  of  average 
intelligence  to  mental  deficiency  institutions, 
however  awkward  they  are. 

3721.  (Chairman):  What  do  you  mean  by 
average  intelligence?  I do  not  want  to  bind 
you  down  to  a specific  intelligence  quotient, 
but  could  you  give  me  any  indication  in 
terms  of  intelligence  quotient  or  mental 
age,  of  the  approximate  level  where  mental 
deficiency  begins,  whatever  other  factors 
there  may  be?— — (Dr.  Paterson  Brown): 
An  intelligence  quotient  of  70  is  taken  as 
the  border-line  in  so  far  as  one  is  using  the 
tests  themselves  as  an  indicator  but  I think 
one  can  move  around  that  level  according 
to  the  degree  of  social  inefficiency  which 
may  also  be  present.  We  are  doubtful 
about  the  wisdom  of  certifying  people  as 
mentally  deficient  without  some  definite 
appreciable  lowering  of  the  intellectual 
level. 

3722.  (Sir  Russell  Brain):  It  has  been  put 
to  us  that  that  is  too  narrow  a definition,  and 
that  if  there  is  affective  and  conative  inade- 
quacy the  person  may  suffer  from  arrested 
development  of  mind.  I gather  you  do  not 
feel  these  people  should  be  dealt  with  as 

mental  defectives? That  is  our  feeling, 

yes. 

3723.  Would  you  agree  they  could  be 
covered  by  the  definition  “ suffering  from 
arrested  or  incomplete  development  of 

mind  ”? We  do  not  think  they  should 

be. 

3724.  On  arrested  development,  I think 
what  you  were  saying  was  that  the  problem 
was  really  created  by  a combination  of 
mental  deficiency  and  social  inadequacy? 
(Dr.  Scott):  Certainly. 

3725.  And  both  facts  have  to  be  taken 

into  account? Yes. 
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3726.  (Mrs.  Adrian ):  Do  you  consider 

then  that  those  who  are  too  high  in  intelli- 
gence to  be  treated  as  mentally  deficient 
but  who  still  suffer  from  arrested  or  incom- 
plete development  of  mind,  should  be 
treated  as  normal  people  entirely,  by  the 
same  methods  of  control,  or  do  they  need 
special  supervision? Certainly  we  recog- 

nise that  they  are  handicapped  individuals, 
but  we  would  apply  other  methods.  If 
these  people  are  children  or  young  persons, 
we  would  think  in  terms  of  supervision, 
residental  schools,  schools  for  maladjusted 
children  and  the  like. 

3727.  You  think  those  can  give  you  suffi- 
cient control,  and  control  which  can  last  a 

sufficient  time? 1 think  those  methods 

are  very  much  superior  to  sending  these 
particular  individuals  into  mental  deficiency 
institutions.  The  tempo  of  the  training 
there  is  quite  different,  and  I think  they 
have  a much  better  chance  of  doing  well  in 
these  institutions  than  in  mental  deficiency 
institutions. 

3728.  You  do  not  want  to  modify  them 

in  any  sense? -That  is  another  question 

entirely.  We  do  not  want  to  give  the  im- 
pression of  complacency  about  these 
institutions. 

3729.  I am  not  thinking  so  much  of  the 

treatment  given  in  the  institutions,  but  of 
the  procedures  for  control  and  for  detain- 
ing children  in  these  institutions. We  feel 

that  the  control  is  quite  adequate  except 
for  a very  small  group,  for  whom  we 
recommend  something  rather  different,  and 
which  we  have  called  here  a juvenile  East- 
Hubert  institution,  but  we  would  like  to 
stress  that  we  feel  that  this  group  is  very 
small  indeed. 

3730.  You  feel  in  fact  the  emotionally 
immature  could  be  dealt  with  within  the 
educational  system?  There  would  be  very 
few  left,  but  there  would  be  some  left, 
who  would  need  long  powers  of  detention? 

Yes.  Excuse  my  taking  the  point  up 

again  ; it  is  not  that  this  small  group  neces- 
sarily requires  longer  treatment  but  closer 
control.  One  feels  that  at  present  the 
approved  schools  are  handicapped  and  their 
standards  are  a little  lowered  by  having 
one  or  two  very  difficult  people  who  spoil 
the  regime  for  others.  While  one  wants 
them  to  accept  a certain  proportion  of 
difficult  cases,  sometimes  one  sees  them 
being  overwhelmed  by  an  impossibly  loaded 
group,  a group  one  could  hardly.  expect 
anyone  to  deal  with,  and  by  removing  cer- 
tain very  pathological  cases  to  a special 
institution,  a great  deal  of  good  could  be 
effected. 

3731.  {Chairman):  Do  you  think  that 
the  Court’s  order  in  lieu  of  a sentence 
should  ever  send  an  offender  to  a mental 
deficiency  institution  for  an  unlimited  time? 
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We  feel  that  the  Court’s  primary  func- 
tion is  to  determine  whether  the  individual 
is  suitable  to  be  dealt  with  as  mentally 
defective  and  once  he  has  been  dealt  with 
as  mentally  defective  we  feel  that  it  is  the 
responsibility  of  the  medical  people  in 
charge  to  determine  how  long  that  treat- 
ment should  last. 

3732.  {Dr.  Thomas ):  To  follow  up  the 
point  made  by  Sir  Russell  Brain,  would 
you  be  prepared  to  include  the  type  of  per- 
son he  outlined  with  affective  and  conative 
immaturity,  as  opposed  to  maladjustment, 
in  the  same  kind  of  East-Hubert  institution 

as  the  frankly  maladjusted  case? We  are 

not  at  all  sure  how  the  East-Hubert  estab- 
lishments, when  they  appear,  will  be  used, 
and  we  rather  hope  they  would  be  used 
not  entirely  for  the  most  difficult  offenders 
but  as  a means  of  determining  along  what 
lines  the  other  prisons  could  be  developed 
in  the  future,  but  that  is  scarcely  within  our 
province.  We  are  hardly  qualified  to  talk 
about  how  these  things  should  be  developed. 

3733.  In  your  paragraph  18  I notice  you 

say,  “ but  we  hardly  meet  any  offenders, 
or  parents  thereof,  likely  to  avail  them- 
selves of  such  facilities  ”.  Do  you  never 
get  any  applications  for  voluntary  treat- 
ment?  Our  experience  is  that  that 

happens  only  after  they  have  been  in 
already.  Sometimes  they  ask  to  go  back, 
but  I — and,  I think,  my  colleagues — have 
never  experienced  anyone  who  wanted  to 
come  in  the  first  time,  nor  parents  who 
wanted  them  to. 

3734.  On  your  paragraph  19,  is  the  con- 
clusion there  that  future  legislation  should 
be  elastic  enough  to  allow  of  disposal  of 

any  category? Yes,  I think  we  have  in 

mind  here  that  these  categories,  especially 
the  psychopathic  personality,  are  extremely 
loose  terms  and  composed  of  all  sorts  of 
varying  conditions  of  people  and  combina- 
tions of  different  factors.  The  category 
“ psychopathic  personality  ” does  not  seem 
to  have  very  much  clinical  value.  Unlike 
the  term  “ maladjusted  ”,  for  example,  it 
does  not  seem  to  carry  with  it  any  clear 
idea  as  to  what  should  be  done  with  that 
individual,  so  that  it  seems  very  doubtful 
indeed  if  it  is  going  to  help  at  all  to 
consider  such  a vast  ill-assorted  group. 

{Chairman):  What  you  are  saying  is  that 
the  fools  of  the  law  had  better  not  rush 
in  where  the  angels  of  medicine  fear  to 
tread? 

3735.  {Dr.  Rees):  Do  you  believe  these 

institutions  you  refer  to  in  paragraph  23 
should  be  part  of  the  National  Health  Ser- 
vice or  part  of  the  Prison  Service? This 

paragraph  refers  to  approved  schools, 
schools  for  maladjusted  children  and  the 
like,  and  I think  it  is  probably  desirable 
that  they  should  be  spread  over ; that  no 
one  body  should  be  responsible  for  such 
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a wide  range  of  institutions.  For  instance, 

I cannot  imagine  the  Ministry  of  Health 
wishing  to  administer  approved  schools. 

3736.  So  it  might  be  the  responsibility  of 

the  Ministry  of  Education  or  the  Home 
Office? Certainly. 

3737.  (i Chairman, ):  Do  you  ever  regret 
the  disappearance  from  the  Mental  Defi- 
ciency Act  of  the  phrase  about  persons 
incapable  of  benefiting  from  punishment, 
or  words  to  that  effect?  Do  you  ever  find 
yourself  in  the  position  of  being  able  to 
certify  to  the  Court  that  the  individual  is 
of  sub-normal  intelligence  but  would  never- 
theless benefit  from  punishment  _ rather 
than  from  treatment,  or  that  punishment 
might  be  an  clement  in  the  treatment? — - — 

I think  we  are  usually  less  concerned  with 
punishment  than  control  and  I feel  very 
often  that  the  offenders  who  come  before 
me  need  not  so  much  punishment  as  con- 
trol by  the  law,  so  that  once  they  are 
controlled  we  can  get  at  them  and  do 
what  we  can  for  them.  We  do  not  often 
meet  individuals  who  need  other  punish- 
ment than  that.  It  is,  of  course,  whether 
one  likes  it  or  not,  a form  of  punishment 
to  be  controlled,  but  one  does  not  often 
meet  individuals  who  need  any  more  speci- 
fic punishment  than  that.  It  is  the  retri- 
butive aspect  of  punishment  which  we  want 
to  avoid. 

3738.  I am  not  quite  clear  that  I appre- 
ciate the  difference  between  punishment  and 
control.  Do  you  ever  come  across  a per- 
son of  sub-normal  intelligence  who  never- 
theless has  a feeling  of  responsibility  and 

a sense  of  right  and  wrong? Yes, 

certainly  we  do  meet  such  individuals,  but 
the  factors  which  apply  in  non-sub-normal 
cases  also  apply  in  them,  and  those  factors 
sometimes  prevent  the  individual  from 
applying  his  perfectly  adequate  knowledge 
of  right  and  wrong  to  the  question  in  hand. 
I think  one  would  have  to  be  extremely 
defective  before  one  is  incapable  of  under- 
standing at  an  intellectual  level  the  differ- 
ence between  right  and  wrong,  but  unfor- 
tunately at  the  time  of  the  crime  the 
intellectual  qualities,  whether  the  person  is 
abnormal  or  not,  do  not  often,  in  the  sort 
of  cases  we  see,  come  to  the  fore. 

3739.  You  see  the  question  at  the  back  of 
my  mind.  In  these  days  the  normal 
juvenile  offender  is  not  generally  subjected 
to  punishment  in  the  form  of  long  prison 
sentences  and  so  on ; he  is  dealt  with  as 
a young  person,  according  to  modern  ideas, 
ought  to  be  dealt  with.  In  view  of  the 
fairly  mild  summary  sentences  which  the 


ordinary  juvenile  offender  gets,  do  you  think 
that  the  mentally  defective  offender  might 
be  better  dealt  with  as  a normal  person 
at  that  level  of  punishment  instead  of  being 
sent  into  a mental  deficiency  institution 
for,  it  may  be,  several  years? — --We  very 
much  agree  with  you  there,  and  that  is  the 
sort  of  question  we  had  in  mind  in  trying 
to  limit  the  number  of  people  who  could 
be  admitted  to  such  institutions.  I think 
the  policy  should  be  wherever  possible  to 
try  to  keep  the  individual  in  the  community. 

I think  the  tendency  to  force  some  autho- 
rity to  absorb  these  people  by  admission 
somewhere  must  be  resisted  and  we  must 
try  to  keep  them  in  circulation  as  far  as 
possible.  Certainly  I agree  if  there  is  the 
slightest  doubt,  if  the  case  is  a border-line 
one,  one  should  try  and  select  that  sort  of 
institution  which  most  closely  resembles  the 
world  to  which  they  have  to  return  after- 
wards. I think  the  approved  schools  and 
the  like  are  probably  better  able  to  equip 
a youngster  of  this  sort  for  the  world  than 
the  mental  deficiency  institutions. 

3740.  (Mrs.  Adrian):  Do  you  feel  the 

need  for  some  intermediate  control  in  the 
community?  Do  you  think  probation  in 
its  present  form  is  suitable  for  the  defec- 
tive who  should  be  supervised  in  the  com- 
munity?  For  the  border-line  defective 

perhaps,  but  for  the  established,  undoubted 
defective,  I think  it  is  probably  better  for 
the  supervision  to  be  carried  out  by  those 
who  have  the  particular  training. 

3741.  In  fact  you  should  be  able  to  ask 

the  local  authority  to  place  him  under 
statutory  supervision? 1 think  so. 

3742.  (Dr.  Rees):  Do  you  believe  the 
nature  of  the  crime  which  renders  a defec- 
tive subject  to  be  dealt  with  under  the  Act 
should  be  taken  into  consideration  when 
deciding  how  long  he  should  stay  in  a 

mental  deficiency  institution? Yes,  it 

will  be  one  of  the  factors  that  will  have 
to  be  taken  into  consideration.  I think  that 
is  inevitable.  One  must  consider  what  is 
the  danger  of  this  individual  to  society  and 
one  of  the  ways  of  gauging  that  will  be 
the  severity  of  the  offences  which  he 
committed. 

3743.  Would  you  attach  more  importance 
to  that  than  to  his  degree  of  mental  defect? 

No,  I do  not  say  I would  attach  more 

importance  to  it.  I say  it  must  be  one  of 
the  factors  which  must  be  assessed. 

(Chairman):  Thank  you  very  much  for 
having  taken  so  much  trouble  over  the 
evidence  you  have  given  us. 


(The  witnesses  withdrew) 
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Mr.  J.  C.  Payne,  Miss  Joan  E.  C.  Wallis  and  Mr.  Frank  Dawtry  (< General  Secretary 
of  the  Association)  on  behalf  of  the  National  Association  of  Probation  Officers, 

called  and  examined. 


Memorandum  submitted  by  the  National  Association  of  Probation  Officers 


1.  The  National  Association  of  Probation  Officers  is  the  representative  body  of 
the  Probation  Service  and  has  in  membership  approximately  85  per  cent,  of  Proba- 
tion Officers  in  Great  Britain.  Its  members  are  organised  into  local  Branches 
of  which  there  are  twenty-four,  and  opportunity  has  been  given  to  all  members 
of  the  Association,  through  Branches  or  by  direct  submission  to  headquarters,  to 
discuss  matters  relevant  to  the  terms  of  reference  of  the  Royal  Commission  on  the 
Law  Relating  to  Mental  Illness  and  Mental  Deficiency.  As  the  result  of  these 
deliberations,  the  Association  welcomes  the  opportunity  to  submit,  with  respect, 
the  following  notes  to  the  Royal  Commission. 

2.  The  Association  has  no  wish  to  comment  in  general  terms  on  the  law 
as  laid  down  by  the  Lunacy  and  Mental  Deficiency  Acts,  or  on  general  matters 
of  public  concern  in  the  administration  of  those  Acts.  Its  observations  are  limited 
to  matters  coming  to  the  knowledge  of  Probation  Officers  in  the  course  of  their 
duties  in  the  Courts,  or  relevant  to  their  work  in  the  field  of  delinquency  and  of 
matrimonial  conciliation.  Their  experiences  have  led  them  to  the  opinion  that 
the  connection  in  some  cases  between  mental  illness  or  defect,  and  delinquency  or 
social  maladjustment,  must  be  recognised. 

3.  The  statutory  provisions  to  which  the  Association  wishes  to  draw  the  attention 
of  the  Royal  Commission  are  the  Criminal  Justice  Act,  1948,  (particularly  Section  4), 
the  Magistrates’  Courts  Act,  1952,  (Section  26),  and  the  National  Health  Service 
Act,  (Section  28).  Our  recommendations  involve  extended  use  of  those  Sections 
and  improved  administrative  arrangements  within  their  prescriptions.  We  wish 
also  to  suggest  certain  preventive  measures  and  the  extension  of  the  diagnostic 
and  treatment  services  already  available. 


Probation  ancl  the  mentally  ill  or  defective 

4.  Most  Probation  Officers  have  from  time  to  time  had  the  experience  of  being 
asked  to  undertake  the  supervision  of  offenders,  or  of  young  persons  considered 
to  be  in  need  of  care  or  protection,  who  were  educationally  sub-normal,  mentally 
ill  or  mentally  defective.  In  some  cases  these  were  formerly  patients  in  mental 

institutions  and  in  other  cases  so  obviously  in  need  of  treatment,  that  probation 

in  the  ordinary  sense  of  the  word  proved  to  be  impracticable.  Some  or  those 
dealt  with  were  formerly  certified  patients,  and  in  other  cases  certification  has 
later  been  found  necessary.  Probation  Officers  expect  in  the  normal  course  of 
their  duties  to  undertake  many  varied  and  difficult  tasks  and  they  have  no  wish 
to  avoid  these,  but  it  is  considered  that  the  use  of  probation  or  supervision  for 

those  who  are  unable  to  appreciate  adequately  the  meaning  of  the  term  is  ® 

mistake  which  places  both  the  Probation  Officer  and  the  offender  in  a difficult 
position. 

Probation  is  a matter  of  mutual  co-operation  and  the  offender  (if  over  the  age 
of  14)  cannot  be  placed  on  probation  without  his  consent,  but  m the  case  of 
the  mentally  ill  or  defective  person  that  consent  may  quite  well  be  given  without 
teal  understanding  of  what  is  involved.  When  the  offender  1S 
carry  out  his  part  of  the  undertaking  to  co-operate  with  and  accept  the  advice 
assistance  and  friendship  of  the  Probation  Officer,  he  may  well  be ; quite ^ unable 
to  do  this  or  to  appreciate  the  need  to  do  so.  When  an  officer  reports  to  his 
Court  or  Case  Committee  on  the  failure  of  co-operation  by  the  offender  in^these 


circumstances,  ffie  mSrat“es  ma‘y“  be  reluctant  to 

breach  of  the  probation  order;  if  such  proceedings  are  instituted,  th®  £ourtjnay 


rhen”"decideTtordeal  with  the  offender  in  some  way  other  than  probation,  which 
was  open  to  U at  toe  Time  the  offender  was  originally  tried,  but  this  will  not  neces- 


s"arily“7oive  ^"difficulties  of  the  mentally  ill  or  defective  person  concerned.^  If, 
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on  the  other  hand,  the  Court  agrees  that  probation  has  not  proved  practicable  it 
may  discharge  the  probation  order,  but  that  will  mean  only  _ that  the  offender 
remains  free  in  the  community  without  any  form  of  supervision.  Members  of 
this  Association  in  their  comments  submitted  for  the  purposes  of  this  memorandum 
agree  that  they  would  prefer  to  try  to  help  rather  than  see  such  individuals  without 
any  guidance  at  all,  and  in  fact  they  have  been  able  to  achieve  satisfactory  results 
in  some  instances,  particularly  when  dealing  with  educationally  sub-normal  children. 
The  general  situation,  however,  is  an  obviously  unsatisfactory  one  and  the  Associa- 
tion hopes  that  the  Royal  Commission  may  be  able  to  consider  methods  ot 
obviating  the  difficulties  referred  to  or  improving  the  facilities  for  handling 
them  where  they  are  unavoidable 


5.  Under  present  conditions  Probation  Officers  would  welcome  any  extension 
of  the  mental  health  services  which  would  give  opportunity  for  fuller  co-operation 
with  those  services.  They  have  every  respect  and  admiration  for  the  work  done 
by  and  the  co-operation  received  from,  workers  in  the  field  of  mental  health,  and 
wish  only  to  suggest  that  their  numbers  should  be  multiplied  so  that  more  adequate 
provision  might  be  made  for  the  assistance  of  the  mentally  ill  and  mentally  defective 
members  of  the  community,  including  after-care  for  those  returning  to  private  life 
after  treatment  in  institutions  and  hospitals.  This  matter  will  be  referred  to  again 
later. 


Remand  for  medical  examination 

6.  The  present  position  in  the  Magistrates’  Courts  is  that,  if  any  person  is  charged 
nn  cnmmarv  rnnviction  hv  imorisonment  and  the  Court 


b.  ine  present  position  m me  miigtsuaics  7 

with  an  offence  punishable  on  summary  conviction  by  imprisonment  and  the  Court 
is  satisfied  that  that  person  committed  the  offence  and  is  of  opinion  that  an  enquiry 
ought  to  be  made  into  his  physical  and  mental  condition  before  the  method  ot 
dealing  with  him  is  determined,  the  Court  may  adjourn  the  case  for  such  examination 
to  be  made  (Section  .26  (1)  Magistrates’  Courts  Act,  1952). 


If  for  the  purposes  of  this  Section  the  offender  is  remanded  in  custody  the  mental 
or  physical  examination  is  normally  carried  out  by  the  Medical  Officer  of  the 
prison  to  which  the  offender  is  remanded.  If  the  offender  is  remanded  to  a 
remand  home,  the  medical  officer  attached  to  that  remand  home  carries  out  the 
examination.  If,  however,  the  offender  is  remanded  on  bail,  it  may  be  a condition 
of  his  remand  that  he  shall  submit  himself  for  such  medical  examination  at  such 
institution  or  place  as  shall  be  specified,  for  examination  by  a duly  qualified  medical 
practitioner,  and  it  may  be  a condition  of  bail  that  the  offender  shall  during  the 
period  of  his  remand  reside  in  the  specified  place  or  institution. 

If  a person  charged  before  the  Magistrates’  Court  with  an  offence  is  committed 
for  trial  at  Quarter  Sessions  or  Assizes  and  is  released  on  bail,  the  Court  may, 
if  it  is  of  opinion  that  an  enquiry  ought  to  be  made,  similarly  make  it  a condition 
of  the  recognizance  that  the  person  committed  shall  undergo  medical  examination 
or  reside  in  a specified  institution  for  this  purpose. 


7.  In  most  cases  the  Probation  Officer  is  called  upon  to  make  the  arrangements 
for 'the  examination  of  an  offender  remanded  or  committed  for  trial  on  bail,  or 
the  arrangements  for  his  residence  in  an  appropriate  institution  while  on  bail, 
but  he  has  no  official  authority  for  this  purpose.  This  duty  is  accepted  as  a normal 
one  by  the  Probation  Officer,  but  if  it  is  to  be  regarded  as  one  ot  his  statutory 
duties  it  would  seem  desirable  for  the  Magistrates’  Courts  Rules  to  be  amended 
by  the  inclusion  of  a clause  giving  guidance  about  this,  with  appropriate  amendment 
of  the  Probation  Rules. 


8.  This  Association  is  of  the  opinion  that  Section  26  of  the  Magistrates’  Courts 
Act  1952,  could  be  used  in  a far  greater  number  of  cases  than  is  now  the  practice, 
and’  that  the  medical  examination  of  offenders  in  this  way  would  provide  the 
Courts  with  more  accurate  guidance  about  the  most  appropriate  treatment  tor 
offenders.  Cases  are  known  in  which  this  provision  has  not  been  used  although 
the  attention  of  the  Court  has  been  called  to  the  apparent  mental  state  of  the 
offender,  either  by  the  police  or  by  the  Probation  Officer  in  his  social  report.  It 
lis,  of  course,  not  the  duty  of  the  police  or  the  Probation  Officer  to  direct  the 
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Court  and  the  ultimate  decision  must  in  all  cases  rest  with  the  Bench,  but  members 
of  this  Association  believe  that  the  risk,  of  unsuitable  cases  being  dealt  with  by  the 
use  of  probation  or  otherwise  might  be  reduced  if  there  were  wider  use  of  the 
power  to  remand  an  offender  for  medical  and  mental  examination,  or  to  arrange 
for  such  an  examination  when  a person  is  committed  for  trial. 


Treatment  under  Section  4,  Criminal  Justice  Act,  1948 

9.  The  report  presented  to  the  Court  after  a remand  under  Section  26  of  the 
Magistrates’  Courts  Act,  1952,  may  well  refer  to  the  mental  condition  of  the  offender 
and  recommend  that  he  be  treated  under  Section  4 (1)  of  the  Criminal  Justice 
Act,  1948,  which  provides  that  (where  the  Lunacy  Act  or  Mental  Deficiency  Act, 
1913,  do  not  apply)  a probation  order  may  be  made  with  a condition  that  the 
offender  shall  submit  himself,  for  a period  not  exceeding  twelve  months,  to  treat- 
ment under  the  direction  of  a duly  qualified  medical  practitioner,  and  that  treatment 
may  (Section  4 (2))  include  treatment  as  a voluntary  patient  in  accordance  with 
Section  1 of  the  Mental  Treatment  Act,  1930,  in  such  institution,  hospital,  etc.,  as 
may  be  specified  in  the  order,  as  a resident  patient  or  as  an  out-patient. 

Before  making  such  an  order  the  Court  must  be  satisfied  that  arrangements  have 
been  or  can  be  made  for  the  proposed  treatment  of  the  offender. 


10.  In  practice  the  procedure  outlined  above  leads  to  considerable  confusion.  The 
offender  may  have  been  examined  in  accordance  with  Section  26  of  the  Magistrates^ 
Courts  Act  1952,  either  by  a prison  medical  officer  or  by  the  medical  officer  of 
some  other’ institution,  or  by  a private  practitioner.  If  after  such t examination  the 
Court  decides  to  use  the  provisions  of  Section  4 of  the  Criminal  Justice  Act,  1948,- 
and  make  a probation  order  with  a requirement  of  treatment,  this  involves  making 
arrangements  for  treatment  in  an  institution  or  hospital  or  by  a medical  practitioner 
who  may  not  have  conducted  the  previous  examination.  The  Medical  Superintendent 
of  the  hospital  or  institution  to  which  the  patient  is  to  submit  himself  for  treatment 
may  reasonably  object  to  accepting  for  treatment  a patient  he  has  had  no  previous 
opportunity  to  examine  or,  having  accepted  him,  the  Medical  SuperinTendent  may 
decide  after  a few  days’  observation,  that  the  patient  is  unsuitable  for,  or  does 
not  require^  treatment  and  thereupon  discharge  him.  . Furthermore  arrangemente 
for  treatment  can,  of  course,  be  made  only  on  a provisional  basis  smee  the  Court 
will  not  make  the  necessary  order  unless  it  can  be  assured  that  arrangements  hav 
hopn  made  or  that  they  are  possible ; but  even  when  arrangements  are  made 
there  cm  be  no  guarantee  that  they  will  be  used,  for  it  is  impossible  to  anticipate 
.with  certainty  the  action  the  Court  will  take. 


Examination  and  treatment  . . 

1 1 We  would  like  to  suggest  that  examinations  under  Section  26  of  t he 
Magistrates’  Courts  Act,  1952,  should  be  undertaken  wherever  possible  by  the 

the  requirement  is  made  under  Section  4 of  the  Criminal  Justice  Act,  1948. 

Tr,  cases  where  the  remand  is  to  prison,  we  would  suggest  that  where  it  is 

Tf  the  examination  is  to  be  carried  out  while  the  offender  or  person  charged 
*£  an^rderi^sl^seqtien^made  under  Section  4 of  the  Criminal  Justice  Act,  1948. 
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If  the  examination  is  carried  out  by  direction  of  the  Court  while  the  offender 
or  person  charged  is  free  on  bail,  arrangement  should,  if  possible,  be  made  similarly 
for  the  examination  to  be  undertaken  by  the  medical  officer  or  Superintendent 
who  will  be  most  likely  to  receive  the  offender  as  a patient  should  an  order  be 
made  under  Section  4. 

12.  We  would  further  suggest  that,  where  it  is  not  possible  for  an  examination 
to  be  made  under  Section  26  of  the  Magistrates’  Courts  Act  by  the  same  medical 
practitioner  who  is  likely  to  be  required  to  undertake  treatment  of  the  offender  in 
case  of  an  order  being  made  under  Section  4 of  the  Criminal  Justice  Act,  1948, 
the  medical  practitioner  who  undertakes  the  examination  (whether  the  offender  or 
person  charged  is  in  custody  or  on  bail)  should,  if  his  report  indicates  that  treat- 
ment by  use  of  Section  4 is  desirable  or  might  be  considered,  be  required  also  to 
make  arrangements  for  such  treatment  and  to  inform  the  Court  that  these  arrange- 
ments have  been  or  can  be  made.  We  consider  that  this  situation  could  be  provided 
for  by  means  of  a Statutory  Instrument  made  in  accordance  with  Section  122  of 
the  Magistrates’  Courts  Act,  1952. 

13.  We  believe  that  the  wider  use  of  Section  26  of  the  Magistrates’  Courts  Act, 
1952,  and  a similar  practice  in  the  higher  courts  would  result  in  a better  selection 
of  those  cases  in  which  probation  is  to  be  used  and  would,  in  our  opinion,  help  to 
eliminate  an  occasional  wasteful  and  unconstructive  use  of  probation  or  prison. 

Probation  and  voluntary  treatment 

14.  A difficulty  which  arises  in  carrying  out  the  provisions  of  Section  4 of  the 
Criminal  Justice  Act,  1948,  is  that  the  offender  may  be  required,  and  may  undertake 
in  accordance  with  that  requirement,  to  enter  an  institution  or  hospital  as  a voluntary 
patient  (Mental  Treatment  Act,  1930,  Section  1)  but  must,  of  course,  be  informed 
on  his  arrival  in  hospital,  of  the  provision  that  as  a voluntary  patient  he  has  the 
light  to  discharge  himself  from  this  treatment  on  giving  72  hours’  notice  of  his 
wish  to  do  so.  As  he  is  under  an  obligation  in  terms  of  the  probation  order  to 
undergo  the  specified  treatment,  he  may  find  the  conflict  of  these  two  provisions 
difficult  to  accept.  The  Act  provides  a unique  situation  in  which  a patient  is 
in  fact  under  some  compulsion  to  undertake  voluntary  treatment,  and  the  result 
is  not  always  satisfactory. 

We  can  offer  no  easy  solution  of  the  problem  of  combining  a measure  of  com- 
pulsion with  a treatment  regarded  as  voluntary,  but,  while  the  paradox  cannot 
be  avoided,  we  suggest  that  the  difficulty  it  creates  might  be  diminished  if  great 
care  is  taken  in  framing  the  requirement  to  undergo  mental  treatment  in  any 
probation  order  made  in  accordance  with  Section  4 of  the  Criminal  Justice  Act, 
1948.  At  present  probation  orders  are  sometimes  made  requiring  the  offender 
simply  to  undertake  treatment  “ for  a period  not  exceeding  twelve  months  ” ; and 
voluntary  discharge  in  such  cases  may  not  be  held  to  constitute  a breach  of  the 
order.  We  propose  that  the  form  of  undertaking  to  attend  or  enter  an  institution 
for  treatment  as  a voluntary  patient  should  be  “ for  a period  of  twelve  months 
or  such  shorter  period  as  the  medical  officer  of  the  (specified)  institution  shall 
direct  This  would  be  more  likely  to  ensure  the  compliance  of  the  offender  with 
the  order,  and  any  failure  to  do  so  would  constitute  a breach  of  the  order  which 
could  be  reported  to  the  Court.  It  is  admitted,  however,  that  in  this  event  the 
Court  or  Probation  Committee  and  the  Probation  Officer  would  still  be  left  with 
the  dilemma  already  referred  to,  of  planning  an  appropriate  alternative  method  of 
dealing  with  an  offender  considered  to  be  in  need  of  treatment  for  his  mental 
condition. 

15.  In  operating  Section  4 of  the  Criminal  Justice  Act,  1948,  certain  other  diffi- 
culties arise  which  we  consider  might  be  avoided. 

When  a probation  order  is  made  with  a condition  that  the  offender  attends  a 
clinic  for  mental  treatment  as  a voluntary  patient,  while  continuing  to  live  at  his 
normal  home  and  to  attend  his  daily  work,  it  is  very  difficult  to  arrange  this 
treatment  and  at  the  same  time  arrange  or  maintain  employment  for  the  offender 
if  the  clinic  is  open  only  by  day  so  that  attendance  involves  the  loss  of  working 
time.  The  provision  of  evening  clinics  at  mental  institutions  and  hospitals  has  in 
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many  places  met  this  situation  and  it  is  suggested  that  such  provision  should  be 
general.  This  would,  of  course,  be  in  the  interest  of  all  patients  who  have  to 
attend  work  daily.  Evening  clinics  would  also  make  it  more  easy  for  Probation 
Officers  to  refer,  for  advice  or  treatment,  offenders  and  others  under  their  super- 
vision who  might  benefit  from  this. 

16.  Where  a patient  has  entered  a hospital  or  institution  for  treatment  as  a 
voluntary  patient  as  a requirement  of  a probation  order,  it  is  not  the  normal  (or 
in  many  cases  even  desirable)  practice  for  the  Probation  _ Officer  to  keep  in  close 
touch  with  the  probationer  during  his  residence,  but  it  is  his  duty  to  resume  contact 
with  him  immediately  the  probationer  leaves  the  hospital  or  institution.  In  some 
cases  patients  who  are  subject  to  a probation  order  are  discharged  from  treatment, 
bv  the  Medical  Superintendent,  without  information  of  such  discharge  being  given 
to  the  Probation  Officer  and  consequently  the  necessary  supervision  is  not  imme- 
diately resumed. 

The  First  Schedule  of  the  Criminal  Justice  Act,  1948,  places  on  the  medical 
practitioner  concerned,  the  duty  of  informing  the  responsible  Probation  Officer 
of  the  decision  to  discharge  any  such  patient.  We  regret  that  in  many  cases  this 
provision  appears  to  be  overlooked  and  we  draw  attention  to  it  here  because  its 
operation  would  help  to  maintain  the  necessary  contact  between  the  patient  and  the 
Probation  Officer. 

In  the  event  of  any  patient  giving  notice  to  discharge  himself,  the  Medical 
Superintendent  should  similarly  be  required  to  provide  this  information,  if  possible 
prior  to  the  decision  being  put  into  effect. 

17  Although  this  may  not  come  strictly  within  the  terms  of  reference  of  the 
Royal  Commission,  we  suggest  that  any  probation  order  made  under  Section  4- 
of  the  Criminal  Justice  Act,  1948,  should  be  for  a period  longer  than  the  per  od 
of  treatment  specified  in  the  order,  so  that,  after  the  completion  of  the  period 
of  treatment  (which  may  not  exceed  12  months),  probation,  and  therefore  super- 
vision,  can  continue. 

18  When  a patient  is  discharged  either  before  or  on  completion  of  the  period 
of  treatment  we  consider  it  to  be  desirable  for  the  Medical  Superintendent  not 
onlv  to  inform  the  Probation  Officer,  but  also  to  give  as  comprehensive  a report 
as  possible  on  the  condition  of  the  patient,  with  advice  about  any  further  treatment 
whfch  the  patient  might  be  encouraged  to  undertake,  or  any  steps  which  might 
be  taken  on  his  behalf  to  assist  him  in  his  re-adjustment  to  normal  life.  It  might 

some  case  be  more  appropriate  for  after-care  following  treatment  to  be  under- 
aken  bv  a trained  mental  health  worker  in  co-operation  with,  or  even  as  an: 
alternative  to,  a Probation  Officer.  The  law  does  not  provide  for  any  person 
other  than  a Probation  Officer  to  supervise  an  offender  who  is  placed  on  probation 
but  if  a probation  order  had  been  shown  to  be  inappropriate,  it  could  be  discharged 
and  a voluntary  arrangement  made  for  supervision  to  be  continued  in  such  cases 
bv  a mental  health  worker.  This,  however,  could  only  become  effective  when 
more  trained  mental  health  workers  are  available  than  is  at  present  the  case. 

Probation  and  non-offenders  in  need  of  care 

19  Many  people  who  are  not  offenders  against  the  law  come  into  contact  with 
Probation  Officers,  either  voluntarily  by  bringing  their  troubles  to  the  officer, , or 
by  direction  or  advice  of  the  magistrates  or  their  clerk,  in  the  case  of  matrimonial 
difficulties  and  it  is  by  no  means  uncommon  for  the  Probation  Officer  to  find 
that  such  people  appear  to  be  in  need  of  mental  treatment.  Where  possible  they 
are  referred  to  an  appropriate  clinic  or  mental  health  worker,  or  advised  to  see 
ffieirown  medical  practitioner.  We  consider  that  qualified  social  workers  who 
have  considerable  knowledge  of  the  behaviour  of  an  individual  towards  whom  they 
have  some  responsibility,  and  whom  they  regard  as  possibly  in  need  of  mental 
examination  or  treatment,  should  be  able  to  refer  such  a person  directly  to  an 
appropriate  consultant  or  clinic.  Simpler  provision  for  examination  and  treatment 
would  in  the  experience  of  our  members  incidentally  help  other  members  of  the 
family  of  the  person  concerned  by  reducing  or  eliminating  anxiety  and  distress 
which,  if  prolonged,  might  result  in  social  breakdown. 
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The  experience  of  officers  in  this  connection  emphasises  the  need  for  more  wide- 
spread provision  of  services  for  the  advice  and  treatment  of  such  individuals. 
We  are  aware  of  the  efforts  made  by  many  members  of  the  mental  health  service 
and  officers  of  local  authorities  to  cope  with  the  problems  they  meet  or  which 
may  be  referred  to  them  by  Probation  Officers  and  others,  but  the  need  remains 
for  more  workers. 

20.  It  is  our  opinion  that  all  those  who  are  called  upon  to  deal  officially  with 
the  problems  of  mental  illness  and  mental  deficiency  should  themselves  be  specially 
trained  and  qualified  for  this  difficult  and  tactful  work. 

After-care  services 

21.  A number  of  those  who  come  to  Probation  Officers  either  by  order  of  the 
Court  or  voluntarily  have  already  received  treatment  for  mental  illness  or  defect, 
and  their  subsequent  difficulties  which  have  brought  them  to  the  notice  of  the 
Probation  Officer  seem  in  many  cases  to  have  arisen  from  an  inability  to  cope 
unaided  with  the  stresses  of  the  return  to  civilian  life.  It  is  felt  strongly  by  this 
Association  that  these  difficulties  might  well  be  avoided,  particularly  in  the  case 
of  mental  illness,  if  there  were  more  adequate  after-care  arrangements  for  those 
who  have  undergone  treatment  and  have  been  discharged.  The  present  failure  of 
such  arrangements  arises  no  doubt  from  the  general  shortage  of  trained  workers 
and  our  comment  is  not  to  be  regarded  in  any  way  as  a criticism  of  the  admirable 
work  carried  out  by  those  at  present  responsible  for  after-care  ; it  is  obvious, 
however,  that  the  range  of  their  work  is  too  wide  and  the  number  of  patients 
with  whom  they  must  endeavour  to  keep  in  contact  too  large  for  satisfaction  to 
be  obtained  from  the  work  either  by  patients  or  workers. 

22.  Meantime,  as  we  have  briefly  stated  above,  the  opinion  has  been  expressed 
by  many  of  our  members,  and  is  endorsed  by  the  Association,  that,  until  more 
appropriate  provision  can  be  made,  Probation  Officers  cannot  demur  when  called 
upon  to  undertake  duties  which  might  better  be  undertaken  by  others.  They  will 
continue  to  do  their  best  to  help  those  placed  under  their  care  or  consulting  them, 
even  though  the  mental  condition  of  the  offender  or  other  person  concerned  reduces 
the  chance  of  any  successful  outcome  of  the  efforts  made  by  the  Probation  Officer. 
A few  officers,  of  course,  hold  a Mental  Health  Certificate,  but  many  officers  feel 
that  their  efforts  in  this  field  must  be  only  a second  best.  They  realise,  however, 
that  it  is  better  for  a probation  or  supervision  order  to  be  made  than  for  those 
who  are  mentally  inadequate  to  remain  without  any  supervision,  guidance,  assist- 
ance or  friendship  whatever.  From  their  experience  the  value  of  the  more  intensive 
supervision  provided  by  a probation  order  has  been  proved  to  be  beneficial  in  a 
number  of  cases.  The  situation,  nevertheless,  cannot  be  regarded  as  a satisfactory 
one  either  for  the  individual  concerned  or  for  the  Probation  Officer,  but  we  realise 
that  conditions  will  only  be  improved  when  there  are  a greater  number  of  fully 
trained  mental  health  workers  available  than  is  at  present  the  case,  and  more 
institutions  for  the  treatment  and  training  of  the  mentally  ill  or  defective.  The 
Royal  Commission  will  already  be  aware  of  these  needs,  which  are  again  referred 
to  here  only  for  the  purpose  of  underlining  observations  which  have  probably 
been  made  or  doubtless  will  be  made  by  others  more  directly  concerned  than 
we  are  with  the  problems  of  mental  health. 

Preventive  measures 

23.  Arising  from  the  experience  of  Probation  Officers  in  endeavouring  to  assist 
those  who  have  been  treated  for  mental  illness  or  defect,  or  who  appear  to  be 
in  need  of  such  treatment,  the  Association  wishes  to  suggest  certain  preventive 
measures. 

24.  The  National  Health  Service  Act,  1948,  Section  28,  gives  to  local  authorities 
the  power  to  provide  hostels  for  mentally  defective  persons  who  can  live  suitably 
in  the  community  but  cannot  be  looked  after  in  their  own  homes.  Very  few 
authorities  appear  to  have  established  such  hostels  though  their  use,  where  they 
exist,  is  found  to  be  very  helpful.  This  Association  would  strongly  advocate  the 
wider  use  of  this  power  by  authorities  both  in  urban  and  rural  areas. 
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25.  A particularly  difficult  problem  met  by  Probation  Officers  is  that  provided 
by  the  mentally  ill,  defective  or  at  least  sub-normal  mother  of  illegitimate  children, 
or  mother  of  a legitimate  family  who  is  unable  to  cope  with  her  responsibilities 
for  a home  and  children.  For  the  former,  who  at  present  tend  to  drift  into 
Part  III  accommodation  (National  Assistance  Act,  1948),  the  Association  would 
suggest  that  the  provision  of  hostels  would  be  helpful.  Mothers  could  there  learn, 
under  firm  supervision,  to  care  for  their  children,  or  could  go  out  to  work  in 
suitable  employment  when  they  are  able  to  leave  their  children  or  if  they  do  not 
have  these  with  them.  Having  regard  to  the  liberty  of  the  individual,  it  must 
be  understood  that  admission  to  such  hostels  would  have  to  be  voluntary.  There 
could,  therefore,  be  no  guarantee  against  further  illegitimate  pregnancies,  but  treat- 
ment for  the  mental  condition  of  these  mothers,  and  organised  work  with  super- 
vision, might  at  least  reduce  the  risk,  with  its  consequent  placing  of  further  responsi- 
bilities on  the  community.  Work  such  as  that  so  successfully  undertaken  in  recent 
years  with  mothers  charged  with  neglect  of  their  children,  may  have  similarly 
beneficial  results  in  the  case  of  the  sub-normal  mothers  of  the  type  referred  to. 


26.  For  the  mothers  with  homes,  husbands  and  families  of  their  own,  residential 
treatment  is  obviously  not  so  simple  a solution,  but  regular  visits  from  and  assistance 
by  trained  workers  would  be  a considerable  help,  and  this  Association  would  com- 
mend the  sort  of  work  undertaken  with  problem  families  (some  of  whom  come 
within  the  categories  of  mentally  ill,  defective  or  sub-normal)  by  the  Family  Service 
Units.  The  organisation  of  help  on  the  lines  followed  by  the  Units  would  at  least 
relieve  the  mothers  of  some  of  the  strain  of  managing  their  homes  and  caring  for 
their  families,  probably  with  beneficial  effects  on  their  mental  condition. 

27.  Cases  are  known  in  which  the  certification  of  young  people  as  mentally 
defective  appears  to  have  been  influenced  largely  by  the  fact  that  their  home  condi- 
tions were  such  that  they  could  not  adequately  be  dealt  with  at  home.  We  are 
of  opinion  that  specialised  hostels  would  meet  the  needs  of  some  of  these  young 
people  without  certification,  and  save  hospital  accommodation.  The  removal  to 
such  a hostel  may  need  to  be  only  temporary  provided  that,  as  with  the  sub-normal 
mothers,  other  social  workers  can  visit  the  home  and  help  to  bring  about  an 
improvement  in  home  conditions,  and  advise  or  assist  parents  about  the  needs 
of  the  defective  or  mentally  ill  member  of  the  family.  After  suitable  preparation 
and  improvement  in  the  home,  many  of  the  young  people  resident  temporarily  in 
a hostel  could  reasonably  return  home,  but  if,  as  is  at  present  the  case,  they 
have  been  certified,  de-certification  and  the  return  home  is  not  an  easy  matter  and 
indeed,  if  no  steps  have  been  taken  to  deal  with  the  home  situation,  a return 
home  might  not  be  desirable. 

28.  Probation  Officers  have  experience  of  men  and  women  who  have  been 
treated  for  mental  illness  or  defect,  who,  after  a period  of  normal  life,  show  signs 
of  deterioration.  It  is  not  felt  that  these  cases  need  necessarily  again  occupy 
valuable  accommodation  in  hospitals  or  institutions,  but  that  their  condition  might 
be  improved  or  the  decline  arrested  by  a short  stay  in  a hostel  which  might  provide 
for  a period  of  rest  and  diminished  responsibility,  with  the  minimum  demand  for 
nursing  or  medical  attention. 

29.  The  proposals  made  above  with  regard  to  the  provision  of  hostels  to  meet 
various  needs,  arise  from  the  experience  of  Probation  Officers,  but  it  is  considered 
that  the  provision  of  such  hostels  would  be  of  general  value,  and  it  is  not  suggested 
that  their  use  should  be  limited  to  the  treatment  of  offenders  or  others  actually 
met  by  Probation  Officers. 

30.  We  are  of  opinion  that  the  staff  of  these  hostels  should  always  include  trained 
and  qualified  social  workers. 


Earlier  ascertainment  of  the  mentally  inadequate 

31  Some  of  the  offenders  who  come  before  the  Courts,  whether  placed  on  proba- 
tion or  oTherwie  dealt  with,  appear,  in  the  opinion  of  our  members,  to  be  in  need 
of  treatment  or  care  because  of  their  mental  condition,  and  in  preparing  the  normal 
social reports for  the  Court,  Probation  Officers  frequently  find,  in  the  case  of 
juveniles, Evidence  of  backwardness  or  of  an  educationally  sub-normal  condition, 
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and,  in  the  case  of  adults,  that  these  conditions  apparently  already  existed  in  child- 
hood. We  are  strongly  of  opinion  that  a wide  extension  is  needed  of  the  facilities 
provided  for  ascertainment  and  treatment  of  children  of  school  age  who  may  be 
educationally  sub-normal,  border-line  mental  defectives,  or  maladjusted.  It  is 
the  opinion  of  Probation  Officers  that  many  such  children  pass  through  our  schools 
today  as  difficult  problems  both  for  teachers  and  parents.  In  the  absence  of  any 
recognition  of  their  real  need  and  of  facilities  for  treatment,  these  children  go 
on  to  meet  the  more  serious  problems  of  youth  and  adult  life  inadequately,  and 
so  reveal  a mental  condition  the  worst  effects  of  which  might  have  been  avoided, 
if  their  condition  could  not  have  been  overcome,  by  earlier  diagnosis  and  treatment. 

32.  We  feel  that  teachers,  officials  of  the  school  medical  service,  and  health 
visitors  might  be  encouraged  to  take  action  more  readily  about  apparently  defective 
or  sub-normal  children,  if  the  necessary  child  guidance  clinics  were  available,  to 
which  children  so  recognised  could  be  referred.  Intelligent  publicity  about  the 
value  and  use  of  child  guidance  clinics  might  also  encourage  their  more  ready  use 
by  parents  who  are  anxious  about  the  condition  of  their  children.  General  provi- 
sion should  also  be  made  for  direct  access  to  clinics  by  parents  who  feel  the  need 
for  consultation  and  advice. 

The  experience  of  Probation  Officers  convinces  us  that  earlier  ascertainment  or 
diagnosis  and  treatment  would  considerably  reduce  the  number  of  young  and 
adult  offenders  who  later  become  a liability  to  the  community  because  of  anti- 
social conduct  arising  from  their  mental  condition,  or  because  of  the  more  serious 
and  expensive  treatment  needed  in  later  life  when  their  condition  is  recognised  and 
treatment  instituted. 

33.  It  is  fully  appreciated  that  earlier  diagnosis  and  treatment  will  require  the 
establishment  of  more  clinics  and  the  training  of  more  staff  for  them,  as  present 
facilities  are  quite  inadequate  for  the  treatment  of  children  and  adults  who  are 
maladjusted,  educationally  sub-normal,  mentally  ill  or  mentally  defective.  The 
need  for  increased  facilities  is  a matter  of  general  agreement  and  the  provision 
of  these  would  be  an  immediate  expense  but  a long  term  economy.  The  problem 
would  to  some  extent  be  met  by  the  provision  of  more  special  classes  and  special 
schools,  for  which  the  training  of  the  necessary  specialised  teachers  should  be 
encouraged. 

Persistent  offenders  or  “ psychopaths  ” 

34.  Probation  Officers  are  occasionally  called  upon  to  supervise  offenders  guilty 
of  persistent  anti-social  conduct,  often  defined  as  psychopathic,  who  appear  to 
have  no  plan  or  reason  for  their  conduct,  but  who  do  not  necessarily  display  any 
of  the  more  usual  signs  of  mental  defect  or  mental  illness. 

For  the  more  serious  anti-social  characters,  this  Association  welcomes  the  proposal 
to  establish  a special  treatment  and  training  centre  in  conditions  of  security,  on 
the  lines  proposed  by  Sir  Norwood  East  and  Dr.  Hubert.  This  institution  will, 
however,  deal  only  with  those  who  are  convicted  of  serious  criminal  offences. 

35.  In  the  absence  of  an  accepted  definition  we  deplore  the  too  ready  use  of  the 
general  term  “ psychopath  ” as  a diagnosis,  and  sometimes  as  a means  of  dismissing 
the  problem  created  by  the  persistently  anti-social,  while  the  definition  as  “moral 
defective”  seems  to  us  to  be  inadequate  if  it  depends  also  on  the  presence  of  a 
condition  of  mental  defect  in  the  person  concerned. 

It  is  our.  opinion  that  the  problem  of  the  persistently  anti-social  person  whose 
conduct  does  not  necessarily  become  criminal  is  one  which  would  justify  further 
and  separate  investigation  with  a view  to  the  discovery  of  appropriate  treatment. 
Legal  representation  in  certification  processes 

36.  The  Association  would  comment  on  one  other  matter.  Officers  are  some- 
times present  when  proceedings  for  certification  are  taking  place  and  it  appears 
to  them  that  it  would  be  a valuable  safeguard  if  the  next  of  kin  of  a patient 
whose  possible  certification  is  being  considered  were  encouraged  to  arrange  repre- 
sentation by  a solicitor  or  other  legal  adviser  at  such  proceedings.  We  suggest 
that,  where  necessary,  provision  for  this  to  be  done  at  public  expense  could  be 
made  by  use  of  the  Legal  Aid  and  Advice  Act. 
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Conclusion 

37.  Although  a great  deal  may  remain  to  be  done  by  amendment  of  the  law 
relating  to  the  mentally  ill  and  mentally  defective  and  by  improved  administrative 
arrangements,  we  are  of  the  opinion  that  there  is  need  also  for  better  publicity 
about  the  facilities  at  present  available  for  those  in  need  of  mental  treatment ; 
and  that  there  is  room  for  closer  co-operation  between  the  mental  health  services 
and  other  branches  of  the  social  services  whose  work  may  bring  them  into  contact 
with  mentally  ill  or  mentally  defective  people.  Probation  Officers  would  welcome 
improved  facilities  for  referring  to  appropriate  quarters  for  advice  and  treatment 
individuals  about  whose  mental  condition  there  is  some  doubt,  and  would  equally 
welcome  consultation  by  those  dealing  with  mental  problems  who  find  themselves 
brought  into  contact  with  delinquency  and  the  work  of  the  Courts. 

There  can  be  no  doubt  about  the  gravity  of  mental  health  problems  and  their 
impact  in  many  other  fields  of  social  work.  Every  opportunity  should  be  provided 
and  used  for  the  exchange  of  experience  and  pooling  of  facilities  where,  by  these 
means,  it  might  be  possible  to  improve  the  service  available  on  behalf  of  those 
whose  mental  abilities  may  be  limited  but  who,  in  many  cases,  can  be  useful 
citizens  within  their  limitations. 


Examination 

(Chairman):  Good  morning,  would  you 
be  good  enough  to  introduce  yourselves? 

(Mr.  Dawtry ):  Miss  Wallis  on  my 

right,  is  a Probation  Officer  from  Somerset, 
and  Mr.  Payne,  a Probation  Officer  from 
Brighton,  is  on  my  left.  I am  Mr.  Dawtry, 
the  general  secretary  of  the  National  Asso- 
ciation of  Probation  Officers. 

3744.  Wc  are  very  grateful  to  you  for 
your  very  full  and  clear  memorandum.  It 
is  so  clear  and  so  factual  that  I do  not 
know  that  we  shall  have  many  questions 
to  ask  upon  it.  You  must  not  measure 
the  value  of  your  memorandum  to  us  by 
the  number  of  questions  we  ask,  but  per- 
haps I had  better  go  through  it  page  by 
page.  Would  it  be  correct  to  sum  up  your 
paragraphs  4 and  5 by  saying  that  you 
would  very  much  like  as  Probation  Officers 
to  get  rid  of  the  mentally  defective  and  the 
mentally  ill,  but  you  do  not  ever  expect 
to,  however  good  the  social  machinery  may 

be? That  is  fairly  accurate,  Sir.  We 

are  not  entirely  anxious  to  be  rid  of  them, 
but  we  think  we  are  not  necessarily  the 
best  people  to  deal  with  them,  though  if 
we  can  help  in  the  sort  of  border-line  case 
it  is  quite  often  useful  to  do  so.  I would 
like  to  say  that  in  this  comment  we  are 
not  in  any  way  criticising  the  Courts  for 
using  probation ; they  obviously  have  a 
very  difficult  job  and  we  are  just  anxious 
to  do  the  best  we  can  under  what  every- 
body knows  to  be  difficult  circumstances. 

3745.  (Mrs,  Adrian):  Do  you  make  a 
distinction  between  a probation  order  and 
a supervision  order  as  being  suitable  for 
a defective?  I understand  your  point  that 
it  is  difficult  to  deal  with  them.  A super- 
vision order  can  normally  apply,  of  course, 
only  to  the  young  person. 


of  Witnesses 

3746.  I know,  but  it  could  be  made  to 
apply  to  other  individuals  of  defective 
intelligence  who  have  committed  an 

offence? 1 think  it  would  be  quite  a 

good  idea  if  something  other  than  the  pro- 
bation order  could  be  made  available.  A 
supervision  order  gives  more  flexibility  and 
makes  it  easier  to  call  in  other  services. 

3747.  And  it  is  more  appropriate  to  the 

intelligence  of  the  defective? Quite. 

3748.  (Mrs.  Braddock) : But  the  Probation 

Officer  can  refer  the  case  back  to  the 
Court  if  he  finds  that  the  mental  deficiency 
is  such  that  the  control  by  the  Probation 
Officer  is  ineffective? Yes. 

3749.  And  that  is  done? (Mr. 

Payne) : That  can  be  done,  but  as  pointed 
out  later  in  our  memorandum  it  does  still 
leave  the  Court  with  the  initial  difficulty 
of  what  then  they  can  do  with  the 
offender. 

3750.  But  it  relieves  the  Probation  Officer 
of  the  responsibility  for  a mental  defec- 
tive if  he  discovers  that  the  mental 
deficiency  is  so  great  that  the  defective  is 
unable  to  benefit  by  the  Probation  Officer’s 

assistance? (Mr.  Dawtry):  That  is  true. 

We  are  not  merely  anxious  to  get  rid  of 
our  responsibility ; we  want  to  find  a 
better  alternative  if  We  can. 

3751.  (Mr.  Jackson)  : Have  you  in  mind 
something  like  a supervision  Order,  with 
the  Medical  Superintendent  as  the  person 
who  is  put  in  charge?— — -Yes.  I do  not 
see  why  two  people  should  not  be  in  charge, 
actually,  one  representing  the  Court  and 
the  Superintendent  looking  after  the 
mental  deficiency,  but  that  does  mean  a 
change  in  the  law. 
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3752.  (Dr.  Thomas ):  Would  that  be  in 
place  of  Section  8 of  the  Mental  Deficiency 
Act? — —I  would  think  so. 

3753.  (Mrs.  Adrian ):  Surely  there  would 
be  some  cases  where  it  would  be  necessary 

to  use  an  institution? If  they  are  so 

obviously  institution  cases  I do  not  think 
the  problem  of  probation  would  arise.  We 
are  dealing  with  people  the  Courts  are  in 
difficulty  about  and  who  come  under  pro- 
bation as  a means  of  solving  social 
difficulties. 

3754.  (Dr.  Rees):  If  there  is  a probation 

order  and  the  patient’s  home  is  in  another 
district,  is  he  transferred  to  another  Pro- 
bation Officer? (Mr.  Payne):  Yes,  Sir. 

Very  occasionally,  if  there  are  exceptional 
circumstances  because  of  the  home  condi- 
tion of  the  offender,  then  by  mutual 
arrangement  between  the  two  Courts  con- 
cerned the  supervision  can  technically  be 
retained  by  the  Court  making  the  order, 

• so  that  the  Probation  Officer  there  can 
keep  in  direct  touch  with  the  home.  He 
has  a duty  anyway  to  do  that,  but  I think 
that  policy  is  sometimes  adopted  in  order 
to  relieve  the  Probation  Officer  who  happens 
to  be  in  the  petty  sessional  division  where 
the  mental  hospital  is. 

3755.  The  obvious  person  to  take  charge 
of  a patient  is  the  Probation  Officer  in  the 
area  where  the  patient  is  going  to  after  his 

discharge,  is  he  not? Yes,  Sir,  more  so 

perhaps  because  under  Section  4 of  the 
Criminal  Justice  Act,  if  the  patient  has 
gone  into  hospital  as  a special  require- 
ment under  that  Section  the  Probation 
Officer  in  the  petty  sessional  division  in 
which  the  mental  hospital  is  situated  is 
more  or  less  debarred  from  taking  any 
real  personal  hand  in  supervising,  which 
must  be  left  to  the  Medical  Superintendent, 
until  such  time  as  the  patient  is  discharged. 
Then  of  course  the  Probation  Officer  comes 
into  the  picture  again.  Section  4 of  the 
Criminal  Justice  Act  clearly  states  that  the 
Probation  Officer  must  leave  the  super- 
vision to  the  hospital,  quite  naturally,  white 
the  patient  is  in  hospital.  The  Probation 
Officer  in  the  petty  sessional  division  whose 
cases  are  patients  in  a mental  hospital, 
really  acts  more  in  the  nature  of  a liaison 
officer  between  the  home  court,  the  hos- 
pital and  the  home  Probation  Officer. 

3756.  (Chairman):  Are  we  ready  to  pass 
on  to  the  next  section,  paragraphs  6 to  8, 

“Remand  for  medical  examination”? 

(Mr.  Dawtry) : The  main  point  we  want  to 
emphasise  there,  Mr.  Chairman,  is  that  we 
wish  that  remand  for  medical  examination 
were  more  widely  used  than  it  is,  par- 
ticularly in  the  adult  courts.  We  have 
people  put  on  probation  or  dealt  with  by 
other  methods,  and  then  later  discover  the 
mental  condition  which  we  did  not  know 
anything  about. 


3757.  I suppose  the  difficulty  there  is  the 

shortage  of  remand  homes? It  is  partly. 

3758.  (Mr.  Jackson ):  What  is  the  diffi- 
culty you  refer  to  at  the  end  of  paragraph 
7?  One  says  from  the  Bench  that  the 
Probation  Officer  will  make  the  necessary 
arrangements ; I do  not  quite  appreciate 

what  it  involves  but  it  seems  to  work. 

(Miss  Wallis):  I think  it  is  the  accepted 
thing  that  the  Probation  Officer  as  the 
social  worker  in  the  courts  is  the  liaison 
officer  in  many  matters,  and  would  get  in 
touch  with  the  hospital.  He  knows  the 
defendant  and  is  able  to  keep  in  touch  with 
him  and  his  family,  and  may  also  be  able 
to  arrange  transport  and  deal  in  fact  with 
all  the  practical  details. 

3759.  I was  wondering  what  the  difficulty 
was  in  connection  with  your  reference  to 

alteration  in  the  Rules. (Mr.  Dawtry): 

We  suggest  the  making  of  a specific  Rule, 
because  if  the  Probation  Officer  were 
challenged  as  to  what  authority  he  has,  he 
has  none  according  to  the  Rules  which 
govern  his  duties.  There  have  been  cases, 
admittedly  very  rare,  of  the  hospital  or 
institution  feeling  that  the  approach  to  them 
should  be  by  another  doctor,  and  the  Proba- 
tion Officer  has  not  really  any  authority  in 
the  last  resort. 

3760.  Is  what  you  want  simply  a Rule 
saying  that  this  is  part  of  a Probation 

Officer’s  duty? Yes ; many  of  the  other 

duties  have  recently  had  to  be  incorporated. 

3761.  Such  as  after-care? Yes.  They 

have  all  as  you  know  been  made  into  a 
complete  set  of  Rules,  and  we  feel  that  it 
would  be  fairer  for  the  magistrates  and  the 
medical  officer  if  we  had  mat ; the  Proba- 
tion Officer  does  not  want  the  authority, 
he  just  wants  to  know  where  he  stands  in 
the  case. — (Mr.  Payne):  I might  perhaps 
add  this,  Sir,  that  a difficulty  can  arise  if 
there  is  too  good  a co-operation  between 
the  Probation  Officer  and  the  mental  health 
department  of  the  local  authority.  The 
mental  health  department  may  feel  that  it 
is  their  specific  duty  to  arrange  for 
admission ; even  though  it  is  on  bail  under 
Section  26,  from  the  hospital’s  point  of  view 
the  patient  is  there  as  a voluntary  patient 
and  the  mental  health  department  may  feel 
that  they  have  a duty.  If  the  Court  has 
told  the  Probation  Officer  to  arrange  for 
admission  you  may  find  that  two  people 
are  in  fact  running  around  trying  to  get  a 
vacancy  for  the  same  person.  I have  known 
that  to  happen. 

3762.  (Chairman):  Are  there  any  points 

on  paragraphs  9 and  10? (Mr.  Dawtry): 

This  I think  is  a matter  the  medical  pro- 
fession itself  is  rather  concerned  about,  my 
Lord.  We  have  had  cases  in  which  one 
institution  recommended  treatment  and 
when  the  treatment  has  been  entered  upon 
the  institution  accepting  the  patient  has  felt 
that  there  was  no  purpose  in  this  whatever. 
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and  has  discharged  him  within  two  or  three 
days.  We  then  have  a Probation  Order 
with  a condition  which  cannot  be  fulfilled, 
running  for  perhaps  two  years.  We  have 
evidence  with  us  of  a number  of  such 
cases.  We  think  it  better  if  possible  that 
the  examination  be  carried  out  in  the 
institution  to  which  the  patient,  it  is 
anticipated,  may  be  referred ; or  that  other- 
wise the  person  carrying  out  the  examina- 
tion should  be  the  person  to  make  the 
arrangements  for  treatment. 

3763.  This  involves  a good  deal  of 
guessing,  and  you  are  really  committing  the 

Court  in  advance? That  is  the  difficulty. 

We  cannot  commit  the  Court  in  advance ; 
that  is  why  we  have  to  leave  it  in  specu- 
lative terms,  because  the  Court  may  in  the 
end  decide  not  to  make  an  order. 

3764.  Do  you  feel  that  if  the  Court  had 

at  its  disposal  a panel  of  psychiatrists  in 
the  region,  which  would  include  the 
Superintendents  of  mental  hospitals  in  the 
region,  advice  could  be  given  to  the  Court 
more  rapidly  in  that  way,  than  having  the 
Probation  Officers  trying  to  find  the  appro- 
priate institution? ( Miss  Wallis):  Do 

you  mean,  my  Lord,  that  the  Court  would 
get  in  touch  directly  with  the  panel  of 
psychiatrists,  and  ask  the  panel  to  report 
at  once? 

3765.  (Mrs.  Adrian):  That  might  ensure 
that  in  a great  number  of  cases  at  any 
rate  the  psychiatrist  who  made  the 
examination  for  the  Court  would  be  the 
psychiatrist  in  charge  of  the  hospital  at 
which  the  patient  was  likely  to  be  treated. 
He  might  even  in  some  instances  be  the 
psychiatrist  who  is  going  to  undertake  the 
treatment,  and  he  would  then  be  able  to 
say  not  only,  “This 'is  a patient  who  is 
likely  to  benefit  by  treatment,”  but  also, 
“It  is  a patient  who  will  accept  treatment 
and  whom  I or  my  colleagues  are  willing 
to  treat.”  I do  not  know  what  would 
happen  if,  for  example,  a person  was  con- 
victed in  Reading,  seen  by  a psychiatrist  in 
Reading  and  then  committed  to  a mental 
hospital  at  the  place  of  his  residence,  and 
transferred  to  people  who  had  never  seen 
him  and  did  not  in  fact  agree  that  he  was 

a suitable  case  for  treatment. (Mr. 

Payne) : The  real  difficulty  probably  arises 
in  those  cases  where  the  remand  for  medi- 
cal examination  is  in  custody.  For  in- 
stance, Brighton  cases  remanded  for 
medical  examination  in  custody  come  to 
Brixton,  and  the  practice  at  the  moment 
is  that  the  Medical  Officer  attached  to  Brix- 
ton prison  carries  out  the  medical 
examination.  There  are  facilities  in  our 
local  remand  prison  at  Lewes  for  medical 
examinations,  but  those  are  usually  only 
undertaken  on  prisoners  Who  are  awaiting 
committal  to  Sessions  and  higher  courts. 
I think  that  is  applicable  to  other  parts 
of  the  country  also,  where  the  remand  in 


prison  is  carried  out  at  some  considerable 
distance  from  the  area  in  which  the  Court 
is  situated,  and  where  this  local  panel 
which  you  were  suggesting,  Sir,  might 
operate.  That  is  the  real  difficulty  in  this. 
— (Mr.  Dawtry):  If  we  could  avoid  that, 
your  suggestion  of  a local  panel  would  be 
one  we  should  welcome.  It  would  also 
cut  down  the  period  of  remand ; it  might 
easily  need  only  a week  instead  of  the 
present  three  weeks,  and  so  on. 

3766.  (Mrs.  Adrian):  If  a case  was  re- 
ferred to  the  local  prison,  for  example 
Lewes  prison,  is  it  not  within  the  power  of 
the  prison  to  call  in  a consultant  psychiat- 
rist from  the  Regional  Hospital  Board? 

It  is  within  their  power,  but  they  very 

rarely  do  it,  in  deference  to  the  medical 
officer  of  the  prison. 

3767.  (Mr.  Jackson):  The  point  is  that 

the  prison  service  was  built  up  a long 
time  ago,  and  there  is  no  correlation  what- 
soever with  the  Regional  Hospital  Board 
system.  It  depends  entirely  where  you  are. 
whether  you  have  a prison,  so  to  speak, 
round  the  corner,  which  can  be  con- 
veniently served  by  the  hospital  people,  or 
whether  you  have  to  go  a very  long  way 
with  a case.  With  the  position  now,  you 
may  have  to  send  a person  on  remand  a 
considerable  distance? Yes. 

3768.  (Chairman):  But  these  cases  of 
remand  in  custody  are  only  for  offences  of 
a relatively  serious  nature,  are  they  not? 

(Mr.  Payne):  No,  Sir,  the  nature  of 

the  offence  need  not  necessarily  enter  into 
it.  If  the  person  is  of  no  fixed  abode, 
that  may  well  be  the  objection  to  bail, 
and  that  may  be  the  fact  which  influences 
the  Bench  in  deciding  on  a remand  in  cus- 
tody. Again,  if  it  is  felt  that  the  demean- 
our of  the  defendant  in  court  is  such  that 
he  looks  as  though  he  may  need  some 
degree  of  control,  then  that  again  may 
influence  the  Bench  in  deciding  to  remand 
in  custody. 

3769.  (Dr.  Rees):  Do  you  ever  make 
use  of  Section  26  of  the  Magistrates’ 
Courts  Act,  sending  a patient  to  a mental 

hospital  for  examination  and  report?' 

(Mr.  Dawtry) : That  is  a much  better 
alternative  than  committing  to  prison,  but 
it  still  remains  the  fact  that  in  the  interests 
of  the  public  the  Bench  sometimes  feel  a 
prisoner  should  be  kept  in  quite  strict  cus- 
tody. Examination  by  a panel  outside  or 
in  an  appropriate  institution  is  better,  I 
think,  all  things  considered,  than  examina- 
tion in  prison. — (Miss  Wallis):  That  would 
also.  Sir,  if  I might  add,  ensure  that  the 
defendant  was  seen  by  the  psychiatrist  who 
was  most  likely  to  treat  him,  if  that  was 
the  course  the  Court  decided  to  undertake, 
because  he  would  go  to  the  institution 
which  was  nearest  and  most  convenient. 

3770.  (Chairman):  Is  there  anything  more 

on  paragraphs  11  to  13? (Mr.  Dawtry): 
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You  will  have  noticed,  Sir,  that  in  our  para- 
graph 11  we  do  strongly  emphasise  the  pre- 
ference for  having  the  examination  carried 
out  in  the  appropriate  institution. 

3771.  (Mrs.  Braddock ):  Do  you  think  a 

person  would  be  better  referred  to  one  of 
the  institutions  if  there  was  a question  of 
keeping  in  custody,  rather  than  remanding 
to  the  prison  authority? We  would  pre- 

fer that  at  any  time,  unless  there  is  a grave 
danger  of  them  escaping  or  being  violent ; 
there  are  exceptional  cases,  as  you  know. 

3772.  In  your  experience — this  may  be 
rather  an  awkward  question — have  you  ever 
found  that  this  Section  is  used  for  the 
purpose  of  letting  a person  know  what  it  is 
like  to  be  in  prison  for  a fortnight,  and 
perhaps  using  it  from  that  point  of  view 
rather  than  from  the  point  of  view  of 
obtaining  the  necessary  medical  information? 
— —{Mr.  Payne) : I think  one  cannot  answer 
that  without  being  highly  critical  of  the 
intentions  in  the  minds  of  the  Bench. — 
(Mr.  Daw  try) : I think  remand  for  the 
purpose  of  medical  examination  is  not  often 
used  for  the  purpose  you  suggest.  I am  not 
prepared  to  argue  about  the  ordinary  use  of 
remand  in  prison. 

3773.  (Chairman):  Paragraphs  14  to  18: 
in  the  second  paragraph  of  your  paragraph 
14,  we  note  your  interesting  suggestion  as 
to  an  amendment  to  the  order  in  cases  of 

this  kind. It  would  give  a little  more 

strength  to  the  situation  if  the  term  were 
quite  specifically  stated,  but  it  is  a paradox 
we  cannot  easily  resolve. 

3774.  Paragraph  15,  about  residential 
treatment:  you  suggest  the  provision  of 
evening  clinics ; are  there  any  such  clinics 
in  operation  now,  within  your  knowledge? 

(Mr.  Payne):  There  are  some  evening 

clinics.  Sir ; I think  mainly,  in  my  experi- 
ence, in  London — they  are  naturally  more 
accessible  there  than  elsewhere.  But  this  is 
a very  big  stumbling  block  for  the  Proba- 
tion Officer  in  assisting  the  person  on  proba- 
tion. If  he  is  required  by  the  terms  of  his 
probation  order  to  attend  the  clinic  for  out- 
patient treatment  and  if  that  can  only  be 
done  during  the  daytime  whilst  at  the  same 
time  one  wants  to  keep  him  in  a job,  it  is 
extremely  difficult  unless  you  have  a most 
sympathetic  employer  who  will  keep  giving 
him  time  off,  perhaps  every  week. — (Miss 
Wallis) : It  is  also  a very  big  difficulty  with 
regard  to  treatment,  and  one  reason,  I think, 
for  advocating  this  is  that  one  does  want  to 
keep  people  in  work ; many  people  we  deal 
with  do  find  it  difficult  sometimes  to  stay  in 
work,  and  they  are  reluctant  for  their  em- 
ployers to  know  that  there  is  any  private  or 
personal  difficulty. 

3775.  Is  this  sort  of  order  often  made  in 
rural  or  semi-rural  areas?  I must  not  refer 
to  Brighton  as  a rural  area,  but  is  there 


any  clinic,  evening  or  otherwise,  in  Brighton 

itself,  of  this  kind? (Mr.  Payne):  Yes, 

Sir. 

3776.  Attached  to  a local  general 

hospital? They  are  part  of  the  mental 

health  department,  but  the  consultant 
psychiatrists  attending  those  clinics  come 
from  the  local  regional  mental  hospital. 

3777.  It  is  a local  authority  clinic? It 

is  a local  authority  clinic,  Sir.  It  is  part  of 
the  mental  health  department  of  the  local 
authority. 

3778.  (Dr.  Rees):  But  I take  it  that  the 
doctors  who  hold  the  clinics  are  employed 
by  the  Regional  Board,  and  are  not 

appointed  by  the  local  authority? 1 could 

not  really  answer  that.  It  is  called  the 
Herbert  Home  Clinic,  and  I know  for  in- 
stance that  there  is  one  other  psychiatrist 
at  the  Herbert  Home  Clinic  who  is  not  now 
a consultant  at  the  local  hospital.  I under- 
stood they  were  in  fact  employed  by  the 
county  borough,  but  I would  not  like  to  be 
too  certain  about  that.  My  inpression 
is  that  it  is  a local  authority  clinic. 
— (Mr.  Dawtry) : I would  like  to 

say,  Sir,  that  our  evidence  about 

this  was  gathered  from  all  over  the 
country,  although  our  representatives  here 
happen  to  come  from  Brighton  and  Somer- 
set. I think  Miss  Wallis  would  say  there  is 
very  little  provision  in  Somerset.  We  have 
evidence  from  numbers  of  our  members  up 
and  down  the  country  that  an  evening  clinic 
would  be  very  helpful,  and  that  there  are 
very  few  ; where  they  are  in  existence  they 
are  very  helpful. 

3779.  (Mrs.  Braddock):  Have  the  Re- 
gional Boards  to  your  knowledge  been 

informed  of  this  necessity? 1 have  no 

idea. 

3780.  We  have  one  in  Liverpool. 

There  is  one  in  Liverpool  and  our  members 
say  how  useful  it  is. 

3781.  I understood  it  was  on  the  advice 
of  the  Ministry  of  Health  to  the  Regional 

Hospital  Boards. I am  very  glad  to  hear 

that.  Of  course,  we  realise  that  finding  the 
staff  and  the  time  is  a difficulty.  It  is 
easy  to  talk  about,  but  not'  so  easy  to  do. 
We  hope  the  idea  can  be  commended. 

3782.  (Chairman):  We  shall  certainly 

note  your  recommendations  in  paragraphs 
16  to  18  on  information  as  to  discharge 
being  given  to  the  Probation  Officer.  I 
am  surprised  that  you  find  that  that  does 

not  always  happen. We  have  cases  here 

with  us.  Sir,  which  we  can  quote  if  you 
want  them,  where  it  has  not  happened. — 
(Miss  Wallis):  I think,  Sir,  in  very  many 
cases  it  does  happen,  and  there  is  very 
good  co-operation  and  help  from  the 
Medical  Superintendents.  It  does  just 
occur  sometimes  that  the  probationer 
arrives  home  without  any  notification. — 
(Mr.  Dawtry):  In  paragraph  18  we  make 
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the  more  constructive  point  that  we  would 
find  it  helpful  if  the  Medical  Superintendent 
could  not  only  inform  us  that  the  patient 
is  discharged,  but  also  advise  us  on  what 
might  be  the  next  step  for  us  to  carry  out. 

3783.  In  paragraph  19,  I am  not  quite 
sure  that  I understand  this  sentence : “ We 
consider  that  qualified  social  workers  who 
have  considerable  knowledge  of  the  be- 
haviour of  an  individual  towards  whom 
they  have  some  responsibility,  and  whom 
they  regard  as  possibly  in  need  of  mental 
examination  or  treatment,  should  be  able 
to  refer  such  a person  directly  to  an  appro- 
priate consultant  or  clinic”.  Can  they  not 

do  so?; (Dr.  Rees):  You  mean  usually 

the  patient  has  to  come  through  the  family 

doctor? Yes,  through  the  general 

practitioner. 

3784.  (Mrs.  Adrian ):  In  many  cases 
would  not  the  social  worker  communicate 
with  the  family  doctor  and  say,  “ Have  you 
any  objection  to  my  referring  this  case 
directly?  ” Very  often  the  doctor  is  only 
too  glad  that  someone  has  been  able  to 

persuade  the  patient,  is  he  not? (Mr. 

Payne) : Yes.  There  usually  is  a very  good 
degree  of  co-operation  all  round,  and  all 
parties  interested  in  the  family  are  usually 
only  too  glad  that  the  Probation  Officer 
is  trying  to  take  a decisive  step  in  helping 
the  family.  But  in  one  case  known  to  us, 
a matrimonial  case,  a woman  came  to  see 
the  Probation  Officer  for  advice  concern- 
ing matrimonial  difficulties  ; she  had  been 
badly  beaten  by  her  husband,  she  was 
suffering  from  black  eyes  and  other  in- 
juries and  the  Probation  Officer  felt  that 
she  was  in  an  extremely  nervous  condition 
and  a near  hysterical  state.  She  disclosed 
that  she  had  in  fact  attended  an  out-patient 
clinic  of  a local  mental  hospital,  on  the 
advice  of  her  general  practitioner,  some 
time  recently.  The  Probation  Officer’s  view 
was  that  it  would  have  been  undesirable 
for  her  to  return  to  her  husband  that 
evening,  so  he  made  arrangements  for  her 
to  stay  with  a friend,  on  the  understanding 
that  he  would  contact  the  husband  and 
attempt  some  form  of  reconciliation.  At 
the  same  time  he  got  in  touch  with  the 
woman’s  family  doctor  and  said  that  in 
view  of  the  situation  he  felt  he  should  make 
arrangements,  if  the  doctor  agreed,  for  her 
to  enter  the  mental  hospital  immediately, 
because  she  was  in  such  a bad  state.  The 
general  practitioner  said  he  did  not  think 
she  was  as  bad  as  all  that,  and  it  would 
not  hurt  her  if  she  waited  until  her  next 
appointment  was  due.  In  fact  the  woman 
attempted  suicide  that  same  evening.  I 
do  not  think  the  officer  submitting  that 
case  to  us  wanted  in  any  way  to  be  critical 
of  the  doctor ; it  was  simply  that  he  was 
on  the  spot  and  the  doctor  may  well  not 
have  had  time,  with  his  other  calls,  to  make 
a specific  journey  to  see  this  particular 
patient  of  his,  and  quite  rightly  would  make 


his  assessment  on  the  last  time  he  saw 
the  patient,  and  what  he  had  known  of 
her  in  the  past  and  so  on.  If  the  Proba- 
tion Officer  could  have  got  in  touch  with 
the  mental  hospital  straight  away  he  would 
probably  have  got  her  into  hospital  im- 
mediately and  would  have  avoided  the 
attempted  suicide.  I think  that  is  typical 
of  many  cases,  and  that  is  the  difficulty 
we  are  up  against.  We  are  rather,  as  it 
were,  jammed  in  between  the  patient  and 
the  medical  practitioner. 

3785.  (Chairman):  I suppose  strictly 

speaking  the  Probation  Officer  in  that  case 
ought  to  have  referred  to  the  duly  authorised 
officer  and  asked  him  to  make  an  applica- 
tion?  Strictly  speaking,  Sir,  except  that 

the  patient  had  mentioned  about  her  general 
practitioner.  As  a matter  of  courtesy,  if 
nothing  else,  I think  one  would  get  in  touch 
with  him  ; then  if  his  opinion  differs  from 
that  of  the  Probation  Officer,  naturally  the 
Probation  Officer  must  accept  his  view. — 
(Mr.  Daw  try):  I would  not  want  to 
emphasise  this  either,  but  we  have  also 
evidence  of  the  duly  authorised  officer  being 
called  in  and  not  considering  action  appro- 
priate. I suppose  that  is  a risk  we  all  have 
to  take,  but  it  always  causes  delay  when  it 
seems  urgent  to  the  social  worker  that  some- 
thing should  be  done. 

3786.  Paragraphs  21  and  22,  After-Care 
Services.  The  commonest  recommendation 
made  to  us  under  this  heading  is  the  pro- 
vision of  hostels,  and  you  have  recom- 
mended the  provision  of  hostels ; but  of 
course  you  as  an  Association  know  full  well, 
as  other  witnesses  perhaps  do  not,  that  a 
hostel  is  among  the  most  difficult  institutions 
to  run  satisfactorily.  Are  you  really  quite 
satisfied  that  hostels  would  go  a long  way 

to  solve  the  difficulties? (Mr.  Payne): 

As  with  all  hostel  treatment,  Sir,  it  depends 
so  much  upon  the  selection  of  people  who 
are  admitted  or  recommended  for  hostel 
treatment.  I think  our  Association  would 
say  that  probation  hostels,  for  instance,  are 
very  successful  providing  the  selection  of 
people  sent  there  is  very  carefully  done.  Un- 
fortunately they  have  perhaps  been  a little 
used  as  dumping  grounds  for  cases  which 
have  been  difficult  to  dispose  of,  and^  I 
think  the  same  principle  would  apply  with 
regard  to  our  recommendations  here.  It 
would  have  to  be  dependent  upon  very  care- 
ful selection  of  those  cases  referred  as  being 
appropriate  for  hostel  treatment.  Hostel 
treatment  is  no  good  for  the  case  which  has 
been  badly  selected,  and  it  lets  the  whole 
system  down,  but  if  there  is  a careful 
selection  the  rate  of  success  can  be  very 
high. 

3787.  Who  do  you  think  should  be  the 
providing  authority,  the  local  health 

authority  or  who? With  regard  to  those. 

for  mental  defectives,  Sir,  we  would  agree 
with  the  suggestion  previously  put  before 
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you,  that  under  the  National  Health  Service 
Act  the  local  authority  has  power  to  pro- 
vide hostels  for  short-term  treatment  for 
mental  defectives.  In  one  or  two  areas 
apparently  that  has  been  done,  and  our 
members  from  those  particular  areas  speak 
most  highly  of  the  effectiveness  of  them  and 
the  desirability  of  there  being  a greater 
provision  of  them.  Officers  from  most  areas 
where  there  is  no  such  provision  cry  out 
loudly  for  them.-^(Miss  Wallis) : The 

hostels  referred  to  in  paragraph  25  would 
be  of  a different  type.  It  comes  within  the 
knowledge  of  the  women  officers  that  sub- 
normal women,  either  married  or  unmarried, 
with  families,  do  tend  to  drift  into  the 
county  welfare  homes,  and  without  some 
provision  for  keeping  their  families  together 
and  helping  them  to  look  after  them  there 
is  very  little  future  happiness  in  prospect  for 
these  women.  I think  it  is  felt  that  some 
kind  of  training  home  or  more  permanent 
home  or  hostel  where  they  could  go  with 
their  children — although  they  are  not  very 
capable  there  is  very  often  deep  affection 
between  them  and  their  children — would  be 
the  greatest  help  and  comfort  to  them,  and 
it  might  possibly  avoid  further  pregnancies. 

3788.  Do  you  know  of  any  colony  of  this 

kind? That  was  not  I think  what  was 

envisaged.  Sir.  In  a colony  the  mothers 
would  be  separated,  I take  it,  from  their 
children ; they  would  not  have  the  affection 
and  they  would  not  have  the  responsibility 
for  them. 

3789.  Do  you  know  of  any  institution  of 

this  kind? 1 do  not  know  of  any  per- 

manent institution,  Sir.  There  are  one  or 
two  hostels  where  mothers  can  go  and  take 
a few  children,  but  they  are  very  rare  and 
I think  they  are  more  for  the  brighter  type 
of  person,  not  for  the  border-line  defective, 
It  is  the  jbforder-line  defective  homeless 
person,  who  makes  casual  associations  with 
men,  with  whom  we  are  very  concerned 
under  this  paragraph.  There  is  the  point 
that  certification  might  be  considered  as  an 
alternative,  partly  because  there  is  no  other 
way  of  dealing  with  these  people,  which  we 
felt  would  be  undesirable. 

3790.  (Dr.  Thomas ):  Do  you  feel  that 
your  recommendation  that  they  should  be 
admitted  voluntarily  would  work  in  prac- 
tice? I notice  just  above  you  say  “ under 
firm  supervision.”  Do  you  feel  that  is 
the  kind  of  thing  which  people  who  are 

sub-normal  will  submit  to  voluntarily? 

I think,  Sir,  if  it  was  an  alternative  to 
remaining  without  hope  in  the  county  wel- 
fare home,  they  would.  One  would  hope 
that  these  hostels  would  be  organised  so 
that  they  might  have  some  measure  of 
family  life,  and  perhaps  even  go  out  to 
work,  and  it  would  keep  them  in  touch 
with  the  community.  One  would  hope  that 
that  would  be  their  attitude,  that  they 


would  co-operate,  and  while  they,  were 
there  some  worker  might  be  responsible 
for  looking  into  their  state  and  perhaps 
finding  a better  solution,  by  placing  them 
in  work  where  they  could  have  their 
children  and  thus  leave  the  hostel. 

3791.  (Chairman)-.  In  paragraph  26  you 

mention  Family  Service  Units.  What  is  a 
Family  Service  Unit?  Is  it  a voluntary 
organisation,  or  something  provided  by  a 
local  health  authority? It  is  a volun- 

tary organisation.  Sir.  It  is  a small  team 
of  workers,  and  I understand — I have  not 
any  practical  knowledge  of  them  myself — 
that  they  are  prepared  to  go  and  live  actu- 
ally in  the  homes  of  problem  families, 
or  at  any  rate  visit  them  daily  for  a period 
of  time  and  help  to  train  the  mothers  and 
fathers  in  methods  of  running  the  family. 

3792.  A unit,  I have  always  understood, 
is  any  number  of  persons  more  than  one. 
I have  heard  of  home  helps,  but  this  is 
not  another  name  for  home  helps? — —(Mr. 
Dawtry ) : It  is  a voluntary  organisation 
which  started  during  the  war  owing  to  the 
experiences  of  some  of  the  workers  in  the 
blitz,  and  there  are  a number  of  units 
now.  The  oldest-established  is  the  Liver- 
pool one,  there  are  others  in  Manchester, 
Leeds,  Bradford,  Stepney,  and  Islington, 
and  they  deal  with  the  difficult  problem 
families.  They  try  to  avoid  the  old  method 
of  breaking  up  a family,  by  doing  construc- 
tive work  with  the  family,  and  we  think 
that  sort  of  thing  might  be  very  helpful 
here.  In  fact  it  is  happening  here ; some 
of  the  families  they  are  dealing  with  are 
people  who  might  otherwise  be  regarded  as 
mentally  defective,  even  certifiable,  certainly 
border-line  people. 

3793.  (Mrs.  Braddock ):  They  do  not 
only  deal  with  mental  defectives ; they  deal 

with  problem  families  generally? Yes. 

We  only  suggested  that  defectives  might 
often  be  included  within  the  problem 
families ; the  units  are  dealing  with  all 
sorts  of  problem  families. 

3794.  (Chairman):  Paragraph  31,  on  the 

question  of  early  ascertainment.  Have  you 
any  views  on  where  in  the  educational  sys- 
tem early  ascertainment  breaks  down? 

(Mr.  Payne):  With  respect,  Sir,  I think,  the 
concern  of  our  members  throughout  the 
country  is  not  so  much  with  regard  to  the 
ability  or  otherwise  of  the  officers  who  are 
responsible  for  ascertaining — they  could 
probably  ascertain  many  more  cases  as 
being  educationally  sub-normal — as  with  the 
deplorable  lack  of  facilities  once  they  have 
been  ascertained.  There  is  no  point,  for 
instance,  in  a headmaster  or  a school 
fmedical  officer,  whoever  it  may  be,  ascer- 
taining that.  a person  is  in  need  of  special 
education,  if  there  are  no  such  facilities 
available,  and  that  affects  a large  part  of 
the  country.  I think  we  would  stress,  and 
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I think  my  colleagues  would  agree,  that 
it  is  the  lack  of  facilities  which  is  prob- 
ably the  difficulty  in  this  early  ascertain- 
ment. One  gets  so  many  county  secondary 
modern  schoolchildren  coming  through  the 
courts  who  are  in  fact  only  semi-literate, 
and  that  is  prevalent  throughout  the  coun- 
try, but  I do  not  think  one  would  say 
that  is  necessarily  a reflection  on  the 
ability  of  the  education  authorities  to  ascer- 
tain the  educationally  sub-normal  child.  It 
is  more  the  lack  of  facilities  to  deal  with 
them,  certainly  in  some  areas,  when  they 
have  been  ascertained.  In  fact  what  hap- 
pens is  that  the  schoolmaster  or  head- 
master or  somebody  has  to  make  arrange- 
ments for  these  children  simply  to  be  put  at 
the  back  of  the  class,  and  given  some  paint- 
ing or  something  else  to  do,  because  there 
just  is  no  special  school  or  special  class 
available. 

3795.  That  tends  to  be  particularly  the 

case  in  country  areas? (Mr.  Dawtry ): 

You  may  have  noticed  the  questions  in  the 
House  last  Thursday,  Sir,  revealing  that 
twenty  county  authorities  have  no  residen- 
tial facilities  and  twenty-one  county 
boroughs  have  no  day  facilities  for  treat- 
ing educationally  sub-normal  children,  and 
that  twenty-three  counties  and  twenty-six 
county  boroughs  have  no  child  guidance 
clinics.  All  we  can  really  do  is  to  point 
the  obvious  and  draw  further  attention  to 
that. 

3796.  (Mrs.  Adrian ) : Could  I ask  whether 
you  think  the  appointment  of  an  educa- 
tional psychologist  working  within  the 

education  system  is  a help? 1 am  sure 

it  is. 

3797.  Not  only  with  regard  to  the  ascer- 
tainment but  with  regard  to  providing 

remedial  teaching  at  an  early  stage? -I 

am  quite  sure  of  that. 

3798.  (Chairman):  You  referred  to  the 

county  secondary  schools? (Mr. 

Payne) : They  are  .county  secondary  schools 
in  Brighton,  Sir ; that  is  the  name  given  to 
secondary  schools  in  any  county  borough, 
that  is  what  I think  they  are  termed  under 
the  Education  Act. 

3799.  I should  have  thought  that  in  a 
borough,  where  the  secondary  modern 
school  tends  to  be  fairly  large,  you  would 
always  have  a “C”  or  “ D ” stream  in  the 

school. There  are  a number  of  streams, 

Sir,  but  one  gets  the  impression  sometimes 
that  the  child  must  be  in  the  “Z”  stream. 

3800.  But  you  are  fairly  well  provided 
with  special  school  facilities  in  Brighton, 

are  you  not? -We  have  a special  school, 

Sir. 

3801.  One? One,  Sir,  yes. — (Miss 

Wallis):  There  is  a long  waiting  list,  Sir, 
in  my  area.  If  a child  comes  before  the 
Court  and  is  subsequently  found  to  be 
educationally  sub-normal,  it  is  fairly  rare 


not  to  have  to  wait  some  considerable  time, 
especially  for  the  younger  children.  It  may 
be  a question  of  waiting  years,  and  in 
the  school  to  which  he  goes  there  may  not 
be  what  is  called  a progress  class ; those 
are  classes,  I think,  Sir,  run  by  specially 
qualified  teachers,  and  there  are  not  a great 
many  of  those  in  most  areas.  It  means 
that  for  some  little  time  the  child  stumbles 
along  as  best  it  can,  and  perhaps  gets  into 
further  trouble  before  it  can  go  to  the 
appropriate  educational  place.— -(Mr. 
Dawtry):  We  had  a recent  case  quoted  to 
us  of  a child  who  had  completed  a second- 
ary modern  education  and  came  before  the 
Court  at  the  age  of  16,  with  an  intelligence 
quotient  of  59.  She  had  somehow  got 
through  all  the  earlier  stages  without  ascer- 
tainment. We  just  wondered  how  it 
happened. 

3802.  Are  there  any  more  questions  from 

paragraph  31  to  the  end? The  point  we 

make  in  paragraph  36  is  a quite  small  one 
which  some  of  our  members  asked  us  to 
make ; that  it  is  possible  for  certification 
to  take  place  without  any  legal  representa- 
tion of  the  interested  parties. 

3803.  (Dr.  Rees):  What  is  the  advantage 

of  having  a legal  adviser  present  at  certifi- 
cation?  Mainly  the  comfort  of  the 

people  involved,  who  sometimes  leave  with 
the  feeling  that  something  has  been  done 
which  they  did  not  quite  understand,  or 
was  done  against  their  will,  and  they  were 
not  able  to  put  their  objections  properly. 

3804.  Is  it  for  the  comfort  of  the  patient 

or  the  comfort  of  the  relatives? -The 

family  feel  that  their  relatives  are  certified 
almost  as  though  they  are  going  to  prison, 
against  the  relatives’  better  judgment,  and 
that  they  should  have  a chance  at  least  to 
put  their  case  properly  and  see  that  the 
certification  is  carried  through  properly. 

3805.  Is  it  your  impression  that  many 
patients  are  certified  unnecessarily? — : — No, 
but  it  is  the  impression  of  some  of  the 
relatives. 

3806.  In  the  case  of  the  mentally  ill,  the 

relatives  can  discharge  the  patients  as  soon 
as  they  are  admitted  to  a mental  hospital, 
except  in  very  rare  instances  where  the 
patient  is  dangerous,  can  they  not? Yes. 

3807.  But  you  still  feel  it  would  be  an 

advantage  to  have  a solicitor? It  would 

be  more  satisfactory  to  them  if  they  felt 
they  had  been  properly  represented. 

3808.  (Chairman):  I am  not  sure  whether 

you  are  referring  to  the  mentally  ill  or  the 
mentally  defective  here? We  are  talk- 

ing mainly  about  the  certification  of  the 
mentally  defective. 

3809.  (Dr.  Rees):  But  when  a defective  is 

certified  the  parent  has  normally  to  give  his 
consent.  In  what  circumstances  is  he  riot 
there? He  is  there,  but  sometimes  quite 
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a lot  of  capital  is  made  out  of  this  by  other 
people  saying  that  it  is  too  easily  done ; I 
think  it  would  be  a protection  to  the  Courts 
if  there  were  legal  representatives  there.  It 
is  a point  put  by  some  of  our  members  that 
it  would  be  helpful ; they  have  seen  these 
tilings  going  on  in  court  and  have  met 
people  coming  away  feeling  that  the  matter 
has  been  dealt  with  rather  perfunctorily; 
it  is  really  an  attempt  to  meet  that  difficulty. 
It  is  not  actually  a relevant  point  for  the 
probation  service ; it  has  nothing  to  do 
with  our  officers,  but  they  have  seen  it  and 
drew  our  attention  to  it. 

3810.  (Mr.  Jackson):  Do  you  think  there 
are  an  appreciable  number  of  cases  where 
there  is  this  feeling  of  discontent  after- 
wards? Do  you  often  see  these  cases  when 

they  come  out  of  court?'; The  parents 

have  often  mentioned  this  feeling. — (Mr. 
Payne):  Occasionally  the  relatives  of  the 
patient  will  come  to  the  Probation  Officer 
after  the  court  and  say,  “What  happened? 

I did  not  understand  what  was  going  on  . 
It  is  not  that  they  are  not  told,  it  may  be 
that  they  themselves  have  not  a high  enough 
intelligence  to  grasp  what  was  happening. 
We  can  then  quite  naturally  only  refer  them 
to  the  mental  health  officer. 

3811.  From  the  point  of  view  of  the 
Bench,  it  may  be  a good  deal  easier  if  you 
could  be  sure  that  there  was  somebody 
whose  duty  it  was  to  see  that  his  client 

knew  what  was  happening? (Mr. 

Dawtry) : Exactly. — (Mr.  Payne) : I am  not 
quite  sure  about  this  point,  but  if  the 
parents  did  in  fact  wish  to  dispute  the 

(The  witnes 


petition  the  solicitor  might  well  advise  them 
to  call  medical  evidence  on  their  own  side;, 
which  the  parents  themselves  would 
probably  not  think  of  or  not  know  how  to 
set  about  doing. 

3812.  (Chairman):  We  have  had  that 

point  put  to  us  before.  Do  you  think  that 
the  resources  of  the  legal  profession  would 
be  adequate  if  every  parent  could  apply 
for  and  get  legal  aid  whenever  any  child 
was  going  to  be  certified  as  mentally  defec- 
tive and  sent  to  an  institution? (Mr. 

Dawtry) : The  Legal  Aid  Act  of  course 
has  a means  test,  so  to  speak.  It  would 
not  apply  to  every  parent,  only  to  parents 
who  could  not  afford  to  pay  their  own 
legal  representatives.  We  are  only  suggest- 
ing that  the  Act  be  made  available  within 
the  terms  of  the  Act,  which  is  for  people 
who  cannot  afford  to  obtain  proper 
representation. 

3813.  (Mr.  Jackson):  And  if  they  ask  for 

it? And  if  they  ask  for  it.  We  are  not 

saying  it  should  be  automatically  provided. 

3814.  (Chairman):  No,  but  anybody 

should  be  able  to  apply  for  legal  aid?- — 
Yes ; they  would  have  to  be  qualified  to 
receive  it. 

3815.  (Mrs.  Braddock):  Do  you  know  of 
any  cases  where  a solicitor  has  been  present, 
having  been  briefed  by  the  parents?  r 
Yes,  it  does  happen  sometimes. 

(Chairman):  Thank  you  very  much  ; we 
are  very  grateful  to  you  for  having  taken 
so  much  trouble  over  your  evidence. 

s withdrew .) 


Mr.  S.  G.  Hill  ( Vice-Chairman  of  the  Council  of  the  Institute ),  Mr.  T. 

Kelly  ( Member  of  the  Council  of  the  Institute),  Mr.  L.  G.  Clout  (Member  of  the 
Council  of  the  Institute),  Mr.  L.  White,  Mr.  S.  R.  Speller  (Secretary  and  Director 
of  Education  of  the  Institute),  Mr.  J.  F.  Milne,  M.C.  (Deputy  Secretary  of  the 
Institute),  on  behalf  of  the  Institute  of  Hospital  Administrators, 

called  and  examined. 


Memorandum  submitted  by  the  Institute  of  Hospital  Administrators 
INTRODUCTION 

1 The  Institute  of  Hospital  Administrators,  which  was  founded  in  1902,  includes 
in  its  membership  the  chief  non-medical  administrative  officers  of  most  hospitals 
and  hospital  groups  throughout  the  country,  including  mental  hospitals  and  mental 
deficiency  institutions.  Many  of  its  members  in  the  mental  hospital  service  had 
long  experience  before  the  appointed  day  as  Clerks  and  Stewards  of  mental  hospitals. 
Those  who  are  senior  non-medical  administrators  in  mental  hospitals  still,  generally, 
carry  out  the  work  of  “ Clerk  to  the  hospital  ” since  the  statutory  duties  remain 
though  the  office  has  ceased  to  exist.  Other  of  the  members  of  the  Institute  are 
chief  administrative  officers  of  general  hospitals  where  there  are  either  observation 
wards  or  psychiatric  units. 
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GENERAL  PRINCIPLES 

2.  The  principles  we  have  followed  in  formulating  the  suggestions  put  forward 
in  this  memorandum  may  be  summarised  as  follows  : — 

(a)  Mentally  ill  persons  are  patients  and  are  to  be  treated  with  the  same 

degree  of  consideration  as  other  sick  persons.  Consequently,  we  believe 
that,  so  far  as  is  practicable,  mentally  ill  persons  should  be  encouraged  to 
seek  treatment  as  voluntary  patients,  whether  as  in-patients  or  as  out- 
patients. 

( b ) Mental  defectives  should  be  regarded  in  the  same  light,  though  because  of 
the  nature  and  extent  of  their  mental  defect  and  of  the  early  age  at  which 
it  manifests  itself  the  possibility  of  treatment  as  voluntary  patients  is  more 
circumscribed. 

(c)  Mental  hospitals  are  hospitals : mental  deficiency  institutions,  too,  should,  so 

far  as  is  practicable,  be  regarded  as  hospitals  though  the  emphasis  of  their 
work  will  tend  to  be  on  training  rather  than  treatment.  To  pursue  the 
question  of  whether  training  is  treatment  would  serve  no  practical  purpose. 

(cl)  In  conformity  with  principles  (a)  and  (b)  above  and  with  the  principles  of 
Common  Law,  mental  patients  and  mental  defectives  should  be  con- 
strained to  accept  treatment  only  when  it  is  necessary  for  their  welfare 
or  for  the  safety  of  other  people — and  not  as  a matter  of  administrative 
convenience — and  apart  from  exceptional  cases  referred  to  in  this 
memorandum  the  liberty  of  the  subject  should  be  protected  by  the  necessity 
for  an  order  of  a judicial  authority. 

3.  There  is  one  other  general  observation  we  wish  to  make  as  a preliminary  to  our 
detailed  submissions.  Whilst  we  believe  that  the  law  relating  to  mental  illness  and 
mental  deficiency  and  the  administrative  machinery  could,  with  advantage,  be  tidied 
up  both  by  way  of  amendment  and  of  codification,  that  being  the  field  of  enquiry 
of  the  Royal  Commission,  we  feel  compelled  to  say  that  the  greatest  obstacle  to 
early  and  satisfactory  treatment  of  mental  illness  and  of  mental  deficiency  alike  is 
the  inadequacy  of  accommodation  both  in  mental  hospitals  and  in  mental  deficiency 
institutions.  There  is  a serious  degree  of  overcrowding  in  out-of-date  buildings. 
There  is  also  the  acute  problem  of  shortage  of  nursing  staff. 

4.  In  the  succeeding  sections  of  this  memorandum  we  shall  discuss  persons  suffer- 
ing from  mental  illness  and  mental  defectives  separately  because  the  problems  are 
somewhat  different.  Whether,  if  the  law  on  both  subjects  is  to  be  codified,  it 
should  be  in  a single  Act  divided  into  two  parts  or  in  two  separate  Acts  is  a 
question  which  does  not  seem  to  be  of  major  importance.  Our  own  inclination 
is  to  suggest  a single  Act  with  as  many  of  the  provisions  made  common  to  both 
mental  patients  and  mental  defectives  and  to  both  mental  hospitals  and  mental 
deficiency  institutions  as  possible. 

PERSONS  SUFFERING  FROM  MENTAL  ILLNESS 
Admission  to  mental  hospitals  generally 

5.  There  should  be  only  two  main  classes  of  admission  to  mental  hospitals,  the 
voluntary  procedure  and  a procedure  which  would  amount  to  certification, 
provision  for  a separate  category  of  temporary  patients  being  abolished.  We  also 
think  that  the  procedure  by  inquisition,  which  is  very  seldom  used,  should  be 
abolished  if  that  is  legally  practicable  and,  if  that  is  not  practicable,  should  be 
simplified.  We  are  under  the  impression  that  the  main  advantage  of  procedure  by 
inquisition  is  to  facilitate  dealing  under  foreign  law  with  the  property  of  patients 
who  have  substantial  assets  abroad.  We  would  hope  that  that  object  might  be 
achieved  by  simpler  means. 

6.  Our  suggestion  that  the  category  of  temporary  patients  under  Section  5 of 
the  Mental  Treatment  Act,  1930,  should  be  abolished  is  made  because,  if  the 
provisions  of  the  Section  are  strictly  complied  with,  the  procedure  is  practically 
unworkable.  We  refer  particularly  to  Sub-section  (12).  Moreover,  that  any  patient 
should  be  liable  to  be  detained  against  his  will  for  up  to  twelve  months  without  an 
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order  of  a judicial  authority  having  been  made  offends  against  a principle  we 
regard  as  basic,  viz.  that  constraint  of  a mental  patient  in  other  than  cases  of 
emergency  should  be  authorised  only  by  an  order  of  a judicial  authority. 

7.  Besides  the  two  main  classes  of  admission  to  a mental  hospital,  viz.  voluntary 
and  on  certification,  we  should  also  hope  to  see  retained  a procedure  on  the  lines 
of  present  Sections  20,  21  and  21 A of  the  Lunacy  Act,  1890,  to  which  we  shall 
refer  again. 

Certification 

8.  We  are  strongly  of  opinion  that,  as  at  present,  a judicial  authority  should  be 
responsible  for  making  any  order  for  the  compulsory  detention  of  a mental  patient, 
though  we  are  not  wedded  to  any  particular  form  of  words. 

9.  Whilst  we  should  like  to  see  anything  in  the  way  of  practical  improvement  in 
terminology,  such  as  finding  a term  to  describe  a patient  who  is  detained  which 
will  not  cause  pain  to  relatives  (e.g.  “ patient  under  order  ”),  we  are  of  opinion  that 
it  is  not  because  of  the  order  being  made  by  a judicial  authority  that  the  public 
shies  away  from  committal  of  a patient  to  a mental  hospital,  but  because  of  the 
detention : the  reaction  would  be  the  same  whether  it  was  a doctor  or  a magistrate 
who  made  the  order. 

10.  We  are  averse  to  transferring  from  the  judicial  authority  to  the  medical 
profession  the  duty  of  ordering  the  detention  of  a patient  not  only  because  of  the 
practical  need  to  safeguard  the  liberty  of  the  subject  but  because,  if  the  power  of 
detention  by  making  orders  were  transferred  to  the  medical  profession  and  there- 
after any  case  came  to  light  where  the  detention  was  not  clearly  justified,  there 
would  almost  certainly  be  a public  outcry  which  might  be  gravely  detrimental  to 
the  efficient  working  of  the  mental  health  and  hospital  service  in  the  interests  of 
the  patients  and  might  thereafter  militate  against  the  making  of  orders  on  those  cases 
in  which  orders  should  undoubtedly  be  made. 

11.  It  would  be  helpful  if  there  were  on  the  medical  certificate  on  the  basis  of 
which  a reception  order  is  made  or  continued  a standard  set  of  questions  devised 
in  consultation  with  the  medical  profession.  That  would  ensure  that  medical 
practitioners  completing  such  certificates  addressed  their  minds  clearly  to  the  issues 
and  that  judicial  and  other  authorities  responsible  for  considering  and  acting  on 
medical  reports  were  provided  with  adequate  material  on  which  to  make  their 
decisions.  It  would  of  course  be  for  the  practitioner  besides  answering  the  questions 
to  add  such  observations  as  he  considered  desirable. 

12.  Certification  should  be  discouraged  except  when  absolutely  necessary  and 
should  certainly  not  be  used  for  old  people  unless  proper  care  and  attention  can 
be  given  only  in  a mental  hospital.  The  difficulty  in  the  way  of  adopting  this 
suggestion  is  the  lack  of  accommodation  for  care  outside  mental  hospitals. 

Duration  of  orders 

13.  In  the  case  of  patients  other  than  voluntary  patients  the  order  should  be 
renewed  annually  by  a judicial  authority  who  should  have  the  advantage  of  a 
medical  report  from  the  psychiatrist  in  charge  of  the  case.  We  put  this  proposal 
forward  because  we  think  the  principle  should  be  fully  maintained  that  no  one  can 
be  detained  except  on  such  independent  judgment  being  exercised.  The  nearest 
relative  of  the  patient  should  be  informed  when  and  where  the  continuation  of  an 
order  is  to  be  considered,  and  given  opportunity  of  being  present  and  of  making 
such  representations  as  he  may  think  fit  before  a decision  is  reached. 

Emergency  admissions 

14.  Instead  of  a choice  of  procedures  under  Sections  11,  20,  21  and  21 A of  the 
Lunacy  Act,  1890,  there  should  be  a single  procedure  for  emergency  admissions. 
It  could  conveniently,  in  our  opinion,  consist  of  a three-day  order  for  the  removal 
of  the  patient  to  a hospital  designated  for  the  purpose  of  receiving  such  patients 
on  the  grounds  that  he  is  a danger  to  himself  or  others,  such  order  being  made 
on  the  initiative  of  a duly  authorized  officer,  or  of  a constable  or  of  a relative  of 
the  patient.  When  such  order  is  made  by  a relative  it  should  always  be  supported 
by  a medical  certificate  and  it  is  desirable  that  an  order  by  a duly  authorized  officer 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  INSTITUTE  OF  HOSPITAL  ADMINISTRATORS 


729 


should  be  similarly  supported.  It  should  be  possible,  as  at  present,  for  the 
psychiatrist  in  charge  of  the  patient  in  hospital  to  extend  a three-day  order  up  to 
a maximum  of  fourteen  days. 

15.  All  mental  hospitals,  as  well  as  such  other  hospitals  as  have  appropriate 
facilities,  should  be  designated  for  the  above  purpose. 

Qualification  of  justices  making  orders,  etc. 

16.  No  member  of  a Hospital  Management  Committee  or  a Justice  of  the  Peace 
should  be  allowed  to  sign  an  order  or  medical  certificate  in  connection  with 
admission  to  a hospital  controlled  by  a Committee  of  which  he  is  a member  or  an 
order  for  a patient’s  continuance  in  such  hospital  or  a medical  certificate  required 
in  support  of  such  order.  We  exclude  from  this  recommendation  the  extension  by 
the  psychiatrist  in  charge  of  the  patient  of  a three-day  order  up  to  the  maximum 
of  fourteen  days. 


Voluntary  patients 

17.  We  have  given  considerable  thought  to  the  vexed  question  of  the  undertaking 
to  give  72  hours’  notice  at  present  required  of  all  voluntary  patients.  We  think 
that  whether  this  is  desirable  or  not  should  be  decided  on  purely  medical  grounds 
and  not  as  a matter  of  administrative  convenience.  Consequently,  we  express  no 
opinion  on  whether  the  condition  should  be  retained  or  not.  If  it  is  retained,  then 
we  think  that  it  should  be  enforceable  and  that  if  there  are  any  doubts  about  the 
effect  of  existing  statutory  provisions  they  should  be  clarified. 

18.  On  the  general  subject  of  reclassification  of  voluntary  patients,  we  here  desire 
to  draw  attention  to  the  difficulties  created  by  the  provisions  of  Section  2 (3)  of  the 
Mental  Treatment  Act,  1930.  Whilst  we  recognise  that  some  provision  on  the  lines 
of  Sub-section  (3)  is  necessary  for  safeguarding  the  liberty  of  the  subject,  we  mink 
that  the  provisions  of  the  Sub-section  as  it  stands  are  too  narrow  and  suggest  that 
perhaps  the  substitution  of  three  months  for  twenty-eight  days  might  be  more 
satisfactory. 


Patients  on  probation  under  Section  4,  Criminal  Justice  Act 

19.  Offenders  who  are  in  mental  hospitals  as  voluntary  patients  under  Section  4 
of  the  Criminal  Justice  Act  sometimes  have  a disturbing  influence  on  other  patients, 
because  of  their  disregard  of  hospital  rules.  We  suggest  that  the  provision  or 
special  psychopathic  or  psychiatric  units  for  them  in  designated  mental  hospitals 
would  help  to  solve  the  problem.  We  also  suggest  that  the  probation  order  which 
directs  the  offender  to  become  a voluntary  patient,  should  stipulate  that  the  offender 
should  obey  hospital  rules  on  penalty  of  breaking  his  probation. 


Absence  of  mental  patients  on  leave 

20.  The  period  for  which  a patient  can  be  absent  from  a mental 
by  permission  of  the  Superintendent  without  formality  under  Section  275  (5)  of  the 
Lunacy  Act,  1890,  should  be  increased  from  four  to  twenty-eight  days. 


Transfer  of  mental  patients 

21.  It  is  desirable  that  there  should  be  greater  ease  of  temporary  transfer _ of 
patients  from  one  mental  hospital  to  another  for  special  treatmen and  ‘pro- 
vision should  also  be  made  for  transfer  to  general  and  other  hospitals  for garnet* 
in  case  of  need  without  recourse  to  leave  of  absence  procedure  the  present 
practice  of  granting  leave  of  absence  for  health  reasons  is  unnecessarily  cumbersome 
and  also  leaves  the®  receiving  hospital  without  that  right  of  control  over  the  patient 
which  may  be  essential. 

22.  We  suggest  that  all  such  temporary  transfers  should  be  on  the  written  order 
of  the  Superintendent,  without  notice  to  the  Board  of  Control  unless  the  period  of 
transfer  exceeds  three  months. 
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Notification  to  Board  of  Control — admission,  discharge,  death,  etc. 

23.  We  consider  that  in  general  the  present  system  of  notifying  the  Board  of 
Control  of  the  admission,  discharge,  death,  etc.,  of  patients  should  continue.  Nor 
would  we  regard  the  scrutiny  of  documents  at  hospital  level  as  an  adequate  substi- 
tute for  scrutiny  by  the  officers  of  the  Board  of  Control.  We  think,  however,  that 
it  would  be  reasonable  to  dispense  with  notices  in  respect  of  voluntary  patients. 
Also,  no  notice  should  be  necessary  if  a mental  patient  is  temporarily  transferred 
to  another  hospital  for  treatment  on  a written  order  of  the  Superintendent  as 
suggested  in  paragraph  22  supra,  always  provided  the  period  during  which  the 
patient  is  thus  temporarily  transferred  does  not  exceed  three  months.  If  it  does 
exceed  three  months,  the  circumstances  should  be  reported  to  the  Board  of  Control. 

24.  Notices  sent  to  the  Board  of  Control  should  contain  sufficient  information  to 
identify  the  patient.  The  first  form  relating  to  any  patient  should  contain  at  least 
name,  age  and  address  as  well  as  hospital  number.  Then  the  use  of  the  patient’s 
name  and  hospital  number  in  subsequent  notices  without  fuller  details  would  suffice. 

Residential  homes  for  senile  patients  and  for  others  no  longer  in  need  of  hospital 
treatment  but  unable  to  look  after  themselves 

25.  Owing  to  shortage  of  accommodation,  coupled  with  lack  of  clear  definition 
of  responsibility  as  between  hospital  authorities  and  the  local  health  authorities, 
senile  patients  frequently  have  to  be  certified  for  purely  administrative  reasons  before 
they  can  be  accommodated  and  some  other  mental  patients  no  longer  in  need  of 
hospital  treatment,  but  who  are  unable  to  look  after  themselves,  are  also  kept  in 
mental  hospitals.  We  feel  that  much  more  provision  ought  to  be  made  for  such 
persons  outside  mental  hospitals.  If  compulsion  has  to  be  exercised  over  them,  it 
should  not  be  by  way  of  certification  but  rather  under  provisions  analogous  to 
Section  47  of  the  National  Assistance  Act,  1948.  The  Section  could  not,  however, 
be  used  as  it  is,  being  too  restricted  in  its  ambit.  We  should  like  to  see  it  amended 
to  cover  the  classes  of  person  we  here  refer  to.  It  would  also  be  helpful  to  mental 
hospitals  and  to  other  public  hospitals  if  Section  47  could  be  amended  so  as  ta 
deal  with  the  patient  whom  the  hospital  authority  has  decided  should  be  discharged 
as  being  no  longer  in  need  of  hospital  treatment  but  who  either  has  nowhere  to  go, 
or  declines  to  make  arrangements  for  himself,  yet  who  cannot,  because  of  his 
physical  condition — maybe  infirmity — be  put  over  the  threshold  of  the  hospital  and 
left  to  fend  for  himself. 

Boarding  out — -Lunacy  Act,  1890,  Section  57 

26.  More  use  might  be  made  of  the  provisions  of  Section  57  of  the  Lunacy  Act, 
1890,  for  boarding  out  of  patients  with  relatives  or  friends  or  with  a voluntary 
organisation,  with  the  payment,  where  appropriate,  of  a maintenance  allowance.  The 
Hospital  Management  Committee  should  satisfy  itself  regularly  that  the  patient  is 
being  cared  for  properly  and  is  not  being  exploited.  It  is  desirable  that  no  member 
of  the  hospital  staff  should  be  eligible  to  receive  a maintenance  allowance  for  any 
patient  boarded  out  with  him,  unless  a near  relative. 

27.  It  is  desirable  that  the  provisions  of  Section  57  of  the  Act  of  1 890  should  be 
brought  to  the  attention  of  the  nearest  relative  when  a patient  is  admitted.  That 
information  could  most  conveniently  be  included  on  the  notice  which  is  now  given 
to  such  relative  concerning  visiting  (Section  47)  and  discharge  (Sections  72  and  79). 

Powers  of  discharge 

28.  It  would  make  for  simplicity  if,  in  addition  to  those  authorities  at  present 
authorised  to  discharge  a patient,  the  Medical  Superintendent  or,  maybe,  more 
appropriately  the  consultant  psychiatrist  in  charge  of  a particular  case  should  have 
the  right  of  discharge. 

Procedure  on  discharge 

29.  Whenever  a patient  is  discharged  otherwise  than  on  full  recovery,  there  should 
be  a duty  on  the  hospital  authority  to  communicate  with  the  local  health  authority 
for  the  area  to  which  he  is  going  on  discharge,  if  known.  We  are  also  attracted  to 
the  idea  of  communication  with  the  patient’s  general  practitioner,  as  is  the  custom  on 
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discharge  of  patients  who  have  been  suffering  from  other  than  mental  illness,  but 
it  must  be  appreciated  that  this  will  not  always  be  practicable.  If  the  patient  has 
been  in  a mental  hospital  for  any  length  of  time  or  is  not  going  back  to  the  area 
from  which  he  came,  he  will  probably  no  longer  have  a regular  general  practitioner. 
If  he  is  being  discharged  to  somebody’s  care  then  that  person  will  doubtless  be 
able  to  inform  the  hospital  of  the  name  of  the  doctor  who  should  be  written  to  ; 
but  if  the  patient  is  being  discharged  either  as  fully  recovered  or  as  no  longer  m 
need  of  care  he  will  be  choosing  his  own  doctor  after  discharge. 


Patients’  property 

30.  At  the  present  time  arrangements  for  safeguarding  the  property,  including  real 
property  and  choses  in  action,  of  patients,  other  than  voluntary  patients,  admitted  to 
mental  hospitals,  are  not  entirely  satisfactory.  There  is  a real  danger  of  loss  or 
deterioration  of  such  property.  Nor  is  there  any  clear  obligation  on  anyone  to 
move  for  the  appointment  of  a receiver.  In  order  to  avoid  any  such  loss,  and  also 
to  protect  the  patient’s  property,  if  need  be  even  against  the  patient’s  relatives,  it  is 
suggested  that  there  should  be  some  automatic  procedure  immediately  on  the  making 
of  an  order  for  admission  for  a responsible  officer  of  the  local  health  authority, 
such  as  the  social  welfare  officer,  to  look  after  the  patient’s  property  pending  the 
appointment  of  a receiver.  The  hospital  authority  should  be  under  the  duty  of 
giving  the  local  health  authority  promptly  any  relevant  information  about  the 
patient’s  financial  affairs  which  may  come  to  its  notice. 

31.  On  the  general  question  of  safeguarding  the  property  of  mental  patients  it 
may  be  necessary,  without  limiting  the  relatives’  right  to  seek  the  appointment  of  a 
receiver  etc.,  to  provide  for  automatic  responsibility  to  fall  on  the  officer  of  the 
appropriate  local  health  authority  to  act  as  receiver  unless  the  relatives,  the  nearest 
of  whom  should  be  notified,  decide  to  intervene  in  the  proceedings.  There  would 
appear  to  be  no  good  reason  why  the  appointment  of  a officer  of  the  local  health 
authority  should  not  be  automatic  unless  a relative  gives  notice  of  objection,  or 
unless,  having  regard  to  the  size  of  the  estate  or  other  circumstances,  the  Court 
considers  some  other  appointment  more  suitable. 

32  As  regards  the  question  of  appointment  of  a receiver  and  safeguarding 
property  the  voluntary  patient,  apart  from  anomalous  cases  mentioned  in  the  next 
paragraph,  comes  in  a class  by  himself.  It  would  certainly,  m our  view  be 
unsuitable  for  a local  health  authority  to  seek  powers  of  receivership  in  such  a 
case  and,  although  there  may  be  a very  real  need  for  a receiver  to  safeguard  the 
voluntary  patient’s  financial  and  material  interests  we  see  no  more  satisfactory 
solution  than  that  the  matter  should  be  left  in  the  hands  of  the  relatives. 

33  An  even  more  difficult  situation  arises  as  regards  persons  whose  mental 
deterioration  is  due  to  no  other  cause  than  old  age.  Whilst  it  is  better  that  some 
near  relative  with  a sense  of  responsibility  towards  the  patient  should  take  achon 
for  the  appointment  of  a receiver,  by  no  means  does  it  follow  that  in  all  cases 
relatives  will  regard  the  patient’s  welfare  as  paramount.  The  possibility  in  such 
circumstances  of  an  officer  of  the  local  health  authority  being  empowered  to  move 
for  the  appointment  of  a receiver  merits  consideration. 

Designation,  licensing,  etc. 

34.  The  responsibility  for  designating  hospitals  to  receive  mental  patirats  for 
observation  or  in  emergency  might  conveniently  be  transferred  from  the  Minister 
to  the  Regional  Hospital  Boards  and  Boards  of  Governors. 


Visitation  of  hospitals  _ 

35  The  duty  of  regular  visitation  by  Commissioners  or  Inspectors  of  the  Boar 

of  Control  is  an  important  one  and  should  remain.  It  is  m the  interests  of ^patiente 
generally  insofar  as  it  helps  in  maintaining  standards.  It  is  also  an  added  safeguard 
for  the  protection  of  the  individual  patient.  _ 

36  Any  other  authority  having  power  of  discharge  should  also i have  the  right 
of  visitation  and  of  inspection  of  documentary  authority  for  detention.  We  think 

there  should  continue  to  be  laid  down  minimum  visit ^iWitaCilS^ 
of  hospital  authorities  carrying  out  the  functions  of  the  old  Visiting  Committee  . 
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37.  It  seems  desirable,  too,  that  Regional  Hospital  Boards  should  be  given 
authority  to  visit  and  inspect  both  public  and  private  hospitals  in  their  regions, 
though  possibly  smaller  private  institutions  and  patients  in  single  care  might  better 
be  supervised  by  the  local  health  authority.  The  visitors  appointed  by  the  Regional 
Hospital  Board  should  also  pay  a minimum  number  of  visits  each  year  to  every 
hospital  in  their  area,  whether  those  visits  are  paid  by  members  or  by  officers 
designated  for  the  purpose.  Among  the  Regional  Board  visitors  should  be  included 
suitably  qualified  medical  practitioners : laymen  with  appropriate  experience  whether 
as  Justices  of  the  Peace  or  as  hospital  administrators  should  also  be  appointed. 


MENTAL  DEFECTIVES 
Classification  of  mental  defectives 

38.  The  four-fold  classification  provided  for  in  the  Mental  Deficiency  Act,  1913, 
into  idiots,  imbeciles,  feeble-minded  persons  and  moral  defectives  is  undoubtedly  the 
cause  of  pain  to  relatives  of  those  who  have  to  be  dealt  with  under  the  Act,  creates 
opposition  and  causes  resentment.  It  seems  to  us  that  for  the  purposes  of  the  Act, 
i.e.  for  dealing  with  a patient  by  way  of  sending  him  by  order  or  at  the  request 
of  parent  or  guardian  to  a mental  deficiency  institution,  the  classification  could  be 
much  simplified  by  being  divided,  say,  into  two  classes  only,  viz.  “ mental  defectives  ” 
and  “ high-grade  mental  defectives  ”,  thus  avoiding  the  particular  stigma  of  the 
older  terminology.  We  appreciate  that  the  terms  we  suggest  still  do  convey  the 
stigma  of  mental  deficiency,  though  with  less  crudity,  but  that  would  appear  to  us 
unavoidable. 

Institutional  care  as  last  resort 

39.  Although  the  idea  that  a mental  defective  should  be  sent  to  an  institution 
only  as  a last  resort  is  attractive,  we  think  that  that  point  of  view  can  be  over- 
stressed.  Not  only  may  institutional  care  be  the  best  thing  for  the  defective  himself, 
even  though  it  is  not  absolutely  necessary,  but  it  may  be  just  as  important  from  the 
point  of  view  of  the  mental  and  physical  health  and  happiness  of  the  family  from 
which  he  comes. 

Admission  to  mental  deficiency  hospitals,  certified  institutions  and  guardianship 

40.  Whilst  we  are  in  general  sympathy  with  the  proposal  of  the  Ministry  of  Health 
that  the  normal  mode  of  admission  of  a mental  defective  of  any  age  or  grade  to  a 
mental  deficiency  hospital  or  to  a certified  institution  or  for  placing  under  guardian- 
ship should  be  by  application  of  the  parent  or  guardian  on  the  recommendation  of 
two  doctors,  one  of  whom  had  been  approved  by  the  local  health  authority  for  the 
purpose,  we  think  that  there  is  much  to  be  said  for  the  Regional  Hospital  Board  for 
the  area  being  responsible  for  the  list  of  approved  medical  practitioners.  We 
also  think  that  it  is  important  that  the  alleged  defective  should  have  the  right,  if 
he  demands  it,  of  going  before  a judicial  authority  if  over  the  age  of  sixteen  years. 
Subject  to  that  safeguard  we  agree  that  an  order  of  a judicial  authority  should  be 
necessary  only  when  the  parents  are  unwilling  to  proceed  as  above. 

41.  If  the  above  procedure  is  adopted,  retention  of  patients  received  at  the  request 
of  the  parent  or  guardian  should  be  no  less  closely  scrutinized  and  scrutinized  at  no 
longer  intervals  than  detention  of  patients  received  on  the  order  of  a judicial 
authority. 

Transfer  of  patients  from  mental  deficiency  institutions  to  mental  hospitals  and  vice 
versa : transfer  to  other  hospitals 

42.  At  present  the  consent  of  the  Board  of  Control  has  to  be  obtained  to  a 
transfer.  There  is  need  for  a quick  procedure  for  effecting  the  temporary  transfer 
of  a patient  to  another  hospital  or  institution  for  the  purpose  of  physical  or  mental 
treatment  (as  for  mental  patients)  by  written  order  of  the  Superintendent.  These 
transfers  should  not  have  to  be  notified  to  the  Board  of  Control  unless  the  defective 
is  away  from  the  parent  institution  for  more  than  three  months. 
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Continuance  of  orders 

43.  Relatives  are  at  present  often  not  aware  that  an  order  is  about  to  be  continued 
and  find  out  only  after  the  event  that  the  patient  is  to  be  detained  for,  perhaps, 
another  five  years.  At  all  reviews,  which  we  think  should  take  place  annually,  and 
which  should  continue  to  be  carried  out  by  the  Visitors  appointed  by  the  justices, 
the  parent  or  guardian  should  be  present  if  he  wishes  and  should  be  allowed  to  ask 
questions  and  make  a statement.  Likewise,  the  defective  and  his  parent  or  guardian 
should  be  informed  of  their  right  to  be  present  and  also  to  have  the  defective 
examined  by  a duly  qualified  practitioner  of  their  choice  at  each  review. 

44.  At  present,  under  Section  11  (3)  of  the  Mental  Deficiency  Act,  1913,  when  a 
defective  reaches  the  age  of  twenty-one  a special  reconsideration  of  his  case  takes 
place.  If  the  Visitors  do  not  then  recommend  the  defective  for  discharge  he,  or 
his  parent  or  guardian,  may  within  fourteen  days  appeal  to  the  Board  of  Control. 
That  right  of  appeal  should  be  available  after  every  reconsideration  of  the  case, 
i.e.  not  only  at  twenty-one. 

Accommodation 

45.  There  is  extreme  need  for  more  accommodation  at  mental  deficiency  institu- 
tions. One  serious  effect  of  the  present  shortage  is  that  institutions  cannot  be  as 
selective  as  is  desirable  in  their  acceptance  of  patients,  nor  is  it  always  possible 
within  the  hospital  satisfactorily  to  segregate  patients  of  different  grades.  At 
present  it  sometimes  happens  that  a high-grade  defective,  because  there  is  no  suitable 
accommodation,  has  to  be  placed  in  a low-grade  villa  though  this  would  certainly 
be  to  his  detriment. 

Detention  in  a place  of  safety — time  limit 

46.  It  is  undesirable  that  removal  to  a place  of  safety  should  be  otherwise  than 
for  a strictly  limited  period  whilst  steps  are  taken  for  long-term  care  of  a defective, 
if  that  is  necessary.  We  suggest  that  the  normal  limit  of  time  should  be  twenty-one 
days  with  the  right  of  extension  by  a Justice  of  the  Peace  for  special  reason,  which 
should  be  stated,  up  to  forty-two  days  in  all. 


Patients  on  licence 

47.  There  should  be  better  provision  for  supervision  of  defectives  on  licence. 
Patients  may  often  be  scattered  far  away  from  the  hospital  from  which  they  are 
licensed.  The  supervision  of  the  patient  would,  perhaps,  by  arrangement  be  much 
more  easily  and  effectively  undertaken  by  health  visitors  of  the  local  health 
authorities.  There  is,  however,  the  difficulty  that  the  hospital,  as  the  law  stands  at 
present,  would  still  be  responsible  for  him.  Authority  should  be  given  for  transfer 
of  responsibility  to  the  local  health  authority  with  the  consent  of  that  authority. 
It  is  also  desirable  that  hospital  authorities  should  have  the  right  to  discharge  to  the 
supervision  of  the  local  health  authority  patients  who  are  not  fully  recovered  but 
are  judged  fit  to  live  in  the  community  with  a minimum  of  supervision. 

48.  When  a defective  is  being  considered  for  licence  the  views  of  the  relatives 
should  be  heard.  This  would  do  much  to  avoid  the  feeling  of  frustration  and 
misery  which  relatives  have  when  they  think  that  the  defective  is  being  dealt  with 
mistakenly  and  without  their  being  able  to  help  him. 

49.  At  the  present  time,  the  Hospital  Management  Committee  can  consider  the 
granting  of  a licence  only  on  the  recommendation  of  the  Superintendent.  Conse- 
quently, applications  for  licence  which  the  Superintendent  feels  unable  to  recommend 
do  not  ordinarily  reach  the  Committee.  This  can  be  a fruitful  source  of  misunder- 
standing and  complaints  are  sometimes  made  by  relatives  or  even  by  the  defective 
himself  We  think  that  the  Hospital  Management  Committee  should  have  the  right 
to  consider  and  decide  all  applications  for  licences  but  that  a decision  to  grant  a 
licence  contrary  to  the  recommendation  of  the  psychiatrist  in  charge  of  the  case 
should  become  effective  only  with  the  concurrence  of  the  Board  oi  Control. 

50.  The  Superintendent  should  have  power  to  grant  leave  of  absence  up  to 
twenty-eight  days  without  reference  to  the  Committee. 
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Visitors  and  visitation 

51.  The  present  system  of  appointment  of  Visitors  and  of  visitation  of  mental 
defectives  should  be  retained.  What  we  have  said  in  paragraphs  35-37  concerning 
visitation  of  mental  hospitals  is  also  applicable  to  mental  deficiency  institutions. 

Escapes 

52.  As  the  law  stands  at  present  a patient  who  escapes  from  a mental  hospital  is 
discharged  by  operation  of  law  if  he  is  not  retaken  within  fourteen  days.  There  is 
no  similar  provision  in  respect  of  mental  defectives  who  may  be  retaken  at  any  time 
during  the  currency  of  the  order  for  their  detention.  Whilst  we  think  that  the  case 
of  the  mental  defective  differs  substantially  from  that  of  the  mental  patient  and 
that  the  fourteen-day  period  laid  down  for  retaking  a mental  patient  without  further 
order  would  be  too  short  to  apply  to  a mental  defective,  we  nevertheless  think  that 
if  a mental  defective  has  succeeded  in  re-establishing  himself  in  the  community  for 
a considerable  time  he  should  not  be  subject  to  be  taken  back  to  a mental  deficiency 
institution  without  further  order.  We  therefore  suggest  that  for  mental  defectives 
the  period  after  which  a new  order  would  be  necessary  should  be  six  months. 

53.  Under  the  provisions  of  Section  85  of  the  Lunacy  Act,  1890,  a person  of 
unsound  mind  can  be  retaken,  inter  alia,  by  any  officer  or  servant  of  the  hospital 
or  by  any  person  authorised  in  writing  by  the  manager  (i.e.  the  Superintendent)  of 
the  hospital.  The  provisions  of  Section  42  of  the  Mental  Deficiency  Act,  1913,  are 
less  satisfactory  for  the  defective  may  be  “ apprehended  ” only  by  a constable  “ or 
by  the  managers  of  the  institution  or  by  any  person  authorised  by  them  in  writing  ”. 
Since  “ managers  ” here  means  the  governing  body,  as  distinguished  from  the 
manager  (or  Superintendent)  it  is  understood  that  this  limitation  sometimes  gives 
rise  to  difficulty  concerning  the  authority  of  an  officer  to  retake  a defective  even 
when  authorised  in  writing  by  the  Superintendent.  We  suggest  therefore  that  a 
form  of  words  more  on  the  lines  of  Section  85  of  the  Act  of  1890  should  be 
substituted. 

Escape  of  mental  defectives  to  and  from  Scotland  and  Northern  Ireland 

54.  It  would  help  if  reciprocal  arrangements  for  retaking  patients  could  cover 
the  whole  of  the  United  Kingdom. 

Visits  of  friends  and  relatives  to  defectives 

55.  The  rules  for  visits  to  defectives  by  relatives  and  friends  should  be  the  same 
as  for  visits  to  patients  in  general  hospitals,  i.e.  that  really  liberal  visiting  should 
be  encouraged  except  when  contrary  to  the  interests  of  the  patient.  It  is  important 
to  maintain  the  patient’s  contact  with  the  outside  world  both  for  his  welfare  whilst 
in  hospital  and  for  the  sake  of  making  his  return  to  normal  social  life  more 
practicable. 

Hostels 

56.  There  is  a great  need  for  more  hostels  to  bridge  the  gap  between  institutional 
care  and  full  licence,  and  for  other  hostels  for  patients  who  have  nowhere  suitable 
to  live  on  discharge.  This  latter  could  best  be  dealt  with  by  local  health  authorities 
under  Section  28  of  the  National  Health  Service  Act,  1946,  except  so  far  as  more 
appropriately  coming  within  their  functions  under  the  National  Assistance  Act, 
1948.  We  are  greatly  exercised  in  mind  lest,  through  inadequate  liaison  between 
the  hospital  and  local  health  services,  and  failure  to  appreciate  the  limits  of  their 
respective  responsibilities  patients  for  whom  this  type  of  care  after  discharge  is 
necessary  should  fail  to  have  their  needs  supplied. 

Certification  or  approval  of  private  institutions  etc. 

57.  We  think  that  the  responsibility  for  certifying  that  larger  private  institutions 
are  fit  for  reception  of  mental  defectives  would  be  better  performed  by  the  Regional 
Hospital  Board  than  by  the  local  health  authority.  Subject  to  that  reservation  we 
agree  with  the  view  expressed  by  the  Ministry  of  Health  that  local  health  authorities 
should  be  made  responsible  for  certifying  that  private  institutions  and  homes  are  fit 
places  for  the  reception  of  mental  defectives  and  for  giving  consent  to  reception  of 
small  numbers  of  patients. 
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BOARD  OF  CONTROL 

58.  We  regret  the  tendency  in  recent  years  for  the  Board  of  Control  to  become 
much  more  closely  identified  with  the  Ministry  of  Health  so  that  the  mental  health 
division  of  the  Ministry  and  the  Board  of  Control  are  virtually  indistinguishable. 
We  consider  the  Board  should  be  independent  of  the  Ministry  and  that  the  Commis- 
sioners, Inspectors  and  secretariat  should  be  exclusively  concerned  with  the  work 
of  the  Board.  Because  of  the  Board’s  proper  concern  with  the  liberty  of  the  subject 
and  the  confidence  its  oversight  of  the  conduct  of  mental  hospitals  and  mental 
deficiency  institutions  affords,  we  should  be  very  sorry  if  any  suggestion  to  cease 
the  appointment  of  Legal  Commissioners  were  adopted.  Finally,  as  regards  the  work 
of  the  Board,  we  think  that  the  old  system  of  visits  to  hospitals  and  institutions 
without  prior  notice  is  preferable  and  should  be  restored. 


Examination 

(Chairman):  Good  afternoon.  Would 

you  introduce  yourselves,  please,  gentle- 
men?  (Mr.  Hill):  On  my  left  are  Mr. 

L.  G.  Clout,  F.C.I.S.,  F.H.A.,  a member  of 
the  Council  of  the  Institute,  and  Secretary, 
Finance  and  Supplies  Officer  of  the  Cefn 
Coed  Hospital  Management  Committee,  and 
Mr.  T.  Fitzroy  Kelly,  F.H.A.,  is  a Member 
of  the  Council  of  the  Institute  and  Secre- 
tary of  Runwell  Hospital  Management 
Committee,  Essex.  On  my  right  are  Mr. 

S.  R.  Speller,  LL.B.,  Secretary  of  the 
Institure,  Mr.  J.  F.  Milne,  M.C.,  B.Sc., 
Deputy  Secretary  of  the  Institute  and  Mr. 
L.  White,  B.Sc.,  D.P.A.,  A.H.A.,  Secretary 
of  the  Royal  Earlswood  Group  Hospital 
Management  Committee.  My  name  is 
S.  G.  Hill,  I am  Vice-Chairman  of  the 
Council  of  the  Institute,  and  Secretary  of 
the  Northampton  and  District  Hospital 
Management  Committee. 

3816.  Thank  you  very  much.  Would  you 

like  to  say  anything  by  way  of  introduction 
before  we  start  going  through  your  memo- 
randum?  Thank  you,  my  Lord  Chair- 

man. I think  we  would  like  to  mention 
that  in  submitting  our  written  memorandum 
we  have  consciously  somewhat  narrowly 
interpreted  the  terms  of  reference.  We  have 
kept  as  closely  as  we  possibly  could  to 
the  terms  of  reference  which  were  laid 
down.  Secondly,  may  I say  that  we  have 
submitted  our  evidence  as  the  Institute  of 
Hospital  Administrators  rather  than  as 
wider  citizens  of  the  world.  However,  my 
Lord,  if  you  should  wish  us  to  elaborate 
our  memorandum  in  any  way  beyond  the 
terms  of  reference,  or  if  you  should  wish 
us  to  express  opinions  other  than  in  our 
professional  capacity,  we  would  be  only 
too  ready  to  do  that,  either  verbally  or  by 
the  submission  of  a further  written  memo- 
randum, if  you  so  wish. 

3817.  Perhaps  we  might  go  through  your 
memorandum.  Paragraph  2 lays  down 
principles.  Principles  are  things  which  are 
very  easy  to  argue  about  and  not  very  easy 
to  draw  conclusions  from  ; and  while  per- 
sonally I should  agree  with  your  principles, 


of  Witnesses 

I am  not  sure  I agree  with  your  conclu- 
sions. It  is  a matter  for  argument.  They 
are  very  clearly  stated.  Paragraph  3 states 
as  a fact  the  inadequacy  and  poverty  of 
the  accommodation. 

In  paragraph  5 you  want  to  confine 
admission  procedure  to  voluntary  admission 
and  admission  under  certification.  You 
want  to  abolish  altogether  Section  5 of  the 
Mental  Treatment  Act.  The  point  about 
procedure  by  inquisition  is  a smaller  one 
which  I do  not  think  need  delay  us. 

On  paragraph  8,  and  the  next  few  para- 
graphs, I should  like  to  ask  you  whether 
your  views  as  to  the  intervention  of  the 
magistrate  in  all  cases  at  the  beginning  of 
detention  of  a mentally  ill  person  are  based 
upon  your  experiences  as  hospital  adminis- 
trators, or  are  your  general  views  of  prin- 
ciple as  citizens  of  this  country? It 

might  be,  my  Lord,  a little  difficult  to 
disentangle  them.  I think  we  would  say 
that  primarily  we  are  speaking  as  hospital 
administrators,  as  persons  who  have  a high 
degree  of  responsibility  for  this  very 
serious  question  of  the  custody  of  a person. 
I think  our  own  personal  views  as  citizens 
as  to  the  fundamental  importance  of  the 
liberty  of  the  subject  might  somehow  enter 
into  this  ; but  by  and  large  we  are  dealing 
with  this  question,  as  with  all  others,  from 
our  position  as  hospital  administrators. 

3818.  Have  you  ever  had  evidence,  from 
your  own  experience,  that  Section  5 of  the 
Mental  Treatment  Act,  which  you.  say  in 
your  memorandum  is  unworkable,  is  more 
susceptible  than  other  procedures  to  mis- 
use and  abuse  by  interested  persons  who 
wish  to  get  their  relatives  confined  in  mental 

institutions? 1 would  not  be  sure,  my 

Lord,  that  that  is  quite  our  point.  We 
would  not  go  so  far  as  to  say  that  we  could 
adduce  evidence  of  even  one  single  case 
where  the  provisions  of  Section  5 had  been, 
shall  we  say,  maliciously  misused ; but  we 
would  say  that  Section  5 is:  (a)  not  very 
workable  or  practicable  as  applied  to  the 
general  field  of  mental  health ; and  (b) 
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while  it  remains  on  the  record  as  at  pre- 
sent, it  does  give  rise  to  the  possibility 
of  the  type  of  abuse  to  which  you  refer ; 
and  the  detention  can  be  for  quite  long 
periods  without  what  we  have  regarded  as 
a proper  safeguard,  that  is,  the  intervention 
of  a judicial  authority. 

3819.  Do  you  regard  the  intervention  of 
a judicial  authority,  as  it  is  now  practised, 

as  a valuable  safeguard  for  the  subject? 

We  do,  my  Lord. 

3820.  Do  you  think  that  the  amount  of 
attention  given  by  a magistrate  to  the 
merits  of  a case  is  a serious  safeguard 
against  errors  by  the  medical  profession? 
Against  errors?  Yes,  Sir,  we  do. 

3821.  But  you  say  this  more  in  the  nature 
of  a general  principle  than  based  on  any 

experience? Yes.— {Mr.  Speller ) : We  are 

informed  by  people  in  the  service  and  out- 
side that,  in  fact,  magistrates  do  sometimes 
refuse  to  make  orders,  notwithstanding  the 
medical  certificate  or  medical  advice.  That 
does  suggest  one  of  two  things ; either  the 
magistrate  is  himself  in  grave  error,  or 
the  doctors  have  made  a mistake. 

3822.  In  order  that  the  evidence  might 
be  of  value  you  would  have  to  know 
whether  the  magistrate  was  right  or  wrong, 

would  you  not? That  is  true.  Sir. 

That  is  the  point  to  be  looked  at. 

3823.  Have  you  ever  known  a case  where 
a Medical  Superintendent  and  a Hospital 
Management  Committee  were  on  the  point 
of  discharging  a patient  and  the  duly 
authorised  officer  who  had  originally 
brought  the  patient  to  the  hospital  happened 
to  arrive  with  a magistrate  in  connection 
with  another  case,  and  got  the  magistrate 
to  prevent  the  discharge  by  making  an 

order? (Mr.  Hill):  I must  ask  my 

colleagues  on  that  point. — (Mr.  Kelly) : No, 
Sir;  I think  not—  (Mr.  Clout):  It  con- 
ceivably could  happen,  Sir,  but  I do  not 
think  it  has  happened  very  often. — (Mr. 
Speller):  If  I could  come  back  for  a 
moment  to  the  point  of  the  unworkability 
of  Section  5,  Sir ; it  has  been  suggested 
to  us  by  our  colleagues  that  a very  small 
proportion  indeed  of  patients  are  at  present 
in  fact  detained  under  temporary  orders. 
I am  told  it  is  in  the  proportion  of  about 
350  out  of  120,000.  If  so.  Sir,  that  is  some 
evidence  that  the  Section  is  very  little  used, 
and  we  suggest  that  is  because  the  provi- 
sions of  the  Section  are  rather  unworkable. 

3824.  Apart  from  the  figures  which  you 
have  given,  it  is  common  ground  that  it  is 
little  used ; and  practically  every  other  wit- 
ness we  have  had  before  us  has,  for  that 
reason,  recommended  an  extension  of  Sec- 
tion 5,  while  you  recommend  its  abolition. 

(Mr.  Hill):  Could  I say  we  are  very 

clear  in  so  doing.  We  have  given  this  point 
very  serious  consideration.  We  realise  that 
one  obvious  alternative  suggestion  for  a 


provision  which  is  little  used  would  be  to 
put  it  in  such  a form  that  it  would  be 
more  widely  used.  We  have  given  serious 
consideration  to  that  alternative  ; and,  after 
that  serious  consideration,  we  have  reached 
the  conclusion  which  appears  in  this  memo- 
randum, that  it  should  be  abolished. 

3825.  (Dr.  Rees) : This  Section  is  used  for 
dealing  with  women  after  childbirth.  Do 
you  feel  that  such  women  should  not  be 
dealt  with  against  their  wishes,  unless  they 

are  certified? Generally  speaking,  we 

must  say  we  do  feel  that  nobody  should 
be  dealt  with — “ dealt  with  ” can  cover  a 
multitude  of  sins — against  their  wishes, 
without  the  intervention  of  a judicial 
authority. 

3826.  (Chairman) : Do  you  wish  that  these 
institutions  should  be  regarded  as  hospitals? 
Yes. 

3827.  Would  you  say  that  no  one  should 
be  admitted  to  a hospital  unwillingly  at  the 
request  of  his  family,  without  a judicial 
order  being  made? — - — So  far  as  I am 
aware,  my  Lord,  that  is  the  position. 

3828.  I do  not  suppose  that  any  family 
man  can  attain  middle  age  without  having 
to  insist  on  sending  some  of  his  family 

to  hospital  against  their  will? 1 think, 

my  Lord,  if  I may  speak  as  a general 
hospital  administrator,  this  is  in  fact  quite 
a point.  We  must  be  clear  that  nobody 
may  be  either  admitted  to  or  detained  in 
a general  hospital  against  their  will.  Their 
desire  to  be  discharged  may,  indeed,  be 
most  mistaken ; but,  if  they  so  insist,  they 
must  be  discharged.  Medical  exigency  can- 
not, in  general  hospitals,  over-ride  the 
liberty  of  the  subject,  however  mistaken  it 
may  be. 

3829.  Yes  ; but  you  say,  “ if  they  insist 
The  analogy  in  that  case  in  a mental 
hospital  could  be  that  if  they  insisted  on 
discharge  the  judicial  authority  should  then 
be  called  in.  It  is  your  proposition  that, 
in  principle,  the  judicial  authority  should 
always  be  called  in  initially  before  the 
patient — except  in  the  case  of  emergency — 
is  removed  to  hospital? — —May  we  except 
short  orders  under  Section  20,  to  which  we 
have  referred  particularly ; but  with  that 
exception,  that  is  our  principle. 

3830.  (Mrs.  Braddock):  What  you  really 
think  is  that  after  the  maximum  of  17  or 
21  days,  if  a person  for  his  own  good  has 
to  be  detained  the  judicial  authority  ought 
to  be  called  in ; and  you  think  that  would 
serve  the  purpose  of  taking  away  any  stigma 

of  certification? It  is  not  on  that  ground, 

my  Lord,  we  make  that  point.  We  are 
interested  in  the  taking  away  of  any  stigma, 
of  course.  It  is  on  this  ground  of  the 
liberty  of  the  subject  that  we  make  the 
point  of  the  judicial  authority. 
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3831.  (Chairman):  You  are  now  talking 
as  a political  scientist  and  not  as  a hospital 

administrator,  are  you  not? We  must 

leave  that  to  you,  Sir,  as  to  how  we  appear 
to  be  putting  our  points  forward. 

3832.  (Mr.  Jackson ):  If  that  period  were 
extended  and  one  had  a substantial  period 
during  which  detention  might  take  place 
without  certification,  as  a large  number  of 
people  are  discharged  fairly  soon,  would 
you  not  then  get  a larger  class  who  would 
not  be  certified  at  all?  Have  I made  that 
clear?- — -(Mr.  Speller):  I think  our  point 
on  this  is  simply  the  protection  of  the 
liberty  of  the  subject.  One  result  of  what 
we  have  suggested  would  undoubtedly  be 
that  some  more  people  would  be  certified  ; 
and  secondly  some  other  people  would 
probably  go  as  voluntary  patients.  How- 
ever, the  stigma  does  not  lie,  in  our  view, 
in  certification  ; it  lies  in  the  detention,  and 
it  is  a stigma  of  detention  as  a mental 
patient  that  we  are  anxious  about.  We 
do  not  think  the  stigma  lies  in  certification  ; 
that  is  why  we  do  not  centre  our  attention 
on  avoiding  certification.  We  think  that  if 
a person  is  to  be  detained,  the  stigma  will 
be  there  ; and  we  therefore  think  that  our 
first  consideration  must  be  this  question 
of  the  liberty  of  the  subject. — (Mr.  Kelly): 
On  this  question  of  stigma  in  relation  to 
certification,  it  always  seems  to  me  that  a 
much  greater  distinction  is  drawn  between 
certified  and  voluntary  patients  in  the 
mental  hospitals  themselves,  and  I some- 
times worry  about  it.  I am  not  sure  if 
we  are  doing  a good  service  in  attaching 
so  much  significance  to  the  two  different 
situations.  With  the  ordinary  member  of 
the  community  who  attaches  a stigma  to 
a mental  hospital  patient  or  an  ex-mental 
hospital  patient,  unhappily  I think,  the 
stigma  is  in  relation  to  the  stay  in  hospital. 
The  ordinary  member  of  the  community 
docs  not  seek  to  enquire  as  to  whether 
the  stay  has  been  as  a voluntary  patient  or 
a certified  patient. 

3833.  (Dr.  Rees):  Ts  that  how  the  patients 

themselves  feel  about  it? Some  patients, 

T think,  do  attach  some  importance  to  their 
voluntary  status.  That  is  probably  more 
so  with  the  patients  than  with  the  ordinary 
members  of  the  community. 

3834.  Have  you  ever  heard  a patient 

complain  that  he  had  been  certified  when 
he  was  quite  prepared  to  go  in  as  a volun- 
tary patient? 1 am  afraid  I have  not. 

3835.  Do  you  think  it  is  any  satisfaction 
to  a woman  who  has  recovered  from 
puerperal  psychosis  that  she  has  been  dealt 
with  as  a temporary  patient,  rather  than 

as  a certified  patient? 1 think,  provided 

the  stay  in  hospital  has  been  beneficial  to 
the  woman,  she  is  not  unduly  concerned  as 
to  what  her  status  was  in  the  hospital. 

3836.  That  is  your  experience? That 

is  my  experience.  - 


3837.  Have  you  seen  many  women  who 
have  suffered  from  puerperal  psychosis? 

1 have  seen  very  many  patients. — (Mr. 

Hill):  Could  I say  this?  If  there  is  a 
suggestion  that  this  provision  might  be 
limited  only  to  cases  of  peurperal  psychosis 
which,  I may  say,  as  a general  hospital 
administrator,  is  extremely  rare,  we  would 
feel  there  are  better  ways  of  dealing  with 
that  type  of  case.  Should  we  not  be  ab- 
solutely clear  that  we  are  talking  about  a 
tiny  minority  of  patients,  if  we  are  quoting 
peurperal  psychosis,  as  has  been  twice 
quoted?  It  occurs  in  only  a tiny  minority 
of  cases. 

3838.  But  l,-8  per  cent,  of  cases  ad- 
mitted to  mental  hospitals  come  in  on  a 

temporary  basis? (Mr.  Speller):  Not 

for  that  particular  purpose. 

3839.  Not  for  that  purpose;  but  1-8  per 
cent,  of  all  admissions  come  in  as  tem- 
porary patients  ; and  a very  high  propor- 
tion of  these  get  discharged  within  six 

months. (Mr.  Hill):  That  in  itself  is  not 

proof  that  those  patients  could  not  have 
been  dealt  with  in  some  better  way ; or 
that  the  provisions  of  Section  5 do  not 
contain  the  seeds  of  danger  to  which  we 
drew  attention. 

3840.  (Chairman):  Are  you  not  going  a 
little  too  far  when  you  say  that  the  stigma 
relates  entirely  to  the  fact  of  detention? 
Should  you  not  take  into  consideration  that 
the  terms  of  the  law  dealing  with  certifica- 
tion involve  a use  of  the  machinery  of  the 
law,  including  on  occasions  the  use  of  the 
police  to  assist  the  duly  authorised  officers 
and  so  on?  It  involves  a man  or  woman 
who  has  done  no  wrong  in  being  brought 
before  magistrates  and  receiving  what  to 
him  or  her  is  almost  indistinguishable  from 
a sentence.  Sould  not  those  who  talk  about 
the  liberty  of  the  subject  take  that  into 
consideration?  I just  put  that  to  you 
because  I suggest  that  we  are  talking  en- 
tirely in  terms  of  political  philosophy  and 
not  in  terms  of  your  experience,  in 
postulating  that  there  is  a serious  risk  of 
illicit  detention  in  hospital. — —Could  I 
comment,  Sir,  on  the  machinery  of  the  law 
which  you  quote,  particularly  with  regard 
to  your  mention  of  the  police?  Would  it 
not  be  fair  to  say  that  a lot  of  that  is  not 
attached  to  certification  as  such,  but  is 
attached  to  the  other  unfortunate  incidentals 
connected  with  the  removal  of  a patient 
to  a mental  hospital,  which  would  still  be 
present  irrespective  of  the  method  of  certi- 
fication? I think  it  is  only  fair  that  that 
should  be  mentioned. 

3841.  It  is  not  incidental  to  voluntary 

admission?: -It  is  not  present  now  for 

voluntary  admission ; but  it  is  certification 
that  we  are  rather  discussing,  and  temporary 
patients. 

3842.  Is  it  not  certification  which  gives 
rise  to  all  these  semi-legal  procedures?—— 
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We  do  not  see  it  in  that  way,  Sir,  with  re- 
spect—(Mr.  Speller ):  With  respect,  there 
is  one  point,  is  there  not?  If  a temporary 
patient  has  to  be  removed  to  hospital  he 
may  have  to  be  removed  against  his  will,  no 
less  than  a certified  patient,  and  you  do 
have  to  get  the  duly  authorised  officer,  or 
maybe  a policeman  to  help  remove  that 
patient.  That  is  where  that  outside  com- 
pulsion may  come  in. 

3843.  (Mrs.  Braddock ):  Are  you  actually 
saying  that  if  a person  has  to  be  detained, 
you  want  certification  from  the  judicial  point 
of  view  as  early  as  possible,  and  not  de- 
layed in  order  to  see  whether  he  recovers? 
That  is  broadly  our  point  of  view. 

(Chairman):  Have  any  of  my  colleagues 
any  questions  down  to  paragraph  26? 

3844.  (Dr.  Greenwood  Wilson ):  On  para- 
graph 20,  is  there  any  particular  reason  for 

the  number  of  days  chosen,  28  days? 

(Mr.  Hill):  No,  Sir;  there  is  no  particular 
magic  in  the  figure  of  28.  It  is  something 
about  that  period  we  have  had  in  mind.  We 
feel  quite  strongly  that  there  should  be  a 
substantial  increase  in  the  period. 

3845.  And  28  days  is  long  enough,  you 

think? 1 think  we  should  be  open  on  that 

point.  We  do  not  feel  strongly  ; we  just  felt 
that  a substantial  increase  was  necessary. 

3846.  (Chairman):  Have  you  considered 
your  paragraph  29  in  the  light  of  the  liberty 
of  the  subject?  No  patient  is  to  enter  a 
mental  hospital  without  the  order  of  . a 
judicial  authority;  and  then,  if  he  is  dis- 
charged as  relieved  and  no  longer  in  need  of 
further  hospital  treatment,  he  is  to  be  noti- 
fied to  the  local  health  department ; he  is 
to  be  under  community  care  and  supervision, 
and  is  always  to  have  a health  authority 

officer  tailing  him,  so  to  speak. W e draw, 

if  I may  say  so,  a rather  sharp  distinction 
between  forcible  detention  on  the  one  hand 
and  the  calling  into  being  of  support  and 
welfare  services  on  the  other  hand.  We 
would  not  think  that  any  of  this  suggestion 
was  encroaching  in  any  way  on  the  liberty 
of  the  subject,  and  it  is,  indeed,  intended  to 
help  him. 

3847.  (Dr.  Rees):  Is  it  possible  that  the 
patient  may  not  wish  the  local  health 
authority  to  know  that  he  has  been 
a certified  patient  in  a mental  hospital?-; — 
I think  that  is  a reasonable  point  of  view 
which  would  have  to  be  taken  into  account. 
— (Mr.  Speller):  I think  there  is  another 
point  here.  The  opening  words  of  this 
paragraph  are,  “ Whenever  a patient  is1  dis- 
charged otherwise  than  on  full  recovery 
. . This  refers  to  the  kind  of  patient 
you  might  conceivably  be  rather  unhappy 
about  discharging  unless  you  were  able  to 
see  that  he  had  some  after-care.  This 
suggestion  may  lead  to  the  patient’s  being 
a little  more  readily  discharged  than,  other- 
wise. We  are  not  saying  the  patient  is  fully 


recovered. — (Mr.  Clout):  If  that  patient  is 
not  fully  recovered  this  would  help  him  to 
get  some  sort  of  oversight  when  he  first 
leaves  hospital,  which  may  prevent  re- 
admission.  That,  I think,  is  quite  an  im- 
portant point. 

3848.  (Chairman):  You  realise  that  one 
of  the  conditions  which  is  felt  as  a grievance 
by  many  people  is  just  precisely  this  thing ; 
that  the  Government,  so  to  speak,  is  keep- 
ing its  eye  on  them,  and  that  they  arc  always 

in  danger  of  being  put  inside  again? 

(Mr.  Hill) : Yes,  Sir ; we  take  that  point. 
We  had  not  wished  to  give  any  impression 
that  we  want  a follow-up  system,  as  such. 
The  idea  is  entirely  to  help  the  patient  and 
to  be  unobstrusivc  rather  than  to  worry  the 
patient. 

3849.  I personally  am  inclined  to  take  the 
line  that  the  right  to  reasonable  privacy  is 
the  first  of  all  civil  liberties.  Of  course  that 

is  a matter  of  opinion. Wc  would  agree 

with  that. 

3850.  In  paragraph  30  you  deal  with 
patients’  property.  I am  not  sure  whether 
you  have  a definite  recommendation  there. 
You  recommend  some!  automatic  proce- 
dure to  look  after  the  patient’s  property 
pending  the  appointment  of  a receiver. 
What  description  of  patients  is  this  to 

apply  to? This  is  an  extremely  difficult 

section  to  deal  with,  Sir.  I am  sure  you 
will  have  met  it  previously,  and  I am  sure 
my  colleagues  will  be  able  to  give  you  one 
or  two  actual  examples.  I think  wc  are 
not  going  much  beyond  pointing  out  what 
I am  sure  you  already  know,  that  the 
present  situation  is  most  unsatisfactory. 
There  is  a serious  gap  here.  Wc  are  just 
suggesting  that  the  gap  should  be  closed  ; 
we  do  not  say  how  in  detail,  but  suggest 
a duty  upon  somebody  to  do  something 
quickly  in  some  circumstances,  which  does 
not  at  the  moment  exist. 

3851.  A patient  may  be  admitted  after 

certification  to  a hospital  for  observation, 
with  the  intention  of  sending  him  or  her 
as  a private  patient  to  a private  mental 
home  ; is  not  the  very  last  thing  you  want 
to  do  in  such  a case  to  freeze  his  assets 
so  that  he  cannot  get  into  a paying  in- 
stitution?  (Mr.  Speller):  Would  that 

necessarily  be  so?  It  depends  on  the  kind 
of  arrangements  that  were  made.  For 
example,  if  you  gave  this  officer  interim 
powers  as  receiver,  within  certain  limits, 
it  should  be  possible  for  him  to  release 
assets  for  the  patient’s  treatment. 

3852.  Do  you  know  whether  the  social 
welfare  officer  of  your  hospitals  or  the  hos- 
pital almoner  would  like  to  have  discretion 
to  deal  with  a patient’s  property,  for  which 
he  would  subsequently  be  , answerable  to 
the  Court  of  Protection?— —(Mr.  Hill) : 
It  is  the  local  health  authority  social  wel- 
fare officer  we  had  in  mind,  Sir.  I be- 
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lieve  he  would  be  the  quasi-statutory 
officer.  It  has  nothing  to  do  with  the 
hospital  officer ; it  is  not  the  hospital 
officer’s  job. 

3853.  My  question  would  apply  equally 

to  the  local  health  authority  officer.-; 

We  nevertheless  feel,  Sir,  there  is  a serious 
gap  here,  which  reacts  quite  seriously  upon 
the  interests  of  the  patients. — (Mr.  Speller ) : 
There  is  one  further  point  on  this,  Sir. 

It  would  obviously  not  be  for  us  to  go 
into  a lot  of  detail  about  what  other  people 
ought  to  do  ; but  the  kind  of  suggestion 
to  be  considered  might  be  whether  differ- 
ent provisions  should  be  made  for  the 
property  of  people  of  substantial  means 
and  for  others.  It  may  be,  if  the  relatives 
of  a wealthy  person  were  prepared  to  move 
immediately  to  appoint  a receiver,  having 
given  notice  to  that  effect,  it  would  be 
an  appropriate  thing  to  leave  things  alone. 
But  we  are  thinking  mainly  of  the  many 
people  of  moderate  means  whose  relatives 
might  not  move  quickly  in  the  ordinary 
way ; and,  incidentally,  some  of  these 
relatives,  unhappily,  might  dissipate  the 
assets. 

3854.  You  realise  how  things  may  go 
in  the  cases  of  people  who  are  of  very 
moderate  means?  A weekly  wage-earner, 
having  the  tenancy  of  a house  who  goes 
into  hospital,  obviously  temporarily,  may 
come  out  again  within  three  months.  It 
may  be  possible  to  prevent  the  termination 
of  the  tenancy  and  the  taking  away  of 
his  cottage.  If  you  insist  that  every  admis- 
sion to  hospital  should  proceed  by  way  of 
full  certification,  may  not  the  landlord  say, 

“ I have  no  earthly  reason  to  think  _ this 
man  will  ever  come  out ; he  is  a lunatic  ”? 

(Mr.  Hill) : I think,  indeed,  Sir,  this 

is  really  a question  of  how  far  we  have 
taken  the  point.  We  have  not  purported 
in  three  or  four  words  to  suggest  to  you 
a system ; we  have  merely  suggested  to 
you  a direction  in  which  we  think  a gap, 
which  is  at  the  moment  a very  serious 
gap,  might  be  filled.  We  realise  there  will 
be  difficulties  in  special  cases.  If  the 
Commission  should  at  any  time  feel  they 
would  like  more  detail  from  us  on  this 
point,  we  should  be  very  happy  to  supply 
it. 

3855.  But  you  do  not  think,  on  your 
present  information,  that  the  hospital  itself 
can  do  anything  towards  it?— — We  think 
it  would  be  rather  better,  Sir,  if  it  were 
done  by  an  officer  of  the  local  health  autho- 
rity ; and  although  it  is  not  for  us  to  sug- 
gest duties  for  other  officers,  we  have  in 
mind  an  officer  such  as  the  social  welfare 
officer,  who  does  quite  a lot  of  this  sort 
of  work  for  patients  of  his  own  under  the 
National  Assistance  Act,  and  also  in  con- 
nection with  old  people . under  the  Health 
Service.  We  think  he  could  do  this  sort  of 
thing,  if  he  would. 


3856.  {Mrs.  Braddock ):  There  is  an  obli- 

gation on  the  local  authority,  with  reference 
to  old  people  who  are  moved  either  to 
hospital  or  to  a hostel,  to  deal  with  their 
property.  Are  you  suggesting  that  the  same 
procedure  should  be  used,  or  a similar  pro- 
cedure?  A similar  procedure,  yes. 

3857.  (Chairman):  With  regard  to  para- 
graph 38,  do  you  attach  importance  to 
retaining  the  words  “ mental  defectives  ”? 

1 think  not,  Sir ; our  difficulty  was  to 

suggest  others.  Although  not  very  good, 
our  suggestions  were,  we  thought,  a little 
better  than  the  existing  terms.  If  some 
means  could  be  found  of  doing  without  the 
term  “mental  defective”  I am  sure  we 
should  be  quite  pleased. 

3858.  (Dr.  Thomas ):  Is  there  any  reason 
why  they  should  be  divided  into  two 

classes? (Mr.  White):  No,  my  Lord;  I 

think  there  was  no  particular  intention  to 
divide  them  into  two  classes.  We  rather 
felt  that  the  older  terminology  was  not 
good,  and  it  was  an  indication  that  we 
thought  an  improvement  might  be  made. 
This  was  merely  a suggestion.  I do  not 
think  we  are  wedded  to  those  words  at  all. 

3859.  (Chairman):  In  paragraph  40  you 
imply  that  the  normal  method  of  admission 
should  be  without  judicial  procedure  in  the 
case  of  mental  defectives,  and  you  go  on  to 
say  that  it  is  important  that  the  alleged 
defective  should  have  the  right,  if  he  de- 
mands it,  of  going  before  a judicial  autho- 
rity if  over  the  age  of  16  years.  I pre- 
sume you  mean  that  as  soon  as  he  becomes 
16  he  should  be  able  to  appeal.  Why  do 
you  think  that  is  not  a sufficient  safeguard 

in  the  case  of  the  mentally  ill? Here 

there  is  the  question  of  consent — either  the 
consent  of  the  parents  who  can  reasonably 
be  regarded  as  having  the  interest  of  the 
defective  at  heart,  or  the  appeal  to  a judicial 
authority  if  the  defective  is  of  age  himself 
and  wishes  to  protest  in  his  own  case.  It 
is  on  that  ground.  Sir,  we  suggest  that  the 
necessity  in  all  cases  for  judicial  process  is 
not  relevant  where  there  is  a consent  in  the 
background.— (Mr.  Speller):  In  making  the 
distinction  between  the  two  classes  we  had 
in  mind  that  the  mental  patient  was  ordi- 
narily someone  who,  shall  we  say,  was 
prima  facie  sane  until  he  was  proved  other- 
wise ; we  did  not  think  anyone  should  be 
compelled  to  go  into  a mental  hospital,  to 
be  found  to  be  insane,  without  judicial 
order.  But  in  the  case  of  the  mental  defec- 
tive we  are  dealing  with  someone  who,  by 
definition,  is  mentally  undeveloped  owing 
to  some  defect  in  his  make-up,  and  not 
with  someone  who  was  formerly  sane.  I 
think  that  led  us  into  the  position  where 
we  felt  that  if  we  demanded  certification  of 
defectives  at  the  beginning  we  were  doing 
so  purely  for  doctrinaire  reasons,  and  we 
thought  we  ought,  at  the  expense  of  a little 
logic,  to  be  practical  about  this  question 
of  mental  defectives. 
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3860.  The  congenital  mental  defective 

needs  less  protection  than  the  sick? 

That  is  the  dilemma. 

3861.  Does  the  congenital  cripple  need 
less  protection  that  the  man  who  has  been 

crippled  by  an  accident? That  is  the 

logical  dilemma. — (Mr.  Hill):  We  have  not 
gone  so  far  as  saying  we  are  implying  that. 
I think  what  we  have  said,  as  we  have 
already  mentioned  in  our  evidence,  is  that 
there  is  this  question  of  consent  in  the  back- 
ground, and  surely  consent  from  the  patient, 
or  consent  from  the  relatives  if  it  is  forth- 
coming, means  that  one  does  not  need  a 
judicial  test. 

3862.  It  has  been  put  to  us  that  it  should 

be  the  other  way  round ; that  the  mental 
defective’s  time  in  the  institution  is  likely 
to  be  so  very  much  more  prolonged  that 
there  should  be  more  care  taken  to  get 
judicial  authority,  as  compared  with  the 
mentally  ill  person. We  are  not  suggest- 

ing this  implies  any  lack  of  care.  Sir.  We 
would  not  accept  that  implication. 

3863.  (Dr.  Thomas ):  Would  you  give  the 

reasons  why  you  suggested  in  paragraph  40 
that  the  Regional  Hospital  Board  for  the 
area  would  be  the  most  suitable  body  to 
prepare  a list  of  approved  medical  practi- 
tioners?  The  reason  is  that  we  felt  the 

Regional  Hospital  Board,  as  the  employer 
of  most  of  the  specialists,  would  be  in  a 
better  position  probably  than  any  other 
authority  or  body  to  know  those  best 
qualified. — (Mr.  White):  That  is  so,  my 
Lord.  As  the  Regional  Hospital  Board  has 
these  people  at  its  disposal,  we  felt  it  was 
better  able  to  judge  their  capacity  as 
certifying  officers. 

3864.  In  paragraph  43  you  say  the  parent 
should  be  informed  of  his  right  to  be  present 
and  to  have  the  defective  examined  by  a 
duly  qualified  practitioner  of  his  choice  at 
each  review.  How  would  you  relate  that 
to  this  suggestion  that  you  should  have 

specialists  for  certification? (Mr.  Hill): 

This  is  the  safeguard  working  the  other 
way.  Obviously  there  must  be  specialists 
for  certification.  This  is,  if  you  like,  the 
appeal,  where  we  are  merely  saying  that  the 
appellant  shall  at  least  be  given  the  chance 
of  a best  friend  or  professional  representa- 
tive, if  he  likes  to  nominate  one — at  least 
it  will  make  him  feel  better.  He  will  feel 
that  everything  is  being  done,  and  it  would 
uncover  any  possibility  of  error  or  mistake. 
We  feel  that  is  the  best  proposal  we  can 
suggest. — (Mr.  Milne):  Another  point  is 
that  the  phrase  is  “ duly  qualified  prac- 
titioner”. I do  not  think  that  contradicts 
our  suggestion  of  having  approved  medical 
practitioners  in  paragraph  40  and  a quali- 
fied practitioner  here.  I think  the  intention 
is>  that  they  will  both  be  qualified  from 
the  psychiatric  point  of  view. 

3865.  You  did  mean  psychiatrically 

qualified  persons? Yes. 


3866.  (Sir  Cecil  Oakes):  Did  you  intend 

that  the  practitioner,  on  behalf  of  the  defec- 
tive, should  be  present  at  the  same  time  as 
the  defective  is  examined  by  those  in  autho- 
rity?  (Mr.  Hill):  I could  not  be  sure  we 

have  sufficiently  thought  that  out.  I think 
we  have  not  probably  said  one  way  or 
another.  We  have  not  given  sufficient 
regard  to  the  point. 

3867.  (Chairman):  With  regard  to  para- 
graph 44,  has  not  the  defective  a right  of 
appeal  to  the  Board  of  Control,  at  any 

time? (Mr.  Speller):  I think  the  real 

point  is  that  special  consideration  is  given 
at  age  21,  and  when  there  are  subsequent 
continuation  orders  there  is  also  special 
consideration  given.  One  cannot  really 
imagine  that  a defective  is  prevented  from 
communicating  with  the  Board  of  Control 
at  any  time ; but  one  docs  not  really 
seriously  think  that  every  time  a mental 
defective  addresses  a communication  to  the 
Board  of  Control  he  has  the  same  kind  of 
machinery  set  in  operation  as  when  a con- 
tinuation order  is  being  made.  Our  point 
here  is  that  we  think  on  these  occasions 
there  should ' be  the  same  right  of  repre- 
sentation on  every  continuation  order  as  on 
the  one  at  age  21. 

3868.  On  any  continuation  order  at  any 
time,  may  not  the  defective  or  his  parents 

appeal  to  the  Board  of  Control? (Mr. 

Hill):  I think.  Sir,  it  is  only  in  respect  of 
a re-examination  at  the  age  of  21  where 
there  is  a statutory  obligation  to  inform 
the  parent  or.  guardian  and  the  defective 
that  the  examination  is  to  take  place,  and 
that  they  have  a right  of  appeal.  I think 
in  other  examinations  this  procedure  need 
not  be  gone  through. 

3869. 1 am  rather  surprised  that  you  make 
no  recommendations  as  to  discharge  from 

mental  deficiency  hospitals. 1 think  that 

even  if  we  do  not  in  fact  have  a paragraph 
entitled  “ discharge  ” the  thoughts  contained 
in  our  recommendations  arc  headed  towards 
that  desirable  end. 

3870.  But  who,  in  your  view  is  to  have 

the  power  of  discharge? (Mr.  White): 

We  recommend  the  retention  of  the  Board 
of  Control,  and  they  would  have  the  same 
power  of  discharge  as  they  have  now,  on 
the  initiation  of  the  Hospital  Management 
Committee. 

3871.  There  would  be  no  difference  ; the 
Board  of  Control  alone  should  have  the 

power  of  discharging  mental  defectives? 

That  is  our  inference ; yes,  Sir. 

3872.  What  are  the  grounds  for  that? 

(Mr.  Hill):  I think,  Sir,  if  beyond  the  very 
superficial  statement  already  given  you  want 
a rather  more  detailed  view  on  this,  T think 
we  would  rather  consider  it  and  submit  a 
paper.  I agree  it  is  a matter  of  some  im- 
portance ; I think  it  might  even  be  sug- 
gested we  have  not  given  it  quite  the  space 
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we  ought  in  our  memorandum.  I think  we 
would  be  very  happy  to  submit  a paper 
on  that. 


that  it  should  be  as  wide  as  can  reasonably 
be  brought  about. 


3873.  If  there  is  anything  you  want  to  say 
on  the  subject,  as  to  whether  discharge 
should  be  in  the  hands  of  the  Board  of 
Control,  or  the  Medical  Superintendent,  the 
Hospital  Management  Committee,  or  the 
Regional  Hospital  Board  we  should  be  glad 
to  have  it. 1 think,  Sir,  subject  to  any- 

thing any  of  my  colleagues  would  like  to 
add,  we  might  say  we  think  the  Board 
of  Control  should  be  retained  much  as  it 
is  at  the  moment,  and  I think  it  should 
have  the  power  of  discharge,  and  the 
Hospital  Management  Committee  also.  I 
think  it  would  be  only  fair  to  say  that  dis- 
charge by  the  Medical  Superintendent  is 
something  to  which  we  have  not  given  very 
close  consideration. 


3874.  Does  it  not  strike  you  as  rather 
odd  that  no  inmate  of  a mental  deficiency 
institution  may  be  discharged  except  by  the 
central  authority? 1 must  say  it  is  cer- 

tainly somewhat  contrary  to  the  general 
spirit  and  atmosphere  of  our  evidence  before 
this  Commission.  I think  we  might  say 
generally,  Sir,  that  we  think  there  should 
be  the  widest  possible  facilities  for  dis- 
charge ; but  I am  afraid,  perhaps  wrongly, 
we  have  not  given  detailed  consideration  to 
the  machinery  or  mechanism,  but  I think 
we  would  like  that  sentiment  to  go  on  the 
record. 


3875.  (Mr.  Jackson ):  Surely  the  provisions 
for  discharge  would  have  a vital  effect  on 
the  procedure  for  putting  a person  in?  You 
may  tolerate,  perhaps,  an.  easier  way  ot 
putting  a person  into  an  institution  when 
the  methods  of  discharge  are  various  and 
not  too  difficult.  Can  you  really  separate 

the  two? 1 think  yes.  Sir,  really  you  can. 

It  is  an  argument  which  has  applied  with 
very  great  force  to  the  question  of  marriage 
and  divorce.  I think  there  is  a distinction 
between  the  putting  of  a person  into  a 
hospital,  ensuring  that  he  goes  in  undei 
proper  safeguards,  and  the  mechanism  by 
which  he  gets  out.  I am  not  going  to  say 
they  are  unrelated  ; but  I think  they  can 
be  dealt  with  separately.  I do  not  think 
they  are  inseparable  by  any  means. 


3877.  ( Chairman ) : We  now  come  to  para- 
graph 58  on  the  Board  of  Control.  Do  I 
understand  that  you  want  the  Board  of 
Control  to  be  detached  from  the  Ministry 
and  have  no  further  responsibility  for 
inspecting  mental  hospitals  as  hospitals,  or 
advising  the  Minister  on  his  policy  in  regard 
to  mental  health?  . That  they  should  be 
exclusively  a committee,  so  to  speak,  for 
the  protection  of  the  liberties  of  the  sub- 
ject?  Those  are  not  quite  our  words. 

We  do  think  they  should  be  detached  from 
the  Ministry.  We  do  not  feel  that  they 
should  be  in  the  pay  of  the  Ministry  m any 
way.  We  feel  that  they  should  be  inde- 
pendent to  that  extent.  We  feel  their 
powers  and  duties  should  be  very  largely 
concerned  with  the  protection  of  the  liberty 
of  the  subject  as  such.  I think  that  is  more 
or  less  consistent  with  the  words  you  used, 
Sir.  We  have  actually  put  down  here  more 
or  less  in  detail  how  we  think  they  should 
stand. — (Mr.  Milne):  We  are  not  only  con- 
cerned here  with  the  liberty  of  the  subject, 
but  also  with  the  welfare  of  the  patient 
as  well.  I think  the  point  of  view  of  our 
Committee  wa9  that,  in  view  of  the  closer 
and  closer  liaison  and  integration,  ot  the 
Board  of  Control  with  the  Ministry  m recent 
years,  one  has  had  an  unhappy  feeling  that 
people  who  are  working  so  closely,  with  the 
Ministry  in  the  provision  of  services,  and 
so  on,  are  not  likely  to  take  quite  the  same 
detached  and  critical  views  of  the  conditions 
under  which  patients  are  in  mental  hospitals, 
as  somebody  who  has  a rather  looser  con- 
nection with  the  Ministry.  So  it  is  from  the 
point  of  view  of  welfare,  as  well  as  the 
liberty  of  the  subject,  that  we  feel  it  would 
be  wise  to  stop  this  tendency. 


1876  (Dr.  Rees)-.  Would  this  apply  to  the 
mentally  ill  as  well  as  mental  defectives— 
the  restriction  of  the  power  of  discharge  to 

the  Board  of  Control? (Mr-  Speller). 

No,  I think  we  have  a recommendation  on 
the  discharge  of  the  mentally  Al-Wr. 
Hill):  To  bring  this  to  a fairly  satisfactory 
conclusion,  I feel  we  must  apologise  to  the 
Commission.  This  is  a point  we  obviously 
have  not  covered  very  adequately.  I thinK 
we  would  like  to  go  on  record  as  saying 
that  we  do  think  there  should  be  the  maxi 
mum  possible  facilities  for  discharge, 
think,  without  going  into  too  much  detail. 
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3878.  You  refer  in  your  memorandum  to 
the  unsatisfactory  nature  of  the  accom- 
modation in  mental  deficiency  hospitals. 
The  question  of  welfare  at  the  present 
moment  really  comes  down  to  that  does  it? 

Yes,  Sir.  If  I might  take  up  the  ques- 
tion of  overcrowding  and  the  general  con- 
ditions of  mental  hospitals,  Sir,  I should 
have  thought  we  would  be  in  a better 
position  if  we  had  an  independent  authority 
that  was  thoroughly  critical  of  the  state  ot 
affairs  rather  than  a body  putting  forth 
their  views  in  a Ministry  of  Health  Report 
that  has  a natural  tendency,  we  think,  to 
write  down  those  conditions,  albeit  we 
know  the  reasons  for  it. 


3879  I am  not  arguing  this  point ; I am 
just  trying  to  find  out  what  you  want.  Do 
you  want  the  duty  of  reporting  on  the  state 
ol  mental  hospital  accommodation  to  be 
taken  out  of  the  hands  of  the  Chief  Medical 
Officer  of  the  Ministry  of  Health  and  put 
into  the  hands  of  the  Board  of  Control . 
Do  you  want  the  Board  of  Control  to 
A 7 
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become,  in  some  way,  responsible  to  Parlia- 
ment for  providing  the  extra  accommoda- 
tion?  (Mr.  Hill):  No,  Sir.  It  is  a little 

bit  difficult  to  explain.  We  must  be  very 
careful  here.  We  are  dealing  with  a 
statutory  body.  I think  we  might  give  as  a 
parallel  the  General  Nursing  Council  which 
has  responsibilities  for  standards  in  respect 
of  nurse-training  hospitals.  They  are  in 
the  position  of  saying,  “ This  is  the 
standard  to  which  you  must  aim”.  It  is' 
someone  else’s  job  to  say,  “There  is  not 
enough  money  for  that ; there  is  not  the 
capital  provision  available  If  the  Board 
of  Control  on  this  point  remained  aloof 
and  said,  “ It  is  not  our  business  to  con- 
sider how  possible  it  is  to  make  improve- 
ments ; our  business  is  to  say  this  is  wrong 
and  must  be  improved  ” ; if  they  were  not 
committed,  if  they  were  not  the  people  who 
had  to  give  the  political  answers,  so  to 
speak,  they  would  be  in  a stronger  position. 
—(Mr.  Speller):  I think  really  what  we 
are  asking  here  is  that  they  should  be 
returned  to  the  position  of  independence 
over  the  inspection  of  mental  hospitals,  no 
less  than  looking  after  the  interests  of 
individual  patients,  as  they  were  before  the 
appointed  day.  I think  there  was  a time 
when,  for  example,  the  Reports  of  the  Board 
of  Control  on  mental  hospitals  were  more 
full  than  they  are  today,  but  they  were 
reporting  as  a purely  independent  body. 
We  do  say,  Sir,  in  our  paragraph,  finally, 
in  respect  of  the  work  of  the  Board  of 
Control,  we  think  the  whole  system  of  visits 
to  hospitals  and  institutions  without  prior 
notice  is  preferable  and  should  be  restored. 

3880.  Do  you  not  forget  that  in  those 
days  you  are  referring  to  the  Minister  was 
not  responsible  for  the  provision  of  mental 
hospitals?- — But  equally,  Sir,  the  hospitals 
were  provided  by  public  authorities,  the 
Visiting  Committees  set  up  by  the  county 
and  county  borough  councils.  It  was  not 
a question  of  just  inspecting  privately 
owned  hospital  accommodation. 

3881.  May  I ask  you  something  rather 
different?  You  represent  a number  of 
people  who  have  been  for  some  time  Secre- 
taries or  Clerks  of  mental  hospitals, 
and  many  of  you  have,  since  1946, 
become  Secretaries  of  Group  Manage- 
ment Committees.  How  far  do  you  think 
this  development  from  the  individual  mental 
hospital  to  a group  of  mental  hospitals 
managed  by  one  Management  Committee 

has  worked  well? (Mr.  Hill):  I think  it 

would  perhaps  be  better  if  we  answered 
individually,  if  the  members  we  have 
present  who  are  in  that  particular  position 
gave  you  their  personal  views,  if  you 
would  agree,  Sir.— (Mr.  Clout) : I am  Secre- 
tary of  the  Cefn  Coed  Hospital  Manage- 
ment Committee  which  administers  only 
one  mental  hospital.  I think  that  most 


mental  hospitals  still  have  their  own  Com- 
mittees. Whether  that  is  the  best  policy 
or  not  I am  not  quite  sure ; my  own  view 
is  that  where  two  or  three  mental  hospitals 
of  reasonable  size  are  in  something  like 
the  same  locality  it  would  be  reasonable 
to  group  them.  For  one  reason,  it  would 
give  a better  chance  of  distributing  patients 
between  two  or  three  hospitals,  if  the 
hospitals  were  grouped  together  and  did  not 
each  serve  a separate  catchment  area. 

3882.  My  point  is  a little  different, 
although  it  includes  that.  The  administra- 
tor of  a hospital  is,  so  to  speak,  a directly 
responsible  housekeeper  of  a family,  and 
the  Secretary  of  a Management  Committee 
is  not  necessarily  more  than  the  Secretary 
of  a Management  Committee.  How  far  is 
the  administrative  running  of  mental  hos- 
pitals, in  so  far  as  it  is  not  done  by  the 
Medical  Superintendent  himself,  tending  to 
pass  from  the  responsible  executive  officer 
of  a particular  institution  into  the  hands 
of  the  Secretary  of  a Committee,  who  is 
not  necessarily  doing  very  much  more  than 

secretarial  and  remote  administration? 

(Mr.  Hill):  I think  if  we  arc  not  very  care- 
ful we  shall  be  in  deep  water  on  this.  If 
your  question  is  based  on  the  assumption 
that  because  a man  is  now  the  Secretary 
of  a Committee  he  is  no  longer  able  to 
devote  time  to  lay  administration  within 
the  hospital,  I would  have  to  say,  without 
hesitation,  that  that  assumption  is  quite  in- 
correct. There  is,  in  fact,  no  dichotomy 
between  those  two  functions  ; and  in  fact 
we  must  put  forward  to  you  that  the  best 
way  to  administer  a Hospital  Group  Com- 
mittee is  by  qualified  lay  administrators. 
There  may  be  other  points  of  view,  no 
doubt ; but  if  that  is  an  answer  to  your 
question,  Sir,  we  must  be  quite  clear  about 
it. 

3883.  Granting  that,,  for  the  purposes  of 
argument  at  any  rate,  is  the  lay  administra- 
tor to  be  inside  the  institution,  or  is  he 
to  be  outside  as  an  executive  officer  of 
a group?  (Mr.  Kelly):  My  experience 
is  limited  to  being  Secretary  of  a single 
hospital  group,  so  I cannot  answer  that. 
—(Mr.  White):  My  personal  opinion  is 
that  the  Secretary  ought  to  be  at  one  of 
the  hospitals  and  to  run  that  hospital  as 
well  as  the  group.  The  group  headquarters 
should  be  in  the  largest  hospital.  My  own 
group  is  a group  with  four  hospitals,  but 
the  three  smaller  ones  arc  ancillary  to  the 
main  institution,  so  it  is  really  in  a sense 
a single  hospital  which  is  spread  over  a 
geographical  area.  I think  I am  in  the 
right  place  by  being  in  the  hospital.— (Mr. 
Hill):  I think  our  hesitation  arises  from 
the  fact  that  mental  hospitals,  by  and  large, 
do  tend  to  be  single  hospitals  under  then- 
own  Management  Committee.  There  are 
not  many  in  a group  of  hospitals,  and 
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where  they  do  exist  I think  there  is  gener- 
ally one  overwhelmingly  large  mental 
hospital. 

3884.  They  exist  in  the  London  area  and 

in  the  Home  Counties,  do  they  not? 1 

think  they  are  in  a minority,  my  Lord.— 
(Mr.  Milne):  1 think  it  is  true  they  are  in 
a minority  ; but  what  is  the  usual  pattern 
of  administration  in  those  cases  where 
there  are  two  or  more  hospitals  within  one 
group,  is  that  the  Group  Secretary  is  also 
responsible  for  the  lay  administration  of 
one  of  the  hospitals  in  the  group,  and  he 
works  within  that  hospital.  Then  there  will 
be  in  the  other  hospitals  another  lay  officer, 
the  Hospital  Secretary,  or  perhaps  Deputy 
Group  Secretary,  who  will  be  carrying  on 
the  lay  administration  within  that  hospital. 

1 suppose  the  only  real  difference  as  com- 
pared with  the  previous  set-up  is  that  there 
will  be  one  or  two  hospitals  who  have  an 
officer  in  charge  of  the  lay  administration 
within  that  individual  hospital  with  perhaps 
not  quite  the  same  seniority  as  before.  On 
the  other  hand,  they  have  the  benefit  of  an 
officer  of  probably  still  more  seniority 
responsible  for  the  general  supervision  of 
the  group. 

3885.  (Dr.  Rees):  In  some  regions  men- 

tal hospitals  are  mixed  with  other  hospitals 
m a group? Yes. 

3886.  In  such  a region  have  you  ever 

known  the  Secretary  have  his  headquarters 
in  the  mental  hospital  rather  than  in  a 
general  hospital?—; — (Mr.  Hill):  The 

answer  to  the  question  must  be,  No  ; but 
it  must  be  accepted  that  we  do  not  know 
what  goes  on  in  the  whole  country. 

3887.  (Chairman):  I think  I would  also 
like  to  ask  you  what  is  perhaps  rather  a 
delicate  question.  Your  recommendations 
are  so  flatly  contrary  to  the  recommenda- 
tions of  the  Medical  Superintendents  of 
hospitals  that  I wonder  whether  the  reason 
is  that  your  Institute  is  not  primarily  an 
institute  of  hospital  administrators  of  men- 
tal institutions,  but  of  administrators  of  all 

hospitals? 1 would  think  not,  Sir.  I 

think  1 must  say  first  of  all  that  we  have 
put  forward  our  evidence  in  good  faith, 
based  upon  the  experience  available  to  us, 
that  experience  being  extremely  wide  and  ex- 
tremely relevant  to  this  subject.  This  docu- 
ment has  been  prepared  by  mental  hospital 
specialists  and  has  not  been  modified  in 
any  way  by  non-mental  hospital  people. 
We  are  sorry  in  so  far  as  it  may  be  in  con- 
flict with  any  evidence  put  forward  by  any 
other  body.  We  think  it  might  be  relevant 
for  the  Commission  to  consider  the  fact 
that  we  are  completely  disinterested  in 
giving  our  evidence.  We  think  they  might 
apply  that  test  to  any  evidence  that  comes 
from  any  other  body.  There  is  no  con- 
flict which  has  arisen  from  us  as  such ; 


if  our  evidence  happens  to  be  contrary  to 
the  evidence  given  by  some  other  body, 
we  think  the  Commission  can  merely  look 
at  both  sets  of  evidence  against  the  back- 
ground of  both  submissions  and  come  to 
its  conclusions  on  them. 

3888.  My  difficulty  in  assessing  the  situa- 
tion is  that  your  evidence  does  not  seem  to 
be  based  upon  your  experience  as 
administrators  of  mental  hospitals.  It  seems 
to  be  based  upon  a certain  political  philo- 
sophy, and  you  seem  to  have  tried  to  adjust 
your  evidence  to  certain  principles  which 
are  rather  abstract  political  principles.  I do 
not  want  to  be  rude  or  say  anything  I ought 
not  to  say,  but  I really  do  not  know  what 

your  experience  is  in  this  matter. 1 think 

I must  answer  that  firmly.  I think  that 
hospital  administrators  are  very  close  indeed 
to  what  is  going  on.  They  are  very  close 
observers.  They  know  exactly  the  day-to- 
day  life  of  mental  hospitals.  If  they  have 
a feeling  that  from  time  to  time  the  liberty 
of  the  subject  might  be  in  jeopardy,  I think. 
Sir,  that  that  must  be  taken  as  evidence  that 
comes  from  their  experience  and  not 
necessarily  from  some  abstract  political 
philosophy. 

3889.  You  said  at  the  beginning  of  your 
evidence  that  you  disclaim  basing  it  on  any 

apprehension  of  malicious  abuses? 1 

think  not  quite.  Sir.  We  said  we  adduced 
and  could  adduce  no  such  evidence.  Sir. 

3890.  That  amounts  to  the  same  thing, 

does  it  not? 1 think  not.  One  must  be 

quite  open  about  this.  I think  it  would  be 
quite  open  to  the  medical  profession  to  feel 
for  example — and  merely  for  example — that 
the  treatment  given  to  patients  in  general 
hospitals  had  too  much  regard  to  adminis- 
trative convenience  rather  than  clinical 
necessity.  I think  it  would  be  mistaken, 
but  I think  it  would  be  open  to  them  to 
feel  it.  It  is  open  for  us,  as  administrators, 
to  say  that  in  mental  hospitals  based  upon 
our  experience — without  naming  any  names, 
without  adducing  evidence,  without  making 
any  accusations — there  ought  to  be  a higher 
degree  of  regard  for  the  liberty  of  the 
subject.  That,  Sir,  is  the  basis  of  our 
evidence,  and  it  is  not  political  philosophy 
— it  is  experience. 

(Chairman):  I take  note  of  that. 

3891.  (Sir  Cecil  Oakes):  I should  like  to 
ask  one  question  of  detail  on  paragraph  57. 
What  criteria  have  you  got  to  decide  which 
are  the  larger  private  institutions?  You  do 

not  mention  any  criteria  to  guide  us. We 

have  no  deadline  in  mind,  Sir.  I think  we 
thought  the  terms  were  self-explanatory. 
There  is  usually  the  very  small  or  the  very 
large ; there  is  not  a range  as  a rule. — (Mr. 
White):  I do  not  think  we  have  expressed 
any  definite  view  about  numbers. 
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3892.  If  they  are  substantial,  is  what  you 

meant? (Mr.  Hill):  Yes. — (Mr.  Speller): 

The  difficulty  is,  suppose  we  had  said  fifty 
beds,  for  example,  we  should  have  laid  our- 
selves open  to  cross-examination  why  fifty 
instead  of  sixty,  or  why  fifty  instead  of  forty, 
and  we  did  not  want  to  be  under  that  kind 
of  difficulty. 

( The  witnesses 


(Chairman):  Thank  you  very  much.  We 
are  very  grateful  to  you  for  coming  along 
to  give  11s  your  help. 

(Mr.  Hill):  May  T express  our  very  grate- 
ful thanks  to  you  for  the  courtesy  and  the 
kindness  with  which  you  have  received  us. 

withdrew .) 
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The  Lady  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Mr.  R.  M.  Jackson,  LL.D.,  J.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

F.R.C.P.,  D.P.H. 

Miss  H.  M.  Hedley  {Secretary) 

Alderman  R.  G.  Robinson,  J.P.  {Chairman  of  the  Council  of  the  Association),  Mrs.  I. 
Graham-Bryce,  J.P.  {Vice-Chairman  of  the  Council  of  the  Association),  Alderman 
W.  L.  Dingley,  O.B.E.,  {Chairman  of  the  Mental  Health  Committee  of  the  Association ), 
Alderman  Mrs.  I.  B.  Shaw,  J.P.  {Member  of  the  Mental  Health  Committee  of  the 
Association)  and  Mr.A.  G.  Till  {Secretary),  on  behalf  of  the  Association  of  Hospital 
Management  Committees, 

called  and  examined . 


Memorandum  submitted  by  the  Association  of  Hospital  Management 
Committees 

1.  The  Association  was  formed  in  November,  1949,  and  has  attained,  up  to  date, 
a membership  of  321  of  the  388  Management  Committees  in  England  and  Wales. 
One  hundred  and  sixteen  Member  Committees  are  concerned  with  the  day-to-day 
administration  of  mental  and/or  mental  deficiency  hospitals  and  many  of  them  and 
their  staffs  have  contributed  to  the  observations  and  recommendations  contained  in 
this  memorandum.  The  Constitution  of  the  Association  provides  (Clause  12):  — 

“ that  the  Council  shall  in  any  event  appoint  a Committee  to  advise  the 
Council  on  questions  particularly  relative  to  mental  hospitals  or  mental  health.” 

2.  Whilst  the  views  expressed  herein  are  in  many  instances  those  of  a majority  of 
members  it  should  be  recorded  that  unanimity  on  all  subjects  and  recommendations 
is  not  to  be  implied  even  if,  not  specifically  stated. 

3.  The  Association  have  had  the  advantage  of  reading  some  of  the  evidence 
already  submitted  to  the  Royal  Commission  and  realise  that  in  presenting  the 
observations  of  their  constituent  members  repetition  may  unavoidably  occur. 

MENTAL  ILLNESS 

4.  The  information  received  from  their  members  indicates  to  the  Association  that 
there  is  general  acceptance  of  the  principle  that  treatment  in  a mental  hospital 
should  be  as  readily  available  as  it  is  in  a general  hospital  and  the  existing 
procedures  should  be  reviewed  accordingly. 
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Admissions 

5.  The  Association  are  of  opinion  that  all  admissions  (except  “ court  cases”) 
should  be  on  either  a voluntary  or  temporary  basis  and  that  existing  laws  should 
be  re-written  to  cover  these  two  classes. 

Voluntary  admissions. — Patients  should  be  admitted  without  formality  but  subject 
to  written  consent  of  patient  to  admission  and  to  undergo  treatment.  The  position 
of  minors  should  be  safeguarded. 

Temporary  orders. — Numerous  suggestions  have  been  received  concerning  amend- 
ments of  the  existing  laws  and  procedures  for  dealing  with  cases  at  present  admitted 
on  temporary  and  “ short-term  ” orders;  but  it  is  quite  clear  that  a majority  are  in 
favour  of  new  legislation  which  would  provide  for  admission  without  legal 
certification. 

It  is  suggested  that  application  for  treatment  should  be  made  by  the  relative  or, 
if  no  relative  is  available,  the  duly  authorised  officer,  supported  by  two  medical 
recommendations — one  signed  by  the  usual  medical  attendant  and  the  other  by  a 
doctor  specially  appointed  for  the  purpose  of  making  such  recommendations. 

Various  opinions  have  been  expressed  regarding  the  time'  limit  for  temporary 
orders  but  it  is  generally  agreed  that  initially  the  order  should  be  for  one  year 
extendable  to  two  years.  The  wording  of  the  medical  certificate  should  be  carefully 
considered. 


Legal  orders.— -It  is  realised  that  in  the  final  analysis  there  are  cases  which  can 
only  be  dealt  with  by  some  form  of  legal  order  but  the  Association  are  strongly 
of  the  opinion  that  so  far  as  is  possible  this  procedure  should  only  operate  after 
treatment  has  failed.  There  is  a minority  view  that  there  are  court  cases  where  the 
patient  is  without  volition  and  that  in  such  cases  the  order  should  be  for  detention 
and  treatment  on  a temporary  basis. 

Two  medical  recommendations  should  be  required  and  it  is  suggested  that  one  is 
given  by  a specially  approved  doctor  and  that  medical  officers  of  senior  rank  in 
the  hospital  should  be  included  in  the  list  of  doctors  who  may  give  the  second 
recommendation.  The  time  limit  periods  should  be  one  year,  one  year,  two  years, 
three  years  and  successive  periods  of  five  years. 

Many  Committees  have  expressed,  the  view  that  means  should  be  found  for 
dealing  compulsorily  with  persons  not  suffering  from  well  defined  mental  illness  but 
showing  behaviour  disorders  of  an  anti-social  nature— generally  called  psychopaths— 
who  are  not  at  present  definable  and  who  constitute  a serious  social  problem.  It 
is  suggested  that  special  legislation  and  special  accommodation  are  necessary  to  deal 
with  this  class. 


The  elderly 

6.  Great  concern  is  felt  by  our  members  over  the  problem  of  efficiently  and 
adequately  dealing  with  the  large  and  increasing  number  of  elderly  people  admitted 
to  mental  hospitals.  The  present  machinery  of  certification  is  regarded  as  being 
unkind  and  unsatisfactory  and  it  is  recommended  that  some  means  be  found  for 
detaining  them  m accommodation  other  than  designated  hospitals  There  are 
divergent  opinions  as  to  the  type  and  siting  of  the  alternative  accommodation- 
some  suggest  within  the  curtilage  of  the  hospital,  and  others  say  the  opposite  whilst 
a few  recommend  the  provision  of  “half-way  houses  ” administered  jointly  'bv  the 
Management  Committee  and  the  local  health  authority.  An  example  has  been 
quoted  where  suitable  cases  are  treated  as  “ day  ” patients  under  psychiatric  care. 

Out-patient  clinics 

7;  Thcr!cis  Seneral  aSree,ment  that  more  clini“  are  needed  but  opinions  vary 
fSptl*i,''?Ettler  they  should  be  attached  to  general  or  mental  hospitals  It  is 

felt  that  geographical  considerations  must  be  taken  into  account  when  deciding  the 
situation  as  the  over-riding  factor  must  be  easy  accessibility  for  patients.  8 
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Observation  wards 

8.  Most  Member  Committees  agree  that  observation  wards  should  be  provided, 
but  here  again  opinions  differ  on  the  question  of  siting,  i.e.  at  general  or  mental 
hospitals.  As  in  the  case  of  out-patient  clinics  geographical  situation  must  be 
considered  but  the  important  factors  are  that  such  units  must  be  adequately 
equipped  and  staffed  for  the  treatment  of  mental  illness  and  that  consultant 
psychiatric  staff  are  readily  available. 

Licensed  houses 

9.  It  should  be  recorded  for  consideration  that  in  the  opinion  of  one  Committee 
all  nursing  homes  and  private  beds  of  whatever  nature  should  be  attached  to  a 
recognised  hospital  organisation.  Other  Committees  recommend  that  present 
restrictions  on  these  houses  should  be  removed. 

Private  patients 

10.  One  Committee  recommends  that  no  provision  should  be  made  for  the 
reception  of  private  patients  in  National  Health  Service  hospitals. 

Transfers 

11.  It  is  recommended  that  the  administrative  arrangements  necessary  in  connection 
with  inter-hospital  transfers  should  be  such  as  will  facilitate  the  expeditious  movement 
of  patients. 

Discharges 

12.  The  present  regulations  are  in  the  main  regarded  as  satisfactory  but  it  is 
recommended  that  power  to  discharge  should  be  given  to  the  Medical  Superintendent 
of  a hospital  subject  to  the  over-riding  authority  of  the  Hospital  Management 
Committee  in  favour  of  discharge. 

Some  doubt  has  been  expressed  as  to  the  desirability  of  requiring  as  much  as 
72  hours’  notice  of  discharge  from  patients  admitted  voluntarily. 

In  some  areas  difficulties  have  been  experienced  in  persuading  voluntary  patients 
to  take  their  discharge  after  being  certified  as  fit  to  do  so  and  it  is  recommended 
that  in  new  legislation  the  Medical  Superintendent  should  be  given  authority  to 
discharge  a voluntary  patient  when  treatment  is  finished  and  the  patient  is  fit  to 
return  home. 

It  is  considered  desirable  that  the  present  “ barring  certificate  ” of  a Medical 
Superintendent  should  remain  but  the  wording  should  be  revised.  (“Patient’s 
discharge  likely  to  lead  to  danger  to  himself  or  others  ” has  been  suggested.) 

Recapture 

13.  It  is  generally  agreed  that  the  recapture  period  should  be  extended  to  28  days 
although  one  Committee  suggests  “ no  change  ” and  another  favours  “ no  limit  of 
time  ”.  A majority  have  expressed  the  view  that  the  patient  should  be  received  in 
the  first  instance  at  any  appropriate  hospital. 

Absence  on  leave  or  trial  and  boarding  out 

14.  There  is  general  agreement  on  the  principle  of  granting  extended  leave  and 
an  increase  of  authority  for  boarding  out  in  respect  of  patients  of  any  status. 

Suggestions  made  include:  — 

(a)  The  Hospital  Management  Committee  should  have  authority  to  grant  leave 

up  to  one  year  on  the  recommendation  of  the  Medical  Superintendent. 

( b ) The  Medical  Superintendent  should  have  authority  to  grant  leave  for  a 
period — some  say  14  days,  some  16  days,  some  28  days,  and  one  recom- 
mends “ for  any  period 

(c)  The  Hospital  Management  Committee  should  have  power  to  board  out  any 

patient  for  an  indefinite  period. 

(d)  One  Regional  Branch  strongly  advocates  that  the  National  Assistance  Board 
should  be  responsible  for  the  administrative  work  and  cost  in  connection 
with  cases  “ on  trial  ” and  boarded  out  but  the  majority  opinion  is 
emphatically  against  this  procedure. 

(e)  Cases  “ on  trial  ” and  long  leave  should  be  reviewed  quarterly. 
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After-care 

15.  There  are  conflicting  views  amongst  our  members  concerning  the  allocation 
of  responsibility  for  after-care  work.  Some  consider  it  should  be  a function  of  the 
local  health  authority  whilst  others  opine  that  Hospital  Management  Committees 
should  undertake  such  duties  and  appoint  their  own  psychiatric  social  workers 
therefor.  Many  Committees,  however,  have  emphasised  that  closer  liaison  between 
the  hospitals  and  local  health  authorities  would  result  in  better  after-care  of  dis- 
charged patients  and  also  that  the  Mental  After  Care  Association  can  contribute 
valuable  help  in  this  field. 

Visiting  and  inspection 

16.  The  views  of  our  members  on  the  question  of  periodic  visiting  and  inspection 
by  a central  authority  range  from  one  extreme  to  the  other,  i.e.  “ is  not  necessary  ” 
to  “ inspection  is  definitely  necessary.” 

The  majority,  however,  are  strongly  in  favour  of  retaining  an  independent  central 
body  with  right  of  entry  and  inspection  to  provide  essential  safeguards  against 
improper  detention.  It  is  considered  that  Commissioners  appointed  for  national 
purposes  acquire  the  broadest  knowledge  of  progress  in  the  treatment  of  the  mentally 
ill  and  that  their  assistance  and  advice  would  be  as  valuable  in  the  future  as  it  has 
undoubtedly  been  in  the  past. 

Patients’  property,  etc. 

17.  Several  Committees  have  suggested  that  a more  simple  and  rapid  method 
should  be  devised  for  the  protection  of  patients’  property  as  it  was  felt  that  the 
existing  procedure  was  slow  and  unnecessarily  complicated. 

One  Regional  Branch  has  expressed  concern  that  the  Medical  Superintendent 
alone  takes  responsibility  for  certifying  a patient’s  capability  of  signing  documents 
affecting  his  property  and  consider  this  decision  should  be  made  by  a panel  of 
psychiatrists  of  whom  the  Medical  Superintendent  should  be  one.  A further 
suggestion  is  that  the  panel  in  such  matters  should  preferably  include  a layman. 

Loss  of  rights — insurance  benefits 

18.  One  Committee  considers  that  the  regulations  concerning  insurance  benefits 
should  be  revised  in  order  to  remove  inequities  in  respect  of  certain  classes  of 
patients. 


Documents 

19.  The  views  of  our  members  are  generally  in  line  with  the  suggestions  made  in 
the  evidence  submitted  by  the  Ministry  of  Health  but  a few  recommend  that  any 
necessary  scrutiny  of  documents  should  be  conducted  by  a central  authority. 

Some  Committees  suggest  that  the  statutory  requirements  for  the  keeping  of  such 
records  as  dysentery  registers,  suicide  caution  cards,  post-mortem  records  should 
be  abolished  and  the  Management  Committees  given  authority  to  decide  on  the 
records  to  be  kept. 


Terminology  and  definitions 

20.  If  as  we  hope  the  present  procedure  for  admission  will  be  replaced  by  others 
fashioned  on  the  suggestions  made  in  paragraph  5 much  of  the  existing  terminology 
will  be  dispensed  with,  but  the  following  recommendations  have  been  received 


(а)  The  word  “ idiot  ” should  be  omitted. 

(б)  The  terms  “ certification  ” and  “ certified  patient  ” should  be  dropped. 

(c)  The  title  of  “ mental  hospital  ” should  be  avoided. 

(d)  The  word  mental  should  cease  to  be  used  in  any  connection  whatsoever. 


Research 

21.  It  is  suggested  that  more  money  should  be  made  available  to  stimulate  research 
into  psychiatric  disorders  and  one  Committee  recommends  that  the  work  should  be 
undertaken  by  a special  branch  of  the  Medical  Research  Council. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


751 


EVIDENCE  OF  ASSOCIATION  OF  HOSPITAL  MANAGEMENT  COMMITTEES 


MENTAL  DEFICIENCY 

22.  In  the  opinion  of  some  of  our  members  there  is  confusion  in  the  minds  of 
the  public  and  even  m the  minds  of  officials  in  the  public  service,  as  to  the  distinction 
to  be  made  between  a psychotic  and  a mental  defective.  Evidence  of  this  confusion 
of  thought  can  be  seen  in  the  types  of  patients  admitted  to  mental  deficiency 
hospitals,  often  through  the  Courts,  under  the  present  legislation.  It  is  considered 
that  to  avoid  such  confusion  there  should  be  very  clear  definitions  in  any  future 
legislation.  It  is  also  suggested  that  the  possibility  of  including  mental  treatment  and 
mental  deficiency  within  a single  Act  of  Parliament  should  not  be  overlooked. 

Admissions 

, ,\^cre  *s  ficncral  agreement  that  the  principle  of  admission  without  certification 
should  be  extended. 

Suggestions  received  are  : — 

(a)  Section  3 of  the  Mental  Deficiency  Act  should  be  extended  to  allow  all 
types,  except  those  liable  to  be  dealt  with  under  Sections  4 ( b ) and  (c;),  to  be 
admitted  on  the  application  of  next  of  kin. 

(h)  Section  8 of  the  Mental  Deficiency  Act  should  be  amended  to  give  the  Court 
power  to  place  persons  under  the  statutory  supervision  of  the  local  authority. 

(One  Regional  Branch  suggests  Section  8 (1)  ( b ) should  be  abolished.) 

(<■')  Children  under  5 years  of  age  should  not  be  certified  but  be  given  institu- 
tional care  on  the  basis  provided  by  Circular  5/52. 

(d)  Statutory  method  of  admission  without  certification  for  maximum  period  of 
six  months : — 

(i)  at  request  of  patient,  if  over  21  years  and  capable  of  understanding 
the  action  being  taken ; 

(ii)  at  request  of  relative,  friend  or  local  health  authority  if  under 
21  years ; 

(iii)  at  request  of  relative,  friend  or  local  health  authority  if  over 
21  years  and  incapable  of  understanding  the  action  being  taken. 

(<*)  Detention  of  cases  admitted  under  Section  15  (place  of  safety)  should  be 
limited  to  three  months. 

(/)  Children  with  unsatisfactory  home  conditions  should  be  dealt  with  by  the 
Children’s  Officer  and  placed  in  hospital  if  parents  do  not  agree  to  take 
this  step  themselves. 

(g)  The  Medical  Superintendent  should  have  power  to  accept  or  refuse  applica- 
tion for  admission  without  legal  order. 

(Ii)  Deaf  and/or  blind  persons  should  have  the  assistance  of  a qualified 
interpreter  or  blind  teacher  when  interviewed. 

(/)  That  all  justices  should  be  given  authority  to  sign  orders  for  detention. 

Accommodation 

24.  (a)  A general  recommendation  of  our  members  is  that  the  provision  of 
adequate  care  by  supervision,  occupation  and  training  in  the  community  should  be 
first  considered  before  steps  are  taken  to  place  a defective  in  a hospital  or  other 
institution. 

(b)  Hostels  etc. — Although  various  suggestions  have  been  received  on  this  subject 
the  emphasis  is  on  hostels,  half-way  houses  and  the  like  for  the  dual  purpose  of 
placing  defectives  in  accommodation  most  suitable  to  their  needs  and  approximating 
as  near  as  can  be  to  normal  life  and  the  easing  of  the  pressure  on  hospital  beds. 
It  is  recommended  that  local  health  authorities  should  have  power  to  establish 
hostels  for  the  following  : — 

(i)  Defectives  who  could  be  discharged  from  hospitals. 

(ii)  Persons  who  on  leaving  schools  for  the  educationally  sub-normal  are  without 
homes  or  have  ceased  to  be  the  responsibility  of  the  children’s  committee 
or  the  local  health  authority. 
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(iii)  Recovered  voluntary  patients  from  mental  hospitals  without  homes  to 
which  to  proceed, 

and  also  that  Hospital  Management  Committees  should  provide  hostel  type  of 
accommodation  for  daily  licence  patients. 

(c)  Occupation  centres. — It  is  suggested  that  such  centres,  day  and  residential, 
should  be  developed  for  all  children  needing  such  training  and  the  administration 
should  be  undertaken  by  the  education  authority  as  in  Scotland. 

(i d)  Out-patient  clinics. — It  is  generally  recommended  that  increased  provision  of 
out-patient  clinics  and  advice  centres  is  necessary  for  patients  and  parents. 

Transfers 

25.  It  should  be  possible  without  formality  beyond  ordinary  licence  to  transfer  a 
patient  to  a mental  hospital  for  a limited  period  for  the  purpose  of  treatment  by 
special  techniques  which  can  best  be  obtained  there,  and  also  without  prior  reference 
to  the  central  authority  to  transfer  a suitable  patient  to  the  care  of  a mental 
hospital. 

Detention  and  duration  of  orders 

26.  Several  recommendations  have  been  made  as  to  the  duration  of  orders  but  the 
majority  indicate  that  the  periods  for  which  orders  should  run  should  be  the  same 
as  for  mental  patients  i.e.,  one  year,  one  year,  two  years,  three  years  and  successive 
periods  of  5 years. 

It  is  regarded  as  important  that  patients  and  relatives  should  be  heard  when 
continuation  orders  are  under  consideration. 

It  is  recommended  by  one  Regional  Branch  that  on  reaching  the  age  of  21  years 
a patient  should  be  examined  by  two  doctors  specially  appointed  by  the  Minister 
of  Health  and  in  accordance  with  the  medical  recommendations  should  be  either : — 

(a)  discharged ; or 

(b)  re-admitted  on  his  own  application ; or 

(c)  re-admitted  on  the  request  of  the  parent  or  guardian  or  the  local  health 

authority ; or 

(d)  re-admitted  for  temporary  treatment ; or 

(e)  re-admitted  under  legal  order. 

Discharge 

27.  Strong  views  are  held  by  some  of  our  members  against  the  secession  to  another 
body  of  the  powers  held  by  the  Board  of  Control  regarding  the  discharge  of  mental 
defectives  and  they  suggest  that  discharge  from  order  should  remain  in  the  hands 
of  such  an  independent  body,  above  the  outside  pressure  to  which  local  bodies 
might  be  subject. 

Other  members,  however,  are  of  opinion  that  powers  of  discharge  from  hospital 
should  be  given  to  Management  Committees  and  Medical  Superintendents  subject 
to  a right  of  appeal  to  the  central  authority. 

Other  suggestions  are:  — 

(a)  Parents  or  guardians  should  be  able  to  remove  patients  at  any  time  without 
notice. 

(Z>)  Some  form  of  barring  certificate  should  be  evolved  ensuring  a minimum 
period  of  six  months  treatment. 

(c)  Parents  should  have  right  of  appeal  to  the  Hospital  Management  Committee 

but  not  right  of  removal  and  re-appeals  should  not  be  considered  until  after 
three  (some  say  six)  months  from  previous  hearing. 

(d)  Where  home  conditions  are  satisfactory  there  should  be  power  to  discharge 
patients  to  statutory  supervision  of  local  health  authority. 

Recapture 

28.  It  is  recommended  that  the  order  of  a patient  who  has  absconded  should  be 
discharged  by  “ operation  of  law  ” after  six  (some  say  twelve)  months  if  in  the 
opinion  of  the  Hospital  Management  Committee  this  is  desirable. 
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Leave,  licence,  etc. 

29.  It  is  generally  agreed  that  the  period  of  absence  on  leave  which  may  be 
authorised  by  the  Medical  Superintendent  should  be  extended  beyond  14  days.  The 
majority  opinion  suggests  one  month  but  other  recommendations  vary  from  three 
months  to  one  year  whilst  one  says  for  any  period  in  certain  cases.  Many 
Committees  agree  that  leave  for  periods  exceeding  one  month  should  only  be 
authorised  by  the  Management  Committee  on  medical  recommendation. 

With  regard  to  licence  the  suggestions  received  are:  — 

(a)  Conditions  of  licence  should  be  revised  so  as  to  permit  the  defective  to 

conform  more  closely  to  the  mode  of  life  of  a normal  person. 

( b ) The  necessity  for  the  permission  of  the  Home  Secretary  under  Section  9 of 
the  Act  should  be  eliminated. 

(c)  Licence  for  three  months  or  over  should  be  granted  by  the  Medical  Super- 

intendent with  the  consent  of  two  members  of  the  Hospital  Management 
Committee.  It  is  recommended  that  the  following  be  substituted  for  the 
present  “ undesirable  associations  ” clause  : — 

“The  local  health  authority,  the  person  holding  the  licence,  the 
psychiatric  social  worker,  or  other  welfare  officer,  should  report  any 
undesirable  association  to  the  Physician  Superintendent  immediately  such 
an  association  comes  to  their  notice.” 

(cl)  Careful  consideration  should  be  given  to  the  position  arising  from  the 
marriage  of  a female  defective  during  a period  of  leave  from  hospital,  in 
whose  case  discharge  is  now  generally  favoured,  since  there  would  seem 
to  be  a very  real  danger  for  such  action  to  be  an  incentive  for  obtaining 
discharge. 

Financial  assistance 

30.  It  is  recommended  that  financial  support  be  provided,  where  necessary,  for 
patients  on  leave,  or  boarded  out,  and  also  for  those  under  supervision  or  on  licence. 
Opinions  differ  as  to  whether  this  should  be  provided  by  the  Management  Committee 
or  the  National  Assistance  Board. 

Insurance  benefits 

31.  Attention  is  drawn  to  a decision  of  the  National  Insurance  Commissioner  that 
detention  under  court  orders  under  Section  8 (1)  (b)  of  the  Mental  Deficiency  Act, 
1913,  constituted  detention  in  legal  custody  within  the  meaning  of  Section  29  (1)  (©) 
of  the  National  Insurance  Act,  1946,  and  that  a claimant  was  therefore  disqualified 
from  benefit  for  so  long  as  the  detention  should  last. 

It  is  recommended  that  consideration  be  given  to  the  question  of  patients’  benefits 
and  allowances  under  the  various  regulations. 

Liaison 

32.  Some  members  have  expressed  the  view  that  there  should  be  more  and  closer 
liaison  with  the  local  health  authority. 

Documents 

33.  The  observations  made  in  paragraph  19  are  mainly  applicable  to  mental 
deficiency  and  all  Committees  emphasise  the  need  for  less  documentation.  Some 
members  stress  the  importance  of  the  “ audit  ” suggestions  of  the  Ministry  of  Health 
in  paragraph  99  of  their  evidence. 

One  Committee  suggests  that  if  the  duty  of  scrutiny  is  laid  upon  Management 
Committees  and  their  officers  the  position  of  those  responsible  for  scrutiny  in 
relation  to  the  designated  administrative  officers  of  the  Hospital  Management 
Committee  should  be  clearly  defined. 

It  is  also  recommended  that  the  wording  of  many  documents,  i.e.  medical  state- 
ments, special  reports  and  certificates  need  revision. 
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Terminology  and  definitions 

34.  The  suggestions  submitted  by  our  members  are: — 

(a)  The  term  “ mental  deficiency  institution  ” should  be  altered  to  “ mental 
deficiency  hospital 

(b)  “ Certified  institution  ” should  be  called  “ approved  hospital 

(c)  The  term  “ moral  defect  ” should  be  abolished. 

(d)  The  terms  “ idiot  ”,  “ imbecile  ” and  “ feeble-minded  persons  ” should  be 
suppressed  as  far  as  possible. 

(e)  Defectives  should  be  defined  as  “ persons  who  have  an  arrested  or  incomplete 

development  of  the  mind  ”. 


Examination  of  [Witnesses 


3893.  {Chairman):  Would  you  introduce 

yourselves,  please,  to  start  with? 

( Alderman  Robinson ):  I am  Alderman 

Robinson  of  Cardiff ; I am  the  Chairman 
of  the  Association  and  Chairman  of  the 
Cardiff  Hospital  Management  Committee. 
The  Deputy  Chairman  of  the  Association, 
Mrs.  Graham-Bryce,  is  on  my  left ; she  is 
a Member  of  the  Booth  Hall1  and  Monsall 
Hospital  Management  Committee  dealing 
with  children,  fevers,  and  tuberculosis, 
and  she  is  also  a member  of  the  Nursing 
Committee  of  the  Manchester  Regional  Hos- 
pital Board  and  a Justice  of  the  Peace.  On 
my  right  is  Alderman  Dingley,  Chairman  of 
the  Mental  Health  Committee  of  the 
Birmingham  Regional  Hospital  Board,  and 
of  the  South  Warwickshire  Hospital  Man- 
agement Committee,  and  Chairman  of  the 
Mental  Health  Committee  of  the  Associa- 
tion. On  my  extreme  left  is  Alderman 
Mrs.  Shaw,  an  Alderman  of  the  North 
Riding  of  Yorkshire,  a Justice  of  the  Peace, 
Chairman  of  York  “ B ” Hospital  Manage- 
ment Committee,  and  Chairman  of  the 
Mental  Health  Committee  of  the  Leeds 
Regional  Hospital  Board.  On  my  extreme 
right  is  Mr.  Till,  Secretary  of  the 
Association. 

May  I open  by  saying  that  we  represent 
the  Association  of  Hospital  Management 
Committees  which  was  formed  in  Novem- 
ber, 1949,  and  has  a membership  of  some 
323  out  of  387  Management  Committees 
m England  and  Wales,  so  it  is  pretty  well 
representative.  We  represent  Management 
Committees  of  both  general  and  mental 
hospitals.  I think  it  is  only  fair  to  say 
that  as  far  as  this  memorandum  of 
evidence  is  concerned  we  have  taken  a 
great  deal  of  trouble  to  prepare  it  for  you, 
and  we  have  based  it  on  the  opinions  of 
the  Management  Committees  up  and  down 
the  country.  In  some  cases  even  where 
only  one  Management  Committee  has  ex- 
pressed a view  we  have  put  it  down.  It 
does  not  necessarily  mean  that  what  is 
down  here  is  the  Association’s  view  but 
the  memorandum'  expresses  the  views  of 
the  people  we  represent,  not  our  own  per- 
sonal views,  or  necessarily  the  Council’s 


views  but  the  views  of  the  different  Man- 
agement Committees.  I take  it  that  you 
would  like  us  to  give  our  own  views  as 
well,  as  individuals,  but  I do  want  to 
point  out  that  our  memorandum  contains 
views  some  of  which  are  held  by  only  a 
few  Management  Committees,  but  in  fair- 
ness we  have  given  them. 

Of  the  four  of  us  who  are  Council  mem- 
bers, Mrs.  Graham-Bryce  and  I are  here  in 
our  capacity  as  Deputy  Chairman  and 
Chairman ; Alderman  Mrs.  Shaw  and 
Alderman  Dingley  are  much  more  directly 
concerned  in  the  mental  hospital  field. 
Since  the  “ appointed  day  ” I have  not 
had  experience  of  the  mental  hospitals.  I 
was  on  the  Mental  Hospital  Committee  in 
Cardiff  until  the  “ appointed  day  ” but 
since  then  I have  not  been  in  the  mental 
hospital  field,  so  that  it  is  Mrs.  Shaw  and 
Alderman  Dingley  who  are  really  more 
truly  representative  of  the  mental  hospital 
side. 


3894.  Yes,  quite.  I think  we  would  like 
to  go  through  the  memorandum  as  the 
points  strike  us.  We  should  like  to  con- 
gratulate you  first  of  all  on  a very  concise 
memorandum  which  expresses  clearly  what 
your  members  do  and  do  not  think. 


In  Paragraph  5,  “ temporary  orders  ”, 
you  say,  . . _ . a majority  are  in  favour 
of  new  legislation  Which  would  provide  for 
admission  without  legal  certification.” 
Does  that  mean  that  except  in  the  court 
cases  which  you  mention  under  “Legal 
orders  , you  do  not  think  there  ought 
to  be  any  intervention  by  the  magistrates 
m the  process  of  admission  to  hos- 
\ 7Not  *n  tke  first  instance. — {Mrs. 
Shaw):  It  was  simply  felt  that  any  ques- 
tion  of  the  intervention  of  a magistrate 
should  come  at  a later  date  after  treatment, 
, 1°  91!*  . been  tried.  Admission 

should  not  be  by  judicial  order. 


3895.  The  magistrate’s  order  should  cease 
t°  be  a reception  order,  or  a removal 
order?—  {Mrs.  Graham-Bryce) : Yes, 

rather  from  the  point  of  view  that  it  was 
putting  the  cart  before  the  horse ; you 
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are  certifying  before  having  tried  treatment, 
which  might  be  tried  first  over  a period  of 
months,  or  even  up  .to  two  years. 

3896.  And  you  do  not  feel  that  there  is 
any  necessity  for  a legal  safeguard  against 
unreasonable  detention  in  putting  into  hos- 
pital for  one  year,  extendable  to  two,  a 
patient  who  cannot  do  very  much  about  it? 

( Alderman  Dingley ):  What  I think  we 

feel  is  that  you  want  to  be  absolutely  sure 
of  your  ascertainment  before  anybody  is 
certified,  and  certification  should  not  take 
place  until  a person  has  been  properly 
examined  and  given  an  opportunity  to  ex- 
press himself.  It  might  be  a temporary 
phase,  and  we  merely  say,  “ Do  not  certify 
until  you  are  absolutely  certain.” 

3897.  Would  you  give  the  patient  any 
right  of  appealing  for  judicial  intervention? 

1 would  give  him  the  right  of  appeal 

as  much  as  possible,  before  his  liberty  was 
impinged  upon  to  that  extent.  _ Whether 
it  should  be  judicial  or  otherwise  to  my 
mind  is  merely  terminology,  but  it  should 
be  to  a body  of  knowledgeable  lay  people 
properly  advised.  We  want  to  make  sure 
that  that  advice  is  right  before  his  liberty 
is  taken  away  .—{Alderman  Robinson ):  Wc 
do  not  want  to  give  the  impression  that  we 
wish  to  weaken  the  right  of  appeal,  or  the 
right  of  the  individual  in  any  way.  Per- 
haps this  does  rather  give  that  impression ; 
if  it  does  I do  not  think  that  is  what  we 
meant. — (Mrs.  Shaw):  Speaking  personally, 
if  you  admit  a temporary  patient,  _ it 
should  be  made  clear  to  the  unwilling 
patient  that  he  can  register  a protest 
against  his  being  held.  I have  the  feeling 
that  much  more  emphasis  has  been  placed 
on  the  loss  of  liberty  than  the  necessity 
for  treatment.  We  at  the  receiving  end 
want  nothing  to  stand  between  the  patient 
who  is  mentally  ill  and  the  treatment  he 
ought  to  have,  and  that  is  where  we  lay 
our  emphasis.  We  think  that  is  even,  more 
important  than  the  temporary  loss  of 
liberty. 

3898.  And  you  want  to  allow  time  for  full 

ascertainment? (A  Iderman  Robinson) : 

Yes. 

3899.  How  long  after  admission  do  you 
think  that  ascertainment  can  usually  be 

completed? ( Alderman  Dingley):  The 

time  limit,  in  my  submission,  is  arbitrary— 
it  must  be.  I find  that  question  difficult  to 
answer.  I should  imagine  it  would  be  based 
on  the  experience  of  the  people  who  had 
care  and  charge  of  the  patient.  But 
to  say  that  it  should  be  any  specific 
time,  I would  say  that  is  likely  to  be 
arbitrary. — (Mrs.  Shaw) : I think  there  are 
some  of  our  members  who  feel  no  person 
should  be  detained  against  his  will  beyond 
a period  of  two  years. 

3900.  Two  years  in  the  first  place?  Is 

that  not  rather  long? It  should  not  be 

for  two  years  in  the  first  place.  Perhaps 


six  months,  and  then  a further  six  months, 
and  if  the  doctor  then  said,  “I  think  we 
might  do  something  if  we  had  another 
year  ”,  then  another  year,  making  two  years 
at  the  most  without  a judicial  order. 

3901.  It  might  be  a long  time  before  you 
could  say  that  treatment  had  failed,  but 
within  a shorter  time  you  ought  to  be  able 
to  ascertain  what  is  the  matter.  We  have 
had  evidence  that  the  present  length  of  time 
under  a three-day  order  extendable  by  a 
fortnight,  say  seventeen  days,  is  enough  for 
the  purpose  of  diagnosis,  but  you  doubt 

that,  do  you? ( Alderman  Robinson):  We 

think  that  is  rather  on  the  short  side.— 
(Alderman  Dingley):  I would  err  on  the 
safe  side,  always,  but  I do  not  know.  I 
should  imagine  that  in  some  cases  con- 
clusions are  more  readily  reached  possibly 
than  in  others.  We  say,  be  on  the  safe 
side  rather  than  take  people’s  liberty  away 
by  certifying. — (Mrs.  Graham-Bryce) : As 
you  say  you  have  had  evidence  that  the 
case  could  be  summed  up  in  seventeen  days, 
that  is  rather  doing  away  with  the  point 
wc  tried  to  make,  which  was  that  you  need 
time  to  get  the  full  details. 

3902.  I was  only  trying  to  isolate  the 
various  steps  in  the  argument.  There  is 
the  argument  for  thorough  diagnosis,  the 
argument  for  treatment  and  the  argument 
for  avoiding  the  stigma,  and  they  are  really 
three  quite  different  arguments  and  different 

considerations. (Alderman  Robinson) : 

Yes. 

3903.  (Lady  Adrian):  Would  you  allow 
an  appeal  at  any  time  during  that  first  six 
months  to  a judicial  authority  by  the  patient 

or  by  his  relatives? (Alderman  Dingley): 

Speaking  personally,  yes.  I do  not  think  it 
would  be  right  to  take  away  a man’s  liberty 
for  six  months  without  any  right  of  appeal. 

3904.  (Dr.  Rees) : Would  you  like  to  see 

all  recoverable  patients  treated,  if  possible, 
without  certification? Yes. 

3905.  (Chairman) : Under  “ Legal 

orders  ”,  in  what  sense  are  you  referring  to 
“ court  cases  ”?  Do  you  mean  cases  of 
offence  against  the  law,  tried  in  court  in  the 

ordinary  way? (Mrs.  Graham-Bryce): 

Yes,  I think  that  means  cases  tried  in  the 
ordinary  way. 

3906.  (Sir  Cecil  Oakes):  Have  you  any 

views  as  to  the  desirability  of  Courts  being 
advised  by  a doctor  with  special  qualifica- 
tions in  this  class  of  case? From  a per- 

sonal point  of  view  I am  always  in  favour 
of  the  Court  being  advised  by  a specialist. 

3907.  You  would  prefer  that? Yes. 

—(Alderman  Robinson):  I think  this  is  very 
important  because  without  any  reflection  at 
all  on  the  ordinary  doctor  I do  not  think 
an  ordinary  doctor  in  his  training  or  after- 
wards acquires  the  requisite  knowledge.  I 
am  speaking  in  very  great  deference  to 
general  practitioners,  I have  a great  regard 
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for  them,  they  are  the  backbone  of  the 
profession,  and  my  father  was  a very  great 
one,  but  I do  feel  that  in  these  cases  the 
ordinary  knowledge  of  the  general  practi- 
tioner is  hardly  sufficient. 

3908.  ( Chairman, ):  In  the  last  sub- 

paragraph  of  paragraph  5 you  raise  the 
question  of  psychopaths.  Do  you  want  to 
expand  your  very  general  recommendation 
that  you  feel  that  something  ought  to  be 
done?  Do  you  know  at  all  in  your  minds 
what  ought  to  be  done? That  is  a diffi- 

cult questiop.  It  is  a very  big  problem. — 
C Alderman  Dingley ):  Of  course,  we  are 
getting  onto  questions  of  law  here,  but  most 
of  us  know  that  the  real  difficulty  is  the 
absence  of  adequate  accommodation  and 
provision  of  treatment.  Here  we  have  cases 
which  might  be  harmful  to  themselves  and 
harmful  to  the  rest  of  the  community.  There 
should  be  some  place  where  they  could  go 
temporarily  and  be  separated  so  that  they 
could  be  dealt  with  properly. — (Mrs.  Shaw) : 
There  is  just  one  danger  that  comes  to  mind 
if  you  are  going  to  have  special  accommo- 
dation for  psychopaths,  and  that  is  that 
people  may  get  in  there  and  perhaps  in 
some  way  evade  the  proper  carrying  out  of 
the  law.  It  may  be  used  as  a kind  of  place 
in  which  to  put  people  who  really  should 
be  treated  under  the  ordinary  operation  of 
the  law.  I am  only  a layman  but  it  seems 
to  me  that  that  might  be  dangerous. 

3909.  You  are  thinking  here  of  delin- 

quents, psychopaths  who  have  broken  the 
law,  are  you? ( Alderman  Dingley)  Yes. 

3910.  Are  there  not  two  questions,  the 
special  treatment  of  criminals  and  ordinary 
preventive  treatment  for  the  psychopaths 

you  think  may  be  a social  menace? 

( Alderman  Robinson ):  There  are  certain 
types  of  psychopaths  where  the  ordinary 
punishment  of  prison  will  not  do  the 
slightest  good  at  all.  I am  speaking  per- 
sonally, but  it  seems  to  me  a tragedy  for 
that  type  of  person  to  get  treatment  or 
punishment,  whatever  you  like  to  call  it, 
that  is  not  in  any  way  helpful  to  their 
trouble.  It  is  a very  difficult  problem,  and 
in  any  case,  even  if  you  knew  how  to  solve 
it,  there  is  neither  the  accommodation  nor 
the  staff,  but  I think  there  are  many  cases 
of  people  getting  into  prison,  time  and  time 
again  perhaps, , where  they  are  not  really 
treated  for  their  disease,  but  it  is  a disease. 

3911.  You  are  thinking  mainly  of  the 

criminal? Yes. 

3912.  (Dr.  Thomas ):  Have  you  in  mind 
any  special  judicial  procedure  for  con- 
trolling these  people,  other  than  the  Lunacy 
and  Mental  Treatment  Acts  and  Mental 

Deficiency  Acts? 1 think  it  is  a case 

where  there  ought  to  be  in  the  first  instance 
some  sort  of  round-table  conference  with 
the  people  interested.  First  of  all  you  have 
to  decide  where  you  would  put  these  people, 


and  how  you  would  treat  them  and  so  on. 

I think  there  is  a class  of  people  who 
commit  offences,  sometimes  not  very  serious 
offences,  again  and  again  and  again,  and 
who  get  into  prison  for  short-term  sentences 
again  and  again  who  are  not  in  any  way 
being  cured.  I know  prison  is,  in  a way, 
a punishment  as  well,  but  if  certain  cases 
were  treated  more  as  hospital  cases  than 
offenders  I think  it  would  be  a good  thing. 

3913.  In  the  phrase  “ dealing  com- 
pulsorily ” what  form  of  compulsion  did  you 
have  in  mind?  Was  it  the  utilisation  of 
existing  legislation,  or  have  you  been  think- 
ing in  terms  of  new  legislation  to  cover  this 

particular  field? (Mrs.  Graham-Bryce ): 

New  legislation. — (Alderman  Dingley); 

When  we  looked  at  this  question  we  said, 
“ Let  us  express  our  views  on  general  lines, 
stating  what  we  think  to  be  right  or  wrong, 
and  not  worry  ourselves  too  much  with 
existing  legislation”.  Speaking  personally, 

I do  not  know  in  detail  all  the  existing 
legislation. 

3914.  (Mr.  Bartlett) ; Am  I to  assume 
from  what  the  witnesses  have  said  that  apart 
from  the  psychopath  who  has  committed 
an  offence  the  other  type  of  psychopath 
who  has  not  committed  an  offence  would 
not  object  to  being  admitted  to  hospital? 

(Mrs.  Graham-Bryce);  I do  not  think 

we  have  said  enough  about  that.  It  was 
put  to  us  that  very  often  these  are  people 
who  should  not  be  in  a mental  hospital  or 
a mental  deficiency  hospital  because  they 
require  particular  treatment,  and  we  sug- 
gested that  there  should  be  some  power  to 
deal  with  them.  We  intended  that  to  apply 
not  only  to  the  people  who  land  up  in 
court,  but  also  to  those  who  do  not.  Even 
with  those  who  do  land  in  court  they  are 
often  merely  put  on  probation  with  a con- 
dition of  residence,  and  you  might  be  able 
to  make  the  place  of  residence  not  the 
mental  hospital  but  some  other  place  where 
they  could  receive  the  treatment  that  their 
ailment  calls  for. 

3915.  (Chairman):  Is  not  part  of  the 

trouble  the  fact  that  psychopaths  are  not 
a single  class,  but  include  very  different 
kinds  of  people,  who  may  need  very  dif- 
ferent kinds  of  treatment? Yes. 

3915a.  Passing  to  your  paragraph  6, 
“The  elderly”.  This  is  a point  which  is 
familiar  to  us,  and  on  which  wc  have  had 
the  same  general  recommendation  from 
many  sources.  There  is  one  question  I 
would  like  to  ask  you.  Have  you  any 
reason  to  think  that  the  operations  of 
the  National  Health  Service  and  of  the 
local  health  authorities  are  tending  to  re- 
duce in  some  cases  the  amount  of  private 
accommodation  for  the  elderly?  I have 
heard  privately,  not  in  official  evidence,  of  a 
tendency  in  some  parts  of  the  country  to 
discourage  the  small  private  home  for 
elderly  people  by  requiring  that  any  old 
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person  in  such  a home  who  becomes  bed- 
ridden must  be  immediately  reported  to  the 
local  authority.  Have  you  come  across 

that? 1 have  not  come  across  that  at 

all. — — {Alderman  Robinson ):  We  have  not 
come  across  that. — ( Alderman  Dingley ): 
We  are  aware  of  the  increasing  number 
of  cases  in  the  community  who  really 
require  hospital  treatment.  Then  there  are 
others,  the  elderly  and  children,  for 
example,  for  whom  I personally  think  that 
we  do  not  want  to  lose  that  human  con- 
tact with  somebody  who  is  willing  to  look 
after  them.  But  more  often  it  is  the  case, 
in  my  opinion,  that  the  local  authorities 
are  not  willing  to  pay  enough,  having  re- 
gard to  what  is  happening  to  the  value  of 
money.  I remember  a few  years*  ago  when 
they  were  only  paying  7s.  6d.  to  foster- 
mothers  and  it  was  said  it  would  destroy 
the  sense  of  vocation  if  it  was  more,  but 
in  my  submission  it  does  not.  A woman 
would  say,  “ I could  not  possibly  look  after 
'that  person  or  that  child  properly  for 
7s.  6d.  and  therefore  I shall  not  undertake 
it ; it  would  do  the  child  harm  It  was 
not  a question  of  the  sense  of  vocation  not 
being  there,  but  of  inadequate  financial 
means  to  enable  her  to  give  that  close 
human  contact.  Thank  goodness,  I think 
that  has  gone.  That  was  said,  before  the 
Curtis  Committee  came  into  being.  In  my 
own  authority  we  are  encouraging  such 
people,  and  it  is  a thing  that  should  be 
done  far  more,  but  it  should  not  mean  that 
hospital  cases  should  not  go  into  hospital 
when  they  need  to. — ( Alderman  Robin- 
son): A thing  that  worries  me,  personally, 
is  the  varying  degree  of  senile  decay,  to 
put  it  rather  crudely.  It  can  start  very 
slightly  and  what  I would  deplore — I am 
afraid  it  has  occurred  sometimes  in  certain 
cases — is  an  early  case  of  that  sort  being 
mixed  with  some  very  advanced  cases.  I 
cannot  imagine  anything  more  horrible 
than  for  a person  in  the  early  stages  to  be 
put  in  a ward  opposite  a person  who*  is  in 
a very  advanced  stage  in1  which  no  doubt 
he  himself  will  end.  I cannot  imagine 
anything  more  psychologically  cruel  or  bad. 
and  I think  there  should  be  much  more 
segregation  between  these  advanced  cases 
and  the  very  early  stages.  As.  far  as  look- 
ing after  the  elderly  people  in  the  home 
is  concerned,  I know  that  some  people 
say  that  young  married  people  now  are 
more  selfish  than  they  used  to  be.  I do 
not  think  that  is  fair.  Social  conditions 
have  altered  so  tremendously,  especially 
perhaps  in  the  middle-class  group.  Where 
in  the  old  days  before  the  war  you  could 
get  help,  and  you  might  have  the  money 
to  pay  for  help,  now  even  if  you  have  the 
money  it  is  almost  impossible  to  cope  with 
these  cases,  especially  in  the  advanced 
stage,  in  the  home.  It  does  not  necessarily 
mean  that  you  do  not  care  for  your  father 
or  mother,  or  your  aunt,  whoever  it  may 


be;  I do  not  think  it  is  fair  to  condemn 
the  families  wholesale.  I think  it . may 
not  be  their  fault  at  all,  but  it  is  simply 
physically  impossible  to  cope  with  the.  old 
people.  I think  that  it  is  a very  serious 
social  problem,  how  to  deal  with  people 
who  used  to  be  adequately  looked  after 
in  their  own  homes. — (Mrs.  Shaw ) : On 
the  question  of  old  people  in  mental  hos- 
pitals, apart  from  this  question  of  certifi- 
cation which  is  so  lamentable,  viewed  en- 
tirely from  the  old  man’s  or  the  old 
woman’s  angle  I do  not  think  they  could 
be  in  better  hands  when  they  are  in  a 
confused  condition,  because  in  a well  run 
hospital  they  are  so  well  cared  for  and 
understood,  because  the  nurses  are  trained 
mental  nurses.  They  spend  their  remain- 
ing life,  often  only  a case  of  a few  weeks, 
in  an  atmosphere  of  understanding  and 
peace.  I really  think  that  we  are  some- 
times misled  when  we  say,  “How  shocking 
that  that  poor  old  woman  should  finish,  up 
in  a mental  hospital.”  We  are  not  think- 
ing really  about  the  wellbeing  of  the  old 
woman  herself,  because  she  usually  does 
not  understand  and  is  well  looked  after  and 
nearly  always  dies  peacefully. 

3916.  You  only  want  to  get  rid  of  . cer- 
tification for  these  people? Yes,  it  is 

the  certification  that  is  wrong. 

3917.  Paragraph  10,  “Private  patients”. 

I suppose  you  are  using  the  word  private 

in  the  sense  of  paying  patients? ( Aider- 

man  Dingley ):  May  I say  here  that 

although  we  say  “ one  Committee  ” recom- 
mends this,  we  are  aware  that  there  is.  a 
body  of  opinion  that  feels  the  same,  quite 
apart  from  this  one  Committee. 

3918.  Of  course,  it  is  a view  which  ex- 

tends far  beyond  mental  hospitals,  it  is  a 
general  view? Yes. 

3919.  I should  be  glad  if  you  would  ex- 
pand your  paragraph  11.  The  transfer  of 
non-paying  patients  is  quite  simple  now,  is 
it  not?— - (Mrs.  Shaw):  I really  can  think 
of  only  one  explanation  of  this  recommenda- 
tion and  that  is  that  the  delay  must  be 
simply  the  delay  between  the  Super- 
intendents of  the  various  institutions  where 
die  patients  are.  That  is  the  only  delay  I 
can  think  of,  and  that  is  due  to  the  short- 
age of  beds. 

3920.  (Dr.  Rees):  The  consent  of  the 
Management  Committees  of  the  two 

hospitals  must  be  obtained,  must  it  not? 

(Mr.  Till) : I think  this  follows  the  line 
of  the  recommendation  of  the  Royal 
Medico-Psychological  Association  about 
transfers  within  the  United  Kingdom. 

3921.  (Chairman):  You  are  thinking  of 
transfers  between  England  and  Scotland, 

and  so  on? (Alderman  Dingley) I am 

aware  of  what  is  happening  in  the  Birming- 
ham region  where  we  want  perforce  to  even 
out  the  overcrowding.  There  are  quite  a 
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lot  of  patients  who  are  not  visited  by  their 
relatives  ; from  an  analysis  I asked  for  the 
proportion  in  one  hospital  was  quite  high ; 
they  are  visited  perhaps  more  frequently  to 
begin  with.  In  order  to  benefit  the  patient, 
when  you  have  overcrowding  to  the  extent 
that  we  have  in  some  wards — the  average 
does  not  give  you  the  true  position,  it  may 
be  121  per  cent,  on  the  female  side,  that  is, 
instead  of  100  patients  there  are  221 — one 
wants  to  try  and  even  it  out.  There  should 
not  be  any  difficulty  and  if  it  is  to  the 
benefit  of  the  patient  it  should  take  place 
more  readily. 

3922.  It  could  only  take  place  more 
readily  if  you  had  some  authority  to  give 
orders  to  the  unwilling  Hospital  Manage- 
ment Committee?  You  want  transfer 
between  two  Hospital  Management  Com- 
mittees and  you  find  that  the  receiving  Com- 
mittee just  will  not  take  any  more  patients? 

Yes.  I think  it  ought  to  be  done  on  a 

regional  basis.  One  has  felt  that  one 
hospital  has  wanted  to  stick  to  its  own 
patients — I may  be  wrong — and  some  people 
do  not  want  a particular  class  of  patient ; 
they  want,  shall  I say,  the  better  type  of 
patient.  It  seems  to  me  that  it  will  be  a 
very  long  time  before  we  get  all  the  accom- 
modation we  want  because  of  the  neglect 
that  has  been  building  up  from  before  the 
war  and  was  accentuated  by  the  war,  and 
meanwhile  there  should  be  authority  in  the 
interests  of  the  patients  to  be  able  to  move 
them. — ( Alderman  Robinson ):  I think  you 
want  something  more  than  authority.  My 
experience  of  hospital  work,  and  indeed  all 
types  of  public  work,  is  that  where  there 
is  the  desire  and  goodwill  between 
authorities  or  between  hospitals  or  between 
individuals,  almost  anything  can  be  done, 
but  where  there  is  not  that  goodwill  you 
can  legislate  until  you  are  blue  in  the  face 
and  nothing  will  be  done.  I think,  in  the 
matter  of  transfers,  you  want  the  goodwill 
of  the  two  authorities  concerned,  and  the 
individuals  concerned,  and  then  things  can 
be  achieved ; if  you  cannot  obtain  that 
perhaps  it  is  almost  better  to  leave  things 
as  they  are  rather  than  to  force  things.  It 
seems  to  me  that  goodwill  is  the  essential 
part  in  any  organisation. 

3923.  Here  again,  this  is  a problem  that 
does  not  only  occur  in  mental  hospitals, 

it  is  a general  problem? ( Alderman 

Dingley ) : I wonder  if  I may  speak  again,  to 
avoid  misunderstanding?  Going  back  to  my 
own  region,  when  one  invited  those  con- 
cerned in  the  less  overcrowded  hospitals  to 
go  and  see  the  more  overcrowded,  they  at 
once  said,  “ Yes,  we  can  accommodate 
them  ”.  That  is  all  I am  saying.  I entirely 
agree  with  my  colleague  about  goodwill.  If 
people  see  the  position  they  are  always  will- 
ing to  help  and  I personally  believe  that 
when  the  public  are  made  more  aware  of 
the  conditions  that  obtain  they  themselves 


will  be  more  willing  to  help. — {Mrs. 
Graham-Bryce ):  I think  it  is  really  a cry 
for  help  from  our  grossly  overcrowded 
hospitals  to  others  that  are  not  so  grossly 
overcrowded.  I feel  that  is  really  what  that 
boils  down  to. — {Mrs.  Shaw ) : And  the 

others  too  say  that  they  are  just  as  over- 
crowded as  the  grossly  overcrowded  ones. 

0 Chairman ) : I am  familiar  with  the 

problem  in  hospitals  generally.  I had  ex- 
perience of  a municipal  hospital  run  on  the 
very  best  and  latest  lines  and  an  old  teach- 
ing hospital  which  had  been  doing  all  the 
emergency  work  of  the  region  for  the  last 
three  generations,  and  the  municipal  hospital 
stuck  to  its  principle  never,  under  any 
circumstances,  to  have  any  centre  beds  in 
any  ward.  It  was  very  difficult  too  not  to 
respect  their  desire  to  keep  up  their 
standards.  We  do  appreciate  the  point. 

3924.  There  is  one  small  point  on  para- 
graph 12  on  “Discharges”.  You  recom- 
mend that  in  new  legislation  the  Medical 
Superintendent  should  be  given  authority  to 
discharge  a voluntary  patient  when  treatment 
is  finished  and  the  patient  is  fit  to  return 
home,  whether  the  patient  wants  to  go  out 

or  not,  is  that  the  point? {Mrs.  Graham- 

Bryce):  Yes. 

3925.  You  do  not  say  after  communica- 
tion with  the  home? {Alderman 

Dingley ):  I think  that  is  most  important. 
You  cannot  divorce  the  two.  The  state  of 
the  patient’s  health  and  the  conditions  he  is 
going  to  are  one  and  the  same  problem. 

3926.  We  have  had  a certain  amount  of 
evidence  that  that  communication  is  not 
always  made.  One  knows  it  is  difficult  in 
any  institution  to  be  quite  sure  that  the 
proper  information  is  given  to  everybody. 
What  is  your  experience? — —{Mrs.  Graham- 
Bryce):  This  recommendation  was  brought 
up  in  connection  with  a case  where  a 
patient  had  somewhere  to  go.  That  had 
been  checked  up  on  carefully  ; he  was  ready 
to  go  but  he  did  not  want  to  go  ; he  was 
happy  in  hospital  and  he  did  not  want  to 
go.  Of  course  his  bed  was  badly  needed  for 
other  people  and  it  was  really  from  that 
point  of  view  that  this  recommendation  was 
made. — (Mrs.  Shaw):  I am  not  sure  that 
that  new  legislation  is  required  ; I should 
think  that  it  is  very  often  due  to  the  kind 
heart  of  the  Superintendent  who  does  not 
like  to  send  his  patient  out,  whereas  in  a 
general  hospital  of  course  they  just  do.  I 
may  be  wrong. 

3927.  {Dr.  Rees):  There  is  nothing  to 

prevent  a Medical  Superintendent  discharg- 
ing a patient  now? 1 think  he  could  do 

it  now. — {Alderman  Dingley ):  It  is  a ques- 
tion of  forcing  him  out  when  he  will  not 
go. — {Mr.  Till):  The  question  raised  was 
what  authority  the  Medical  Superintendent 
had  to  discharge  a patient  who  absolutely 
refused  to  leave  the  hospital. 
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3928.  What  is  the  authority  for  discharg- 
ing a patient  from  the  general  hospital  if 

the  patient  refuses  to  go? (Mrs.  Graham- 

Bryce ):  1 do  not  think  authority  is  required. 
Of  course,  the  Superintendent  has  to  steel 
himself,  and  he  does  not  do  it. 

3929.  (Sir  Cecil  Oakes):  What  you  want 
is  for  Medical  Superintendents  to  do  what 
you  suggest,  although  no  legislation  is 

required? It  is  a very  difficult  question. 

Dr.  Rees  has  asked,  “ What  do  you  do  in  a 
general  hospital?”  I made  enquiries  about 
that  because  it  was  the  logical  question 
arising  from  this  paragraph  and  the  answer 
from  various  Hospital  Secretaries  was, 

“ Well,  I go  and  give  the  man  ” — we  always 
presume  it  is  a man — “ a good  talking  to 
and  he  very  soon  leaves  the  hospital.” 
Whether  that  would  do  in  this  case,  I do 
not  know. — (Mrs.  Shaw):  I think  more  co- 
operation possibly  from  the  local  authority 
end  might  help  there,  to  make  quite  sure 
that  there  was  some  kind  of  welcome,  and 
a really  suitable  place  for  the  patient. 

3930.  (Chairman) : I presumed  all  this 
was  on  the  assumption  that  he  had  a good 

home  to  go  to? -(Mrs.  Graham-Bryce): 

It  was. 

(Chairman):  During  our  first  day’s 

evidence  we  were  told  by  an  experienced 
psychiatrist  that  he  had  once  visited  a 
mental  hospital  and  found  a violent  fight 
going  on  at  the  door  of  the  hospital  between 
a struggling  patient  and  two  hospital  order- 
lies, and  he  was  told,  “ That  is  a voluntary 
patient  being  discharged  against  his  will  ”. 

I do  not  not  what  the  solution  is. 

I do  not  think  I want  to  ask  any  ques- 
tions on  paragraphs  13  and  14.  Does  any 
member  of  the  Commission  wish  to  ask  a 
question? 

3931.  (Mr.  Jackson):  What  is  the  diffi- 
culty that  leads  you  in  paragraph  13  to 

suggest  a longer  period  for  recapture? 

(Mrs.  Shaw):  Is  it  not  because  patients 
automatically  discharge  themselves  if  they 
are  not  recaptured  within  fourteen  days? 
I think  that  is  the  reason.  We  want  to 
make  it  twenty-eight. — (Alderman  Robin- 
son): There  was  a difference  of  opinion 
but  the  average  was  twenty-eight.— (Mrs. 
Shaw):  The  period  must  be  longer  to  give 
them  more  chance  to  come  back. 

3932.  It  seems  rather  inconsistent  with 
your  proposals  at  the  beginning  under  which 
there  would  be  very  much  less  compulsion. 
You  began  by  saying  that  for  a year,  ex- 
tendable to  two,  there  would  be  merely 
medical  certificates  instead  of  a justice’s 
order,  and  now  you  want  a longer  period 

for  what  is  almost  chasing  a patient? 

The  patient  might  have  got  out  during  the 
first  few  weeks  and  if  he  stays  out  more 
than  fourteen  days — I am  subject  to  cor- 
rection here — he  is  then  automatically  dis- 
charged. I think  the  twenty-eight  days 


would  give  one  a longer  period  in  which 
to  get  him  back  and  continue  the  treatment 
which  he  so  badly  needs. — (Alderman 
Dingley):  I would  submit  again  that  the 
time  limit  may  be  arbitrary.  It  should  be 
each  case  on  its  merits  but  you  have  to 
have  a fixed  period.  We  had  experience 
of  two  potential  murderers  who  when  we 
were  visiting  came  to  us  and  said,  “ Cannot 
we  go  out?  ”.  We  were  told,  “ No,  it  is 
too  dangerous  ”.  I remember  an  ex-sergeant 
of  police  who  had  been  many  years  in  this 
hospital.  He  escaped  and  was  out  the 
statutory  time  and  from  then  until  he  died 
I was  told  that  he  went  on  drawing  his 
pension,  and  that  was  some  ten  to  fifteen 
years  ago.  Recently,  two  years  ago,  we 
had  the  same  sort  of  case.  When  visiting 
the  hospital  I saw  a patient  on  three  or 
four  occasions  with  my  colleagues ; he 
escaped  and,  frankly,  I am  glad  he  did 
escape.  We  have  not  heard  of  him  since. 

It  may  be  that  something  untoward  may 
happen,  but  it  has  not,  so  far  as  I know, 
happened  so  far.  Apparently  he  settled 
himself  with  his  wife,  because  his  wife 
always  appealed  for  him  to  come  out,  and 
said  it  was  quite  all  right.  She  pleaded 
with  us.  He  escaped  and  presumably  he 
is  happily  settled  again. 

3933.  (Chairman):  I think  what  is  worry- 
ing us  about  paragraph  13  is  that  under  your 
proposals  a man  will  normally  be  in  hospital 
at  least  two  years  under  treatment  before 
he  is  certified.  He  will  be  under  tem- 
porary treatment.  Are  you  going  to  say 
that  if  that  man  leaves  the  hospital — he  is 
not  in  hospital  under  any  judicial  order — 
the  Medical  Superintendent  of  the  hospital 
may  have  the  right  to  bring  him  back  at 

any  time  within  twenty-eight  days? (Mrs. 

Shaw):  Surely  he  cannot  be  recaptured  at 
all  if  he  is  under  a temporary  order?— 
(Alderman  Robinson):  I do  not  think  it 
refers  to  that  type  of  person,  what  we  mean 
is  the  certified  person. 

3934.  It  is  only  the  certified  person? 

(Mrs.  Shaw):  Yes,  the  certified  person. 

3935.  (Sir  Cecil  Oakes):  It  is  really  to 
avoid  the  trouble_of  re-certifying  him  if  he 
is  found  within  Twenty-eight  days  instead 

of  fourteen? (Alderman  Robinson):  Not 

only  that,  he  may  escape  and  be  a really 
dangerous  person.  We  would  like  the 
power  and  we  want  a further  period  to 
get  him  back  into  safety. 

3936.  He  can  be  certified  if  he  is  found? 

He  may  have  done  some  damage 

before  he  is  found.— (Alderman  Dingley): 
I personally  would  have  left  it  at  fourteen 
days. — (Alderman  Robinson):  The  average 
opinion  was  twenty-eight  days. 

3937.  (Dr.  Thomas):  In  your  paragraph 
14  (a),  what  is  the  reason  for  the  recom- 
mendation that  leave  should  be  extended 
to  one  year  on  the  recommendation  of  the 
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Medical  Superintendent  to  the  Management 

Committee? (Mrs.  Shaw ) : I think  there 

is  a misunderstanding  of  what  leave  means. 
Leave  is  only  allowed  for  some  special 
family  reason.  My  personal  opinion  is  that 
it  should  be  possible  to  extend  it  for 
longer  than  it  is  at  present. — ( Alderman 
Robinson ) : There  is  a difference  of  opinion. 
The  memorandum  does  not  give  our  per- 
sonal views,  or  even  the  views  of  the 
Council ; we  have  tried  to  be  fair  and  show 
you  what  people  are  thinking  up  and  down 
the  country.  I think  we  who  are  here  today 
feel  that  a year  is  far  too  long. — [Mrs. 
Shaw):  It  should  become  something  else. — 
(Mrs.  Graham-Bryce ):  It  seems  to  be  due 
to  a misunderstanding,  as  Mrs.  Shaw  says, 
pf  the  meaning  of  the  word  “ leave 

3938.  You  do,  not  know  of  any  specific 
reason  for  making  that  recommendation? 

(Alderman  Robinson ):  We  do  not. — 

(Alderman  Dingley):  I personally  hold  the 
view  that  if  the  patient  gets  out  into  the 
community  either  by  leave  or  boarding  out 
and  is  satisfactorily  placed  that  is  all  we 
want. 

3939.  (Chairman):  I suppose  the  term 
“ leave  ” is  often  used  roughly? — — ( Aider- 
man  Robinson):  It  is  not  a specific  term. 
It  should  be  more  specific.  It  should  be 
more  definite  than  it  is. — (Mrs.  Shaw): 
Leave  is  generally  given  for  going  to 
another  hospital  for  an  operation  or  some- 
thing of  that  kind,  and  it  should  be  a short 
spell,  but  at  present  it  can  only  be  up  to 
four  days — the  Medical  Superintendent  can 
allow  them  that. 

3940.  Paragraph  15,  on  “After-care”. 
There  again  you  are  in  the  old  dilemma 
between  the  hospital  and  the  local 
authority,  and  you  have  no  recommendation 

except  closer  liaison? (Mrs.  Graham- 

Bryce)  : And  flexibility.  It  very  much 
depends  on  the  catchment  area  of  the 
hospital.  You  cannot  make  cut  and  dried 
rules  as  to  who  shall  look  after  whom 
because  if  your  catchment  area  is  a wide 
one  your  hospital  staff,  even  if  adequate  in 
number,  could  not  deal  with  it. — (Mrs. 
Shaw):  The  Mental  After  Care  Association 
did  mention  that  too. — (Alderman  Robin- 
son): But  it  is  a very  important  aspect  of 
the  work,  nevertheless. 

3941.  I suppose  what  you  really  want  is 
co-operation  between  the  psychiatric 
workers  concerned  and  between  authorities? 

1 think  you  want  both. — (Alderman 

Dingley):  It  does  not  seem  to  me  to  matter 
very  much  as  long  as  advice  is  available, 
perhaps  to  the  husband  or  wife,  as  to  how 
they  should  treat  the  patient  when  they 
come  out. 

3942.  It  becomes  of  the  first  importance 
later  on  when  you  are  dealing  with  mental 

deficiency,  does  it  not? 1 think  that  is 

another  matter. 


3943.  (Lady  Adrian):  Could  I ask 

whether  you  have  any  experience  of  the 
joint  use  of  psychiatric  social  workers  by 
the  local  authority  and  mental  hospital? 

(Mrs.  Graham-Bryce):  I know  of  one 

place  where  that  works  most  successfully. 
The  local  authority’s  duly  authorised 
officers  go  into  the  hospital  and  take  part 
in  work  with  the  patient  in  the  hospital,  so 
that  they  see  them  there.  Then  they  see 
them  outside.  There  is  a weekly  con- 
ference between  the  consultant  psychiatrist 
and  the  local  authority  representatives,  and 
there  is  complete  flexibility,  as  you  might 
say,  and  the  scheme  seems  to  me  quite 
excellent.  There  is  no  pulling  one  way 
or  the  other.  Both  before  the  patient  goes 
into  hospital  and  when  he  comes  out  there 
is  a follow  up  by  the  workers  in  both  cases. 

3944.  Is  it  one  county  borough  authority 

dealing  with  one  hospital? Yes  it  is. 

That  is  much  the  easiest,  a neat  and  tidy 
arrangement. 

3945.  It  becomes  more  difficult  when  you 
have  one  hospital  serving  a county,  a 

county  borough  and  another  county? 

(Alderman  Dingley):  Exactly.— (Mrs. 

Shaw):  Often  the  presence  of  the  Medical 
Officer  of  Health  on  the  Management  Com- 
mittee is  a very  good  way  of  making  sure 
of  that. — (Alderman  Robinson):  I think  if 
I had  my  way  I would  make  that  a rule. 

I think  it  is  most  essential,  not  only  in  this 
field  but  in  all  hospital  work,  that  with  the 
set-up  as  it  is  there  should  be  the  closest 
liaison  between  the  local  authority  and  their 
officials,  and  the  Management  Committees. 
Anything  that  can  be  done  to  encourage 
good  working  and  understanding  between 
the  two  is  essential. 

3946.  (Chairman):  Is  not  the  difficulty 
that  if  the  Medical  Officer  of  Health  sat 
on  all  the  Management  Committees  he 
ought  to  be  concerned  with  he  would  have 

no  time  to  do  anything  else? (Mrs. 

Shaw):  It  need  not  be  the  Medical  Officer 
of  Health  in  person.  He  has  psychiatric 
workers  under  him  and  one  of  those  would 
make  a most  useful  member  of  a Hospital 
Management  Committee  to  help  to  keep 
the  wheels  oiled. 

3947.  Paragraph  16.  The  majority  view 
is  in  favour  of  an  independent  central 
body  with  right  of  entry  and  inspection — 

independent  of  whom? (Alderman 

Robinson):  I would  like  to  say,  indepen- 
dent of  everybody,  even  the  Ministry. — 
(Mrs.  Shaw):  The  Annual  Report  of  the 
Board  of  Control  is  addressed  to  the  Lord 
Chancellor  ; well,  this  is  a thing  I have  not 
mentioned  to  anyone  at  all.  I have  not  dis- 
cussed it  with  anyone,  but  I was  wondering 
whether  they  should  not  be  the  Lord  Chan- 
cellor’s men  and  women?  We  at  the  hos- 
pital  end  who  have  known  these  Commis- 
sioners for  very  many  years  have  found 
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them  very  helpful ; their  independence  has 
been  lessened,  and  we  are  afraid  that  this 
is  going,  in  a way,  to  reduce  their  helpful- 
ness. The  Commissioner  is  now  like  the 
Ministry’s  man,  and  we  have  a Ministry 
hospital.  We  wondered  whether  some- 
thing could  not  be  done  to  preserve  what  in- 
dependence is  left  and  to  have  them  cen- 
trally placed  so  that  they  visit  hospitals 
all  over  the  country  and  do  not  get  just 
a purely  local  idea  of  one  particular  hos- 
pital.— ( Alderman  Robinson):  We  are 

afraid  of  the  Board  of  Control  either  going 
out  of  existence  altogether  or  being  a sort 
of  servant  of  the  Ministry,  or  agents  of 
the  Ministry,  and  if  they  were  agents  of 
the  Ministry  that  defeats  its  own  object. 
We  would  like  to  see  the  Board  of  Control, 
or  whatever  you  like  to  call  it,  quite 
independent  of  everyone,  who  can  come  in 
without  any  axe  to  grind,  without  any  feel- 
ing that  they  have  to  please  somebody  or 
other  high  up  in  some  hierarchy  or  other. 
We  think  it  is  very  important,  and— I speak 
for  myself — I am  nervous,  that  the  Board 
of  Control  may  either  be  done  away  with 
or  become  just  a-  lackey  of  the  Ministry, 
and  either  of  those  things,  in  my  view, 
would  be  bad.  Perhaps  I am  exaggerating. 
Perhaps  my  fears  are  groundless,  but  I do 
think  it  is  important  to  have  independent 
people. — ( Alderman  Dingley):  The  Minis- 
ter, surely,  as  I see  it,  is  charged  with  the 
responsibility  of  looking  after  the  patients. 
That  is  his  function.  I agree  with  my  col- 
league to  the  extent  that  X would  have 
thought  that  all  Hospital  Management 
Committees  would  have  welcomed  any- 
body going  round  who  had  the  experience 
of  seeing  what  is  happening  right  through- 
out the  country,  and  to  bring  all  their 
wider  experience  to  them,  to  criticise  in  a 
friendly  way,  perhaps  to  say,  “ I think  we 
have  better  ideas  for  you  there”,  and  so 
on.  I personally  see  rio  objection  to  it  at 
all,  I would  welcome  it. 

3948.  (Dr.  Thomas ):  Were  the  fears  you 
expressed  in  relation  to  the  liberty  and 
freedom  of  the  subject,  or  in  relation  to  the 
administration  of  the  hospital?  I can 
only  speak  for  myself.  It  was  more  with 
the  liberty  of  the  subject  really.  To  make 
absolutely  sure  that  there  is  an  independent 
person  going  round  and  seeing  that  every- 
thing is  absolutely  right. — (Mrs.  Shaw):  Not 
only  the  liberty  of  the  subject,  the  well- 
being of  the  subject— they  are  not  two 
things. 

3949.  (Chairman):  But  the  wellbeing  of 
the  subject  is  part  of  the  responsibility  of 
the  Minister  to  Parliament,  surely?-  ~\es> 
that  is  true. — (Alderman  Robinson):  But  1 
think  mental  hospitals  are  in  a rather  dif- 
ferent category  from  the  general  hospitals. 
I only  speak  for  myself,  I do  not  want  to 
involve  anybody  else  in  what  I say,  but 
that  is  rather  dangerous. 


3950.  An  independent  administrative  body 
is  unknown  to  the  British  Constitution ; 
somebody  has  got  to  be  responsible  for 
pure  administration ; if  it  is  going  to  be 
really  independent  of  the  executive  has  it 

not  got  to  be  a judicial  body? (Mrs. 

Shaw):  No.  We  meant  independent,  I 

think,  of  the  Ministry  really,  as  in- 
dependent as  possible. 

3951.  Unless  it  is  a judicial  body  some- 

body else  must  be  able  to  answer  to  Par- 
liament for  what  it  does? Why  should 

not  the  Lord  Chancellor — they  report  to 
him? 

3952.  I am  not  sure  what  the  constitu- 
tional position  of  the  Commissioners 
responsible  to  the  Lord  Chancellor  is. — — 

I cannot  think  why  they  report  to  him  if 
they  are  not  responsible  to  him. 

3953.  (Mr.  Jackson ):  For  many  cen- 

turies the  Lord  Chancellor  was  charged 
with  looking  after  the  affairs  of  persons 
of  unsound  mind  and  therefore  any  matter 
which  has  not  been  transferred  to  anybody 
else  is  still  the  concern  of  the  Lord  Chan- 
cellor.  (Alderman  Dingley ):  But  these 

are  hospitals.  Surely  the  responsibility 
should  be  to  the  Minister? — (Alderman 
Robinson ):  No. 

3954.  (Sir  Cecil  Oakes):  We  understood 
you  wanted  at  all  costs  to  be  independent 

of  the  Minister? From  the  point  of  view 

of  safeguarding  the  rights  of  the  subject, 
the  individual. 

3955.  (Mr.  Jackson):  Your  point,  I take 
it,  is  that  you  are  quite  happy  that  the 
Ministry  of  Health  should  go  on  inspecting 
'thesfc  hospitals  like  any  other  hospitals 
from  the  point  of  view  of  general  running 
and  management,  and  the  rest,  but  the 
Board  of  Control  would  deal  with  the 
liberty  of  the  subject,  understood  to  include 
a certain  amount  of  the  conditions  other 
than  the  mere  matter  of  detention.  Is  that 

the  point? That  is  my  point,  and  I do 

not  want  the  powers  of  the  Board  of  Con- 
trol whittled  down.— (Mrs.  Shaw):  Or  de- 
centralised. We  do  not  want  a little  local 
body  just  knowing  local  hospitals.  We  want 
somebody  with  a wider  knowledge  knowing 
the  whole  of  the  country. 

3956.  You  want  the  Board  restored 

rather  than  whittled  down? (Alderman 

Robinson):  To  what  they  were  before  the 
1948  Act. — (Alderman  Dingley):  1 1 do  not 
see  what  is  wrong  with  the  Minister. 

3957.  (Dr.  Rees):  You  want  the  Board 
to  be  concerned  with  the  conditions  under 
which  the  patient  is  treated  as  well  as  his 

detention? (Mrs.  Shaw):  I should  like 

that.— (Mrs.  Graham-Bryce):  If  they  are 
looking  after  the  individual  they  cannot 
help  but  do  that.  It  comes  within  what 
we  want  the  Board  of  Control  to  do,  the 
two  are  interwoven. — (Alderman  Dingley ): 
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Why  he  is  detained  and  how  he  is  detained 
I find  somewhat  inseparable  questions. 

3958.  Do  you  see  any  objection  to  the 
same  person  acting  for  both  the  Board  of 
Control  and  for  the  Ministry  of  Health? 

C Alderman  Robinson ):  I would  prefer 

them  to  be  independent. — (Mrs.  Shaw):  I 
think  what  we  are  thinking  of  is  the  posi- 
tion of  the  Board  of  Control  in  the  old 
pre-1948  days.  We  liked  it  as  it  was,  and 
it  has  been  played  about  with. 

3959.  (Mr.  Jackson):  You  do  appreciate 
that  it  cannot  do  the  detailed  work  that  it 
did  before,  because  of  the  nationalising  of 
the  hospitals?  You  have  to  have  a separa- 
tion. You  agree  that  the  separation  has  to 
be  made  between  the  liberty  of  the  subject 

and  the  conditions? (Alderman 

Robinson ):  If  I were  a member  of  the 
Board  of  Control,  if  you  can  imagine  such 
an  unlikely  thing,  I would  have  the  right 
to  report  what  was  in  my  mind  and  in  my 
heart  without  fear  of  anybody.  I would 
not  have  to  be  in  any  way  subject  to  any- 
one. If  I was  not  satisfied  with  certain 
things  I should  say  so.  and  I think  that  in 
the  old  days  the  Board  of  Control  were  in 
that  position,  and  I want  that  position  to 
remain.  I do  not  want  them  in  any  way 
to  be  the  servants  of  the  Ministry.  It  might 
be  that  an  occasion  might  arise,  perhaps 
not  very  often,  when  a member  of  the 
Board  of  Control  might  feel  that  there  was 
something  going  on,  perhaps  even  with 
Ministry  approval,  which  he  did  not  think 
was  right,  and  if  he  found  that  I think  he 
should  say  so,  without  any  fear  or  favour. 

3960.  (Dr.  Rees):  You  do  not  think  he 
would  say  that  if  he  was  an  officer  of  the 

Ministry,  do  you? We  are  all  human, 

and  it  is  more  awkward,  is  it  not?  I would 
rather  be  in  the  position  I am  now  and 
be  able  to  say  what  I like.  I do  not 
think  I would  be  as  free  to  say  what  I am 
saying  now  if  I was  a Civil  Servant. — (Mrs. 
Shaw):  In  the  old  days  they  were  freer 
and  the  Board  published  a very  useful  and 
interesting  Report,  but  look  what  you  get 
for  sixpence  nowl 

3961.  (Sir  Cecil  Oakes):  You  do  feel 
apparently  that  since  the  “ appointed  day  ” 
there  has  been  a change  in  the  attitude 

of  the  Board  of  Control  visitors? 

(Alderman  Robinsofi):  Yes. — (Alderman 

Dingley):  No. — (Alderman  Robinson):  It 
is  three  to  one ! I told  you  we  were  giving 
individual  opinions! 

3962.  (Chairman):  In  Paragraph  17  you 
pass  definitely  from  the  executive  to  the 
judicial  in  this  matter  of  patients’  property. 
Have  you  any  suggestions  to  make — on  the 
first  sub-paragraph —for  a more  simple  and 
rapid  method  for  the  protection  of  patients’ 

property? (Alderman  Dingley):  No,  my 

Lord.  I personally  do  not  know  the  full 
details  of  this,  but  it  has  been  represented 


to  us  that  it  should  be  looked  at.  I would 
not  like  to  say  more  than  that. — (Alderman 
Robinson ):  One  branch  does  feel  strongly 
that  the  Medical  Superintendent  alone 
should  not  have  the  responsibility. 

3963.  When  you  say  that  the  Medical 
Superintendent  alone  takes  responsibility 
for  certifying  a patient’s  capability  of 
signing  documents,  do  you  mean  that  he 
takes  the  responsibility  vis-a-vis  the 
Management  Committee?  Do  courts  of 
law  pay  any  particular  attention  to  docu- 
ments signed  by  a Medical  Superintendent? 
— (Sir  Cecil  Oakes):  I think  the  point  is 
that  the  Medical  Superintendent  is  usually 
called  upon  by  the  solicitors  in  the  property 
transaction  to  tell  them  if  he  thinks  the 
patient  is  capable  of  signing  the  documents. 
That  is  a customary  matter  that  happens 

hundreds  of  times  a month. (Alderman 

Dingley):  There  is  one  thing  one  would  like 
to  see  on  the  question  of  patients’  property 
and  that  is  that  in  no  circumstances  should 
it  be  disposed  of  too  rapidly,  because  for 
any  person  to  hear  that  his  property  has 
been  disposed  of  is,  in  my  submission,  very 
detrimental  to  his  psychological  state. 

3964.  (Chairman):  I have  no  questions  to 
ask  on  paragraphs  18  and  19,  but  on  para- 
graph 20  I am  mischievous  enough  to  say 
that  I would  like  to  have  your  suggestion 
for  an  alternative  to  “mental”  under  (c) 

and  (d)1 (Alderman  Robinson):  We  are 

only  expressing  the  opinions  here  of  oui 
Management  Committees.  For  instance,  it 
is  all  very  well  condemning  the  word 
“ idiot  ” but  I do  not  see  what  else  you  can 
say  to  express  what  you  mean.  That  is  one 
of  our  difficulties. — (Alderman  Dingley):  I 
think  this  was  suggested  from  the  point  of 
view  of  the  patient’s  relatives,  some  of 
whom  still  have  what  we  hope  is  a wrong 
conception  of  the  word  “ mental  ”, — (Mrs. 
Graham- Bryce):  I notice  that  I made  a 
note,  coming  down  in  the  train,  that  (d)  is 
going  too  far! 

(Chairman):  There  are  limits  to  the 
possibility  of  avoiding  saying  what  one 
means,  even  in  the  law! 

3965.  Does  any  member  of  the  Com- 

mission want  to  ask  any  other  questions  on 
“ Mental  Illness  ”? (Alderman  Robin- 

son): Might  I just  say  one  thing  about 
research?  I never  wish  to  miss  an  oppor- 
tunity of  stressing  to  anybody  anywhere  in 
authority  that  I can  hardly  conceive  that 
you  can  spend  too  much  money  on  research 
in  any  direction  whatsoever,  and  I would 
suggest  that  more  money  should  be  made 
available  for  research  in  any  branch  of 
medicine.  Research  and  preventive  medicine, 
in  my  view,  are  the  two  most  important 
things,  and  I am  so  much  afraid  that  with 
all  our  talks  of  hospitals  in  the  Health 
Service  we  are  apt  to  forget  that  the  most 
important  phase  of  medical  work  is 
sufficient  research  in  prevention.— (Alderman 
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Dingley ):  I would  like  to  go  further  and 
say  when  you  think  you  are  spending 
enough  on  research  then  multiply  it  one 
hundred  times.  I am  exaggerating  speci- 
fically to  illustrate  my  point.  I do  not 
think  you  can  spend  too  much.  After  all 
said  and  done,  prevention  is  cure. 

3966.  I am  not  disagreeing  but  X have  had 
considerable  experience  in  research  generally 
and  I think  that  the  output  of  research  is 
not  commensurate  with  the  amount  of  money 
spent  on  it,  nor  indeed  with  the  amount  of 
official  stimulation  that  you  try  to  administer 

to  it. Is  there  not  a danger  that  it  would 

sometimes  be  over-centralised? — {Alderman 
Robinson) : Or  over-restricted. — {Alderman 
Dingley ) : Because,  surely,  what  is  not 

found  out  in  one  place  may  be  found  out 
in  another,  and  nobody,  in  my  submission, 
should  go  in  with  any  preconceived  ideas. 
You  will  always  find  the  needle  in  the  hay- 
stack if  you  have  enough  people  to  look 
for  it,  but  if  you  have  one  person  looking 
for  it  you  will  never  find  it. 

3967.  I am  not  quite  sure  that  I agree. 
It  depends  how  many  needles  there  are  in 

the  haystack. (Mrs.  Graham-Bryce ):  I 

feel  that  this  paragraph  on  research  may 
have  been  prompted  by  purely  financial  con- 
siderations. I think  general  hospitals,  or 
children’s  hospitals,  and  other  special 
hospitals  very  often  have  trust  funds,  quite 
large  ones,  and  the  funds  are  much  more 
numerous  than  those  attached  to  mental 
hospitals,  and  this  may  have  been  put  in 
from  that  point  of  view.  Hospitals  are 
given  money  for  research,  and  you  have 
your  research  fund  and  you  can  start 
research  within  the  hospital.  Not  so  much 
money  is  given  by  the  public  for  research 
in  the  mental  hospital  world,  and  I think 
that  that  really  is  what  has  prompted  this 
paragraph. 

3968.  Passing  now  to  Mental  Deficiency, 
paragraph  23  (c).  We  have  had  evidence 
from  people  who  say  that  a good  many 
children  who  now  get  sent  on  to  mental 
deficiency  hospitals— very  young  children— 
are  ascertained  in  children’s  hospitals  _ and 
ought  to  be  treated  in  children’s  hospitals, 
and  that  the  children’s  hospitals  are  not 
taking  their  share  of  this  burden.  Have  you 

any  views  on  that? Well,  certainly 

on  the  “appointed  day”  there  were  in 
children’s  hospitals  a number  of  mentally 
deficient  children,  and  the  children  s hospi- 
tals did  set  about  having  it  arranged  that 
these  children  should  go  where  they  could 
be  properly  looked  after.  The  nurses  m 
the  children’s  hospitals  are  not  qualified  to 
look  after  mentally  deficient  children,  nor 
for  that  matter  are  the  medical  people 
especially  qualified  perhaps  for  their  treat- 
ment. 

3969.  What  age  of  children  are  you 
thinking  of? Quite  small. 


3970.  I was  thinking  of  the  baby,  under 

two  years  of  age. Yes,  twos  and  threes, 

up  to  about  five  are  the  ones  I am  think- 
ing about,  particularly  in  the  hospital  that 
I know  intimately,  and  those  children  have 
all  now  gone  to  a hospital  for  mentally 
deficient  children. 

3971.  Even  those  with  an  acute  diagnosed 

physical  condition? Well,  no,  they  had 

not  all  diagnosed  physical  conditions,  but 
the  hospital  was  an  old  municipal  hospital 
that  had  to  take  anything  that  came,  and 
that  is  why  they  were  in  this  hospital. 

3972.  Yes,  but  the  recommendation  that 
we  have  received  applies  more  to  the 
mentally  deficient  child,  quite  young,  a 
baby,  with  a definite  diagnosed  physical 
condition  which  is  a physical  condition  for 
which  there  can  only  be  very  long  treat- 
ment, if  any  treatment  at  all,  and  the  re- 
commendation here  was  that  a proportion 
of  those  should  be  kept  in  children’s  hospi- 
tals instead  of  being  unloaded  onto  the 

mental  deficiency  hospitals. If  I might 

give  an  entirely  personal  view  on  that, 
within  pretty  strict  limits  I would  agree  that 
everyone,  including  the  child,  would  gain 
by  that.  The  nurses  would  gain  in  seeing 
one  or  two,  at  the  most,  cases  in  the  ward 
who  are  mentally  deficient  and  who  have 
gross  physical  illness.  But  I think  you 
would  have  to  keep  it  within  very  strict 
limits,  because  otherwise  you  would  be 
blocking  a bed  for  an  acutely  physically 
ill  child,  and  we  are  always  being  told  of 
the  waiting  lists  for  children  to  go  into 
hospital.  But  provided  you  watched  that, 

I think  that  within  limits  that  could  be 
developed  rather  more  than  it  has  been. 

3973.  The  children’9  hospital  is  often 
bound  to  regard  itself  as  entirely  an  acute 
hospital,  but  one  wonders  whether  long-stay 

children’s  hospitals  are  not  needed. 

Special  wards  could  perhaps  be  provided  for 
these  doubly  handicapped  children  in  a 
long-stay  hospital,  with  a nurse  trained  both 
as  a children’s  nurse  and  as  a mental  nurse. 

3974.  I have  no  experience  of  a children’s 
ward  in  a long-stay  hospital.  Are  there 

such  things? 1 thought  you  suggested 

there  should  be  long-stay  children’s  hospi- 
tals. I was  agreeing  there  was  probably  a 
place  for  a long-stay  children’s  hospital  in 
every  region,  which  would  take  some  of 
these  children. — {Alderman  Dingley):  I 

would  support  Mrs.  Graham-Bryce.  I have 
a children’s  recovery  hospital  not  com- 
pletely full  at  the  moment ; some  of  these 
children  could  with  advantage  occupy  these 
beds.  I personally  feel  it  would  be  an 
advantage  also  for  the  nurses  who  are 
training ; it  would  prevent  what  I call  this 
danger  of  over-specialisation.  We  are  in 
the  position  that  we  know  perfectly  well  the 
teaching  groups  have  a surfeit  of  nurses. 
Matrons  have  said  to  me,  “If  I.  saw  a 
mental  defective  I would  run  a mile  ; I 
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deplore  that  attitude,  they  are  human  beings. 
Nurses  should  not  be  accorded  higher  status 
unless  they  have  experience  in  mental 
nursing. 

3975.  In  paragraph  23  (g)  you  say,  “ The 

Medical  Superintendent  should  have  power 
to  accept  or  refuse  application  for  admis- 
sion without  legal  order”.  You  do  not 
suggest  giving  the  Medical  Superintendent 
that  power  in  the  case  of  the  mentally  ill ; 
why  should  you  give  it  in  the  case  of  the 
mentally  deficient? — -(Mrs.  Shaw):  So 

many  of  these  are  different  attempts  by 
different  branches  in  different  regions  to 
cover  the  same  point,  which'  is  that  it  should 
be  possible  to  have  patients  in  the  mental 
deficiency  colony  without  certification.  One 
branch  sent  in  a suggestion,  I think  that  is 
all  it  is,  trying  to  extend  to  mental  defec- 
tives the  idea  of  a continued  temporary 
detention.— (Mr.  Tilt):  I have  the  same 
feeling. 

3976.  Is  this  not  a way  in  which  a hospi- 
tal could  refuse,  as  some  hospitals  refuse 
in  the  field  of  mental  illness,  to  accept 

voluntary  patients? (Mrs.  Shaw) : I think 

the  whole  feeling  behind  this  paragraph  was 
to  try  to  find  some  means  whereby  the 
defective  could  be  taken  into  the  hospital 
without  any  legal  formality  in  the  first 
place. 

3977.  But  it  seems  out  of  line  with  that ; 
it  would  give  the  Medical  Superintendent 
the  power  to  refuse  voluntary  cases. 

On  paragraph  24,  I am  always  a little 
resistant  when  people  recommend  hostels 
as  a solution  of  things.  I know,  of  course, 
that  they  have  a place  in  any  solution  of 
this  problem,  but  is  your  experience  of 
hostels — probation  hostels,  various  hostels 
for  the  feeble-minded  and  after-care  hostels 

— very  good? 1 have  three  hostels 

under  the  aegis  of  my  particular 
Management  Committee.  Two  are  for 
men ; one  of  them  is  for  forty  men 
who  are  doing  very  largely  agricultural 
work ; another  is  for  twenty-three  men  who 
are  largely  employed  on  roadwork  in  a 
nearby  town.  The  third  is  for  women ; 
there  are  about  twenty  women ; of  these 
twenty,  five  are  employed  locally  in 
domestic  service  and  the  other  fifteen  are 
old  defectives  who  just  like  the  small,  home- 
like atmosphere  of  the  hostel.  They  can  be 
made  really  comfortable  and  excellent 
places,  and  I think  they  are  serving  a very 
useful  purpose  indeed,  especially  with  the 
higher-grade  boys  whom  we  send  from  our 
main  colony,  which  is  a colony  of  220 
beds  for  men.  We  send  them  to  hostels 
and  try  them  out  in  an  atmosphere  where 
"there  is  discipline  and  control  and  at  the 
same  time  they  are  allowed  quite  a large 
amount  of  liberty.  When  they  have  been 
tried  out  there  some  of  them  are  never 
stabilised  sufficiently  to  go  a step  further,  but 
many  are  discharged  afterwards  and  they 
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know  quite  well  that  if  they  do  not  behave 
themselves  properly  and  get  into  any  kind 
of  trouble  they  will  be  recalled  to  the  parent 
colony.  We  find  that  these  particular 
hostels  are  extraordinarily  useful,  and  since 
the  appointed  day  we  have  been  able  to 
discharge  by  the  proper  use  of  these  hostels 
quite  large  numbers  of  higher-grade  patients 
in  the  men’s  colony. 

3978.  These  ^re  hostels  run  by  the  hospi- 
tal?  They  are  run  by  the  hospital.  We 

appoint  a warden  and  doctor,  and  the 
Superintendent  of  the  parent  hospital  is  the 
Superintendent  of  the  hostel.  Consequently 
he  retains  charge  over  that  particular 
patient.  To  me  it  is  a most  excellent  thing. 

I wish  it  could  be  extended. — (Alderman 
Dingley):  It  has  the  advantage  that  the 
patients  in  employment  outside  can  live 
away  from  the  hospital  under  circumstances 
approximating  as  nearly  as  possible  to  those 
of  ordinary  members  of  society,  and  to  that 
extent  it  seems  to  me  desirable.— (Mrs. 
Shaw):  They  are  all  hospital  patients  and 
the  parent  hospital  is  responsible  for  them, 
and  if  they  have  a temporary  breakdown  of 
any  kind  or  are  ill,  they  can  go  back.  If 
they  make  the  grade  there  their  oppor- 
tunities of  discharge  are  all  the  greater 
because  they  have  been  tried  out  in  this 
particular  type  of  hostel. — (Alderman 

Robinson):  It  is  like  a convalescent  home 
attached  to  a hospital. — (Alderman 

Dingley):  It  is  probably  better  described  as 
a hospital  hostel. 

3979.  Do  you  prefer  the  hospital  hostel 

to  the  local  authority  hostel? 1 only 

have  experience  of  my  particular  type. 

3980.  (Mrs.  Braddock):  What  would 

happen  to  your  patients  if  _ they  were  dis- 
charged?  They  take  their  place  in  the 

community. 

3981.  They  do  not  stay  in  the  hostel,  and 

work  from  the  hostel? Not  as  discharged 

patients,  although  they  have  gone  into  the 
community  with  a feeling  of  affection  and 
closeness  that  they  never  can  lose,  and  when 
they  have  holidays  from  work  they  often 
ask  to  go  back  to  the  hostels  or  hospital. 

3982.  (Lady  Adrian):  I w<3nder  if  Mrs. 
Shaw  would  tell  us  if  she  thinks  this  kind 
of  hostel  could  be  adapted  and  run  by  the 
local  authority  for  the  educationally  sub- 
normal school-leavers,  who  might  not  need 
institutional  training  but  have  got  an 
unsatisfactory  home?  They  would  need 
some  form  of  discipline,  as  you  were 
describing,  and  training,  and  help  in  estab- 
lishing themselves  in  the  world. — -I  happen, 
to  be  the  Chairman  of  an  educational  sub- 
committee which  deals  with  special  schools. 
I think  it  would  be  admirable,  because 
educationally  sub-normal  children  so  often 
come  from  unsuitable  homes. 

3983.  Do  you  think  there  would  need 
to  be  a continuing  power  of  some  sort,  or 
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could  this  be  on  an  entirely  voluntary 

basis? There  could  not  be  any  power 

over  educationally  sub-normal  children. 

3984.  Not  under  present  law.  They 

could  be  under  statutory  supervision? 

It  might  be  an  advantage  up  to  the  age 
of  eighteen. — (Mrs.  Graham-Bryce ):  Or 
even  over.  The  same  hostels  would  deal 
with  the  ones  you  were  referring  to— those 
who  were  discharged  from  hospitals. — 
(Mrs.  Shaw):  Possibly  if  there  were  no 
home  to  go  to  the  local  authority  hostel 
would  be  the  next  stage. 

3985.  (Mrs.  Braddock):  Do  you  not 

come  to  that  in  the  next  paragraph  24  (b) 
(iii),  “ Recovered  voluntary  patients  from 
mental  hospitals  without  homes  to  which 

to  proceed”? (Alderman  Dingley):  The 

type  of  patient  as  I see  it,  at  this  hostel, 
would  be  more  akin  to  the  hospital  patient 
than  perhaps  the  special  schools.  You 
have  got  to  put  the  dividing  line  some- 
where. 

3986.  (Lady  Adrian):  You  do  think  there 

is  a need  for  hostels  for  some  of  the  edu- 
cationally sub-normal  children  leaving 
residential  schools? Yes. 

3987.  And  would  you  need  some  form 
of  compulsion?  That  is  the  important 

point. (Mrs.  Graham-Bryce) : At  present, 

on  leaving  school,  the  children  can  be 
reported  as  requiring  further  care. — (Mrs. 
Shaw):  I think  that  is  the  usual  procedure, 
and  the  idea  is  there  should  be  some  kind 
of  hostel  where  the  children  could  live  and 
go  out  to  their  daily  occupation. 

3988.  At  present  there  is  no  power  of 
compulsion. — (Sir  Cecil  Oakes):  You  have 
compulsory  powers  over  the  defectives  in 
your  hospital  hostels.  Do.  you  think  it 
would  be  wise  to  recommend  an  extension 
of  the  law?  Would  it  be  necessary  to 
have  some  power  of  compulsion  in 

connection  with  these  other  hostels? 

(Mrs.  Graham-Bryce):  I think  it  would  be 
necessary. — (Mrs.  Shaw):  That  is  intro- 
ducing compulsion  over  a type  of  child  who 
is  simply  educationally  sub-normal,  and  it 
seems  to  me  rather  reactionary  in  a way. 

3989.  (Dr.  Thomas):  In  your  paragraph 

24  (a)  you  mention  the  need  for  first  con- 
sidering the  provision  of  adequate  care  by 
supervision,  occupation  and  training  in  the 
community  before  arranging  the  admission 
of  a child  into  a hospital.  To  what  extent 
do  you  feel  that  service  is  not  being  pro- 
vided now? (Alderman  Dingley):  I can 

say  straight  away  _ that  _ whereas  some 
counties  have  been  increasing  the  number 
of  occupation  centres,  which  is  an  absolute 
godsend  to  the  mothers,  who  can  at  least 
be  relieved  of  the  children  for  a few  hours, 
some  other  counties  have  got  one  or  none. 
—(Mrs.  Shaw):  As  to  the  possibility  of 
having  the  facilities  extended  T think  some 
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counties  and  county  boroughs  have  not 
done  what  they  should  have  done.  I think 
the  occupation  centre  does  all  that  our 
branches  want ; they  feel  it  would  keep 
people  out  of  hospital. — (Mrs.  Graham- 
Bryce)  : Not  only  for  children,  but  for 
adults  as  well,  industrial  occupation  centres 
are  being  developed.  One  that  has  just 
recently  been  opened  that  I know  of  is  to 
equip  them  to  take  part  in  local  industry 
as  far  as  possible.  I think  a tremendous 
development  can  be  carried  out  in  the 
future  along  those  lines  and  that  would 
keep  people  out  of  mental  deficiency 
hospitals. 


3990.  Do  you  feel  that  would  to  some 
substantial  extent  reduce  the  long  waiting 
lists  for  admission  to  mental  deficiency  hos- 
pitals?— —(Mrs.  Shaw):  Yes,  except  that 
the  low-grades  are  heaviest  on  the  waiting 
list ; this  would  not  really  cater  'for  them. 

3991.  Is  there  not  a possibility  that,  if 
that  kind  of  training  in  the  community  were 
available,  existing  accommodation  which  is 
now  occupied  by  higher-grade  cases  would 
be  available  later  for  lower-grade  cases? 
It  is  not  always  the  type  of  accommo- 
dation required  because,  in  the  first  place, 
possibly  the  wards  have  not  been  designed 
for  the  lower-grade  cases.  Also,  the  nurses 
are  not  necessarily  suitable ; the  nursing  of 
the  chronic  case  requires  a special  type  of 
nurse  and  the  nursing  of  the  higher-grade 
cases  would  be  moved  out.  That  is  the 
difficulty  there.  Space  is  not  everything. 

3992.  (Dr.  Greenwood  Wilson):  On  para- 
graph 24  (c),  is  there  any  particular  reason 
why  the  education  authority  would  do  the 
job  of  providing  occupation  centres  better 

than  the  local  health  authority? (Aider- 

man  Dingley):  Personally  I do  not  think 
it  much  matters.  I do  not  think  they  would 
of  necessity  do  a better  job  than  the  .health 
authority,  but  they  are  charged  with  respon- 
sibility for  education. — (Mrs.  Shaw) : I 

think  it  was  just  to  satisfy  the  susceptibili- 
ties of  those  parents  who  like  to  feel  it  is 
an  educational  matter. — (Mrs.  Graham- 
Bryce):  It  is  an  educational  matter. 

3993.  (Chairman):  In  paragraph  25  I 
think  you  are  recommending  that  where  a 
patient  is  not  capable  of  applying  for 
admission  to  a mental  hospital  on  licence 
and  you  therefore  have  to  invoke  the  pro- 
cedure of  Section  16  of  the  Mental 
Deficiency  Act,  you  want  simpler  facilities 

for  transfer? (Alderman  Dingley):  As  I 

see  it,  Sir,  it  is  in  order  that  the  patient’s 
needs  can  best  be  met  without  being  ham- 
strung and  without  too  much  formality. 

3994.  How  easy  ought  it  to  be  to  trans- 

fer a mental  defective  from  a mental 
deficiency  hospital  for  special  treatment  in 
a mental  hospital,  which  very  often 
suggests  special  operative  treatment,  does 
it  not? (Mrs.  Shaw):  We  are  very 
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familiar  with  the  patients  in  our  mental 
deficiency  hospitals  who  become  psychotic 
and  perhaps  are  unmanageable  amongst 
the  other  patients — high-grade  ones — with 
the  very  small  staff.  We  want  to  be  able 
to  transfer  such  a patient  to  a mental 
hospital  where  he  may  get  treatment. 

1 have  never  thought  of  it  in  terms  of 
operative  treatment,  but  for  other  forms 
of  treatment.  He  could  stay  two  or  three 
weeks.  Those  are  the  cases  I have  known, 
certainly. — (A Idertnan  Robinson):  He  is 

totally  unsuited  where  he  is. 

3995.  The  procedure  of  Section  16  may 

seem  rather  cumbrous,  but  is  it  so  difficult? 
— -(Mrs.  Shaw):  It  does  seem  rather 

cumbrous  ; you  have  to  make  use  of  the 
summary  reception  order  procedure  to  take 
him  out  of  his  institution  and  put  him  into 
a mental  hospital  perhaps  for  a fortnight. 

3996.  (Sir  Cecil  Oakes):  You  would, like 

the  Medical  Superintendent  of  one  institu- 
tion to  write  to  the  other  and  say,  “ Could 
you  have  this  patient  for  a fortnight  and 
give  him  treatment  as  he  is  rather  too  much 
for  us  at  the  moment”? Yes. 

3997.  (Chairman):  You  speak  in  para- 
graph 26  of  the  continuation  of  orders,  but 
you  do  not  say  much  about  the  machinery 
by  which  orders  are  to  be  continued.  Is 
this  a case  where  the  magistrate  should 
intervene?  You  want  the  certificate  of  two 
doctors.  Do  you  want  any  legal  procedure 

at  all? This  is  what  is  done  at  present 

by  the  Visitors.  I do  not  think  our  mem- 
bers were  wanting  to  alter  that,  except  is 
there  any  reason  why  they  should  not  give 
discharge? 

3998.  Coming  to  paragraph  27,  does  it 
not  strike  you  as  rather  curious  that 
nobody  but  the  Board  of  Control  has 
power  to  discharge  any  mental  defective? 

That  is  what  I was  feeling,  that  the 

Board  of  Control  usually  did  it  on  the 
recommendation  of  the  medical  Visitor.  I 
do  not  think  there  would  be  any  harm  m 
the  Visitors  themselves  having  power  to 
discharge. 

3999.  (Dr.  Thomas):  The  large  majority 

of  patients  are  not  discharged  on  the 
Visitors’  recommendation  but  by  the 
recommendation  of  the  Medical  Super- 
intendent through  the  Management  Com- 
mittee ; is  not  that  the  case? 1 do  not 

know. 

4000.  (Chairman):  Under  the  first  sub- 

paragraph  of  paragraph  27,  some  of  your 
members  come  down  strongly  in  favour  of 
leaving  this  in  the  Board  of  Control  s sole 
power.  I wonder  why ; it  seems_  to  me  so 
out  of  proportion.— (Sir  Cecil  Oakes): 
-Why  the  distinction  between  the  mentally 
ill  and  mental  defective  case  in  this  par- 
ticular connection? f Alderman  Dingley): 

May  I try  to  explain  my  personal  _ views 
on  this.  Sir?  It  seems  to  me  that  with  the 


mental  defective  you  have  a more  static 
state — putting  it  broadly,  there  is  the  dis- 
tinction between  educable  and  ineducable, 
including  the  psychopath  and  the  semi- 
criminal  who  is  given  punishment  and  does 
not  understand.  I personally  do  not  see 
why  we  want  to  bring  in  the  legal  people 
at  all.  It  seems  to  me  it  is  a hospital  case 
and  the  people  who  are  responsible  for  the 
hospital,  with  medical  advice,  in  my  sub- 
mission, should  be  able  to  discharge. 

4001.  The  Medical  Superintendent  and 

the  Hospital  Management  Committee 
should  be  able  to  discharge? Or  some- 

body who  would  be  charged  with  that 
special  responsibility. 

4002.  (Mr.  Bartlett):  Or  the  Hospital 
Management  Committee  themselves  could 

do  that? Responsibility  for  the  hospital 

and  for  the  patients  is  tied  up  together ; 
you  cannot  divorce  one  from  the  other.  In 
some  cases  they  could  go  and  in  some  cases 
they  could  not — two  people  of  equal  mental 
state.  No  one  wants  to  keep  anybody.  It 
is  just  another  thing  one  has  got  to  do 
and  should  do. — (Mrs.  Shaw) : I think  there 
is  a little  difference  between  normal  dis- 
charge and  possible  discharge  by  Visitors. 
After  all,  the  Visitors  consist  of  a magis- 
trate and  an  independent  medical  officer, 
and  the  Superintendent  is  present.  It  seems 
to  me  that  is  a very  responsible  body  and 
might  be  given  power  to  discharge,  but  I 
am  doubtful  whether  it  would  not  be  as 
well  in  other  cases  to  retain  the  final 
opinion  of  the  Board  of  Control. 

4003.  (Dr.  Rees):  Would  you  not  regard 
the  Hospital  Management  Committee  an 
equally  responsible  body,  advised  by  the 

Medical  Superintendent? Half  of  us 

think  one  thing  in  this  paragraph,  obviously, 
and  half  think  the  other.  What  I think  is 
rather  contradictory'  is  that  parents  or 
guardians  should  be  able  to  discharge  when 
perhaps  the  patients  have  been  put  into 
hospital  in  the  first  place  against  the  wishes 
of  the  parents.  That  would  be  quite 
nonsensical,  because  the  parent  has  not  been 
prepared  for  the  child  or  individual  to  be 
put  into  the  hospital  in  the  first  place.  If 
the  child  has  been  put  into  the  hospital  by 
a legal  order,  the  parents  should  not  be 
allowed  to  come  and  discharge  that  child 
afterwards. 

4004.  The  parent  has  committed  the 
unforgivable  offence  of  remaining  of  the 

same  mind  for  three  years  together? 

He  may  remain  of  the  same  mind,  but  he 
cannot  very  well  take  the  child  out  when 
the  judicial’  order  is  that  the  child  should 
go  in  for  the  child’s  own  good. 

4005.  (Mr.  Jackson):  Your  point  is  that 
if  the  child  is  put  in  by  the  consent  of  the 
parents  it  is  reasonable  for  the  child  to  be 
discharged  by  the  will  of  the  parents.  If 
the  child  is  put  in  against  the  will  of  the 
parents — over  the  parents’  heads— then  it  is 
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not  reasonable  to  allow  the  parents  to  come 

along  and  discharge? That  is  what 

I meant. — ( Alderman  Dingle y):  That  pre- 
supposes identical  conditions  at  two 
different  periods  of  time.  Personally  I find 
that  a little  bit  dangerous.  I prefer  the 
responsibility  as  to  when  and  where  they 
go  to  be  charged  on  those  people  whose 
job  it  is  to  look  after  the  person  who  is 
suffering  from  that  illness. — ( Alderman 
Robinson) : Paragraph  27  (c)  might  be  a 
compromise,  that  the  parents  should  have 
a right  of  appeal  to  the  Hospital  Manage- 
ment Committee  but  not  the  right  of  re- 
moval. I think  the  parents  should  have 
some  voice. 

4006.  May  we  say  an  appeal  to  some- 
body, without  necessarily  making  it  the 
Management  Committee  at  the  moment?  I 
want  to  put  this  to  you  ; has  it  been  your 
experience  that  fears  of  illegal  detention 
are  very  largely  removed  if  there  are  greater 
facilities  for  discharge?— (Alderman 
Dingley ) : I would  submit  there  should 

always  be  great  facilities  for  discharge,  and 
the  parents  should  always  be  allowed  to 
make  that  application — not  in  a frivolous 
way- - but  to  somebody  charged  to  make 
sure  whether  it  is  reasonable  and  in  the 
interests  of  the  child  to  go  home.— (Mrs. 
Shaw):  An  application,  yes,  that  is  a dif- 
ferent thing  from  a power  to  discharge.— 

C Alderman  Robinson):  I do  not  want  to  bar 
the  parents  from  all  sorts  of  rights  or 
appeal.  I think  the  parents  should  have 
the  right  of  appeal  to  somebody.  I would 
not  like  to  take  that  from  them.— (.Mrs. 
Shaw):  What  happens  now  is  that  many 
parents  come  to  the  Hospital  Management 
Committee  for  an  interview  asking  to  have 
little  Johnnie  home.  Very  frequently  if 
there  is  any  possible  way  of  meetmg  the 
parents  by  letting  the  child  go  home  for  a 
limited  period  on  licence  after  the  case  has 
been  considered  very  closely,  that  is  done. 
In  nine  cases  out  of  ten  the  parents  are 
often  very  glad  indeed  for  the  child  to  be 
returned  to  the  hospital.  I think  the  parents 
get  more  consideration  than  the  general 
public  sometimes  think. 

4007.  (Chairman):  What  is  in  my  mind 
is  the  point  you  put  in  passing  the 
assumption  that  there  is  something  essen- 
tially invariable  in  mental  defect,,  and  once 
an  ineducable  child  always  an  ineducable 
child.  That  is  what  I call  the  Calvimstic 
point  of  view  of  predestination  to  derelic- 
tion. It  makes  one  rather  anxious  to  give 
as  wide  as  possible  a right  to  parents  to 

get  discharge. ( Alderman  Robinson  and 

A Iderman  Dingley) : Agreed. 

4007a.  In  1913  that  view  about  the  in- 
variability of  mental  defectiveness  governed 
everybody’s  mind,  and  it  is  now.  changing. 
Is  there  a risk  that  the  old  view  might 
unconsciously  tinge  our  law  even  now . 
(Mrs.  Shaw):  I do  not  think  it  does  in 


practice.  This  is  where  our  hostels  are  use- 
ful. We  say  to  the  parents  that  we  are 
going  to  try  the  patient  at  a hostel  and  see 
how  he  shapes.  He  may  come  home  and 
be  discharged  if  he  does  well. 

4008.  I suppose  the  hostel  only  comes 
into  consideration  really  at  a fairly  late 

age — fifteen  or  sixteen  or  so? Yes,. they 

are  usually  about  fifteen.  They  are  finished 
with  the  school  in  the  colony.  But  the 
great  danger  is  so  often  that  the  parents 
will  come  along  when  they  realise  their 
daughter  is  trained  and  becoming  useful, 
and  their  ideas  are  not  always  as  honour- 
able as  one  would  hope  they  would  be.  All 
they  want  is  to  get  the  child  back  to  earn 
money  for  them. — f Alderman  Robinson ): 
In  protecting,  or  trying  to  protect,  the  child 
from  the  bad  parent,  you  do  not  want  to 
put  the  good  parent  into  any  inferior  posi- 
tion. I think  it  is  important  that  the 
parents’  rights  of  appeal  should  be  safe- 
guarded. If  you  can  get  the  co-operation 
of  the  parents  it  is  surely  to  the  good. 

4009.  (Lady  Adrian):  Surely  it  is  just 
as  well  to  have  contact  with  the  parents 

and  keep  that  contact  if  you  can? (Mrs. 

Shaw):  That  is  done. 


4010.  (Chairman):  There  is  a point  on 
the  last  sub-paragraph  of  paragraph  29, 
“Careful  consideration  should  be  given  to 
the  position  arising  from  the  marriage  of  a 
female  defective.  . . .”  Will  you  expand 

that  a little? 1 think  that  the  higher- 

grade  girls  are  beginning  to  be  aware  of 
the  fact  that  if  they  get  out  and  get  married 
they  have  a very  good  chance  of  remaining 
out.  It  seems  to  me  that  if  they  have 
shown  themselves  able  to  plan  all.  that—' 
getting  married  and  all  the  rest  of  it  it  is 
something  which  shows  that  perhaps  they 
are  ready  for  discharge.  If  they  have  been 
adequate  enough  to  find  somebody  and  get 
married,  that  is  quite  an  accomplishment, 
is  it  not?  I think  that  it  would  be  a very 
great  help  to  them  if  ideas  about  mixing 
with  the  opposite  sex  were  relaxed.  I can- 
not remember  how  it  is  put,  but  so.  much 
is  made  of  it  when  they  are  out  on  licence. 
It  seems  to  me  that  if  they  are  going  Jo 
learn  to  live  in  the  community  at  all,  they 
must  be  allowed  to  learn  how  to  mix  with 
the  opposite  sex.  That  should  never  be  a 
reason  for  bringing  them  back. 

4011.  You  would  eliminate  that  clause 

from  the  licence? So  long  as.  they  were 

known  not  to  be  forming  undesirable  asso- 
ciations. 


4012.  Have  you  any  reason  in  your  ex- 
perience to  think  that  that  clause  m the 
licence  puts  a premium  upon  secret  and 
undesirable  relationships,  on  the  fear  that 
if  they  do  marry  they  will  show  themselves 
beyond  question  as  having  associated  with 
the  other  sex  and  may  be  hauled  back  into 

hospital? 1 have  not  met  that  in  my 

experience. 
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4013.  It  is  sometimes  alleged.  I wanted 
to  know  if  it  were  true.  My  own  impres- 
sion has  been  that  it  is  a very  convenient 
way  of  getting  discharged  to  turn  up  with  a 
young  man  who  is  really  married  to  you. 

We  have  had  that  in  our  male  colony. 

The  boy  has  gone  out  and  got  married  and 
he  has  come  back  to  the  hospital  and 
brought  his  wife.  Nearly  always  it  has 
been  an  excellent  choice  and  the  results 
have  been  very  happy. 

4014.  What  about  the  end  of  that  para- 

graph? I appreciate  the  difficulty  of  repre- 
senting the  views  of  contradictory  consti- 
tuents. You  say  that  there  would  seem  to 
be  a very  real  danger  that  marriage  might 
be  an  incentive  for  obtaining  discharge. 
You  rather  favour  it? That  is  my  per- 

sonal opinion,  that  if  they  have  got  as  far 
as  finding  somebody  and  arranging  it  all  and 
getting  married  to  them,  it  is  something 
which  shows  they  were  probably  ready  for 
discharge. 

4015.  Do  you  often  come  across  a case 
where  the  girl  marries  without  telling  her 

husband  she  is  out  on  licence? The 

husbands  always  say  that  they  did  not  know. 
There  are  two  or  three  cases  I can  call  to 
mind  of  that  type.  They  are,  of  course, 
liable  for  prosecution  if  they  say  they 
know ; and  so,  of  course,  they  say  they  do 
not  know. 

4016.  Do  you  think  that  liability  to 

prosecution  ought  to  be  changed? (Mrs. 

Graham-Bryce ) : It  is  a terribly  difficult 
question  because  you  do  have  to  watch  the 
other  side,  so  that  an  unscrupulous  man  will 
not  get  hold  of  the  girl.  It  is  not  easy  as 
it  is  quite  obvious  we  are  not  all  of  one 
mind  on  this.  As  far  as  I am  concerned  it 
is  all  just  what  I have  been  told  from  one 
side  or  the  other,  some  people  feeling  that 
it  is  a grave  danger  if  you  make  it  easier 
and  some  share  Mrs.  Shaw’s  point  of  view, 
which  I support  as  an  individual,  but  I 
really  have  no  grounds  for  doing  that  other 
than  just  from  evidence  I have  heard  from 
other  people.  I have  not  the  experience. 

4017.  (Dr.  Thomas ):  How  far  do  you 
feel  that  this  problem  might  be  met  if  the 
period  of  licence  from  a hospital  were 
limited  to  a specified  time  and  then,  con- 
trary to  what  happens  now,  the  patient 
could  be  discharged  from  the  hospital  and 
placed  under  a form  of  supervision  by  the 
local  authority?  How  far  do  you  think 
that  would  protect  the  patient?  She  would 
not  then  be  prevented  from  getting  a boy 

friend. (Mrs.  Shaw):  I think  that  might 

be  very  useful. — (Mrs.  Graham-Bryce):  Her 
life  would  be  more  normal. — (Mrs.  Shaw) : 
What  is  so  dreadful  now  is  that  if  a boy  on 
licence  is  seen  talking  to  a girl  at  a garden 
gate,  somebody  reports  them  and  the  poor 
boy  is  brought  back  and  he  has  to  stay  in 
for  a week.  The  Superintendent  does  not 
like  it  and  nobody  likes  it.  He  is  being 


punished  for  a perfectly  normal  activity.  It 
is  all  wrong  at  present ; there  must  be  some 
alteration  there. 

4018.  At  the  end,  paragraph  34  ( e ),  do 
you  want  to  eliminate  from  the  definition  of 
mental  defect  the  words  “ before  the  age 
of  eighteen  years  ”?  Is  the  sense  of  your 
Association  that  they  want  to  include  per- 
sons whose  mind  development  has  been 
arrested  at  any  period  after  eighteen  years? 

(Mrs.  Graham-Bryce):  No,  I think  not. 

I think  that  in  the  definition  there  they 
have  omitted  the  age  without  meaning  to. 
I believe  myself  that  it  should  be  there. 

4019.  There  is  a divergence  of  opinion? 
Yes,  there  is  the  opinion  that  some- 
times it  is  only  after  eighteen,  when  they 
begin  to  have  to  take  some  sort  of  respon- 
sibility in  life,  that  the  defectiveness  is 
revealed,  but  I do  not  think  the  people  who 
submitted  this  paragraph  34  (e)  had  thought 
about  the  age. — (Mrs.  Shaw):  May  I stress 
on  paragraph  31  that  we  have  some  per- 
sonal experience  of  this  and  I was  happy 
to  hear  yesterday  that  the  National  Insur- 
ance Commissioners  have  agreed  to  allow 
one  of  our  boys  to  draw  his  sickness  benefit. 
It  is  just  a question  of  national  insurance. 
They  are  excluded  from  sickness  benefit. 
Of  course,  that  concerns  so  many  defectives 
who  are  working  from  hostels  at  present. 

(Chairman) : I know  this  question  is  under 
active  departmental  consideration,  and  in 
those  circumstances  we  had  rather  made 
up  our  minds  not  to  consider  it  within  our 
terms  of  reference.  It  would  probably  be 
more  swiftly  settled  by  administrative 
means.  Would  any  other  member  of  the 
Commission  like  to  ask  questions? 

4020.  (Mrs.  Braddock):  1 have  only  one, 
on  paragraph  30,  on  the  question  of  who 
should  give  financial  assistance  to  patients 
on  leave  or  boarded  out,  whether  it  should 
be  the  Hospital  Management  Committee  or 
the  National  Assistance  Board.  Have  you 

any  special  opinion  about  that? (Mrs. 

Graham-Bryce):  There  is  a difference  of 
opinion  on  that  of  course,  and  the  feeling 
that  the  Hospital  Management  Committee 
should  give  it  was  founded  on  the  idea  that 
they  knew  the  needs  of  the  particular 
patient  and  would  not  apply  a cut-and-dried 
rule ; the  individual  might  need  more  to 
supplement  what  he  was  earning  and  so  on, 
and  they  would  have  a better  understanding 
rather  than  the  National  Assistance  Board. 
— (Mrs.  Shaw) : The  Hospital  Management 
Committee  can  pay  a larger  sum  than  the 
National  Assistance  Board.  We  can  pay 
an  amount  which  does  not  exceed  the  cost 
of  maintenance  in  hospital. — (Alderman 
Dingley):  It  seems  to  me  it  is  rather  better 
on  balance  for  this  to  be  under  the  aegis  of 
the  Hospital  Management  Committee.  They 
know  all  the  circumstances  of  the  home  life 
to  which  their  patient  goes,  that  is  of  prime 
importance.  You  cannot  divorce  the  two 
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things.  Now  the  National  Assistance  Board, 
their  consideration  is  not  quite  on  the  same 
footing.  I think  it  should  be  a responsibility 
of  the  Hospital  Management  Committee  as 
they  are  primarily  hospital  patients.  They 
should  do  the  whole  job. 

4021.  (Chairman):  Do  those  who  want 
the  Hospital  Management  Committee  to  be 
responsible  add  to  that  recommendation 
that  there  should  be  a special  grant  from 

the  Ministry  of  Health  to  cover  it? 

Finance  should  be  a subsidiary  question, 
but  obviously  it  would  be  desirable,  if  you 
have  got  to  do  that,  that  the  money  should 
be  available.  One  of  the  unfortunate  things 
at  present  is  that  there  is  inadequate  finance. 
We  cannot  do  what  we  know  it  is  desirable 
should  be  done. — (Mrs.  Shaw) : The  amount 
needed  is  not  large  enough  to  upset  any 
Hospital  Management  Committee  budget  as 
a rule. 

4022.  That  is  generally  true  of  the  mental 

hospitals? 1 can  only  speak  for  my  hos- 

pital.— (Mrs.  Graham-Bryce ):  They  would 
not  all  agree  with  Mrs.  Shaw  on  that.— 
(Mrs.  Shaw):  I do  not  think  I have  got 
more  money  than  anybody  else. 

4023.  Would  any  of  you  like  to  say 

anything  more? (Alderman  Dingley): 

May  I just  add  something,  which  is  my  per- 
sonal view?  It  is  possibly  a small  point, 
but  I visualise  patients  I have  seen  lying 
in  cots  from  year  to  year,  to  put  it  quite 
frankly  suffering  both  physical  and  mental 
abnormalities.  I personally  think  that  the 
public,  possibly  unintentionally,  are  cruel  to 
the  extent  that  some  parents  have  born  to 
them  for  unknown  reasons  a child  physic- 
ally and  mentally  abnormal.  We  say  in 
effect  to  those  parents,  “You  have  brought 
that  child  into  the  world.  It  shall  be  a 
burden  to  you  for  all  the  days  of  your 
life.”  Experience  .shows  that  they  are,  at 
some  period  of  their  life,  uncertain  as  to 
what  they  should  do.  They  seem  to  suffer 
from  a sense  of  shame ; they  seem  to  suffer 
from  a sense  of  stigma ; and  we  say  to 
them  at  the  birth  of  the  child,  “You  are 
entirely  without  volition  in  the  matter.  You 
are  entirely  without  volition  even  in  con- 
junction with  representatives  of  society.” 
Now,  Sir,  I am  not  suggesting  that  any- 
body as  parents  should  be  given  that  voli- 


tion on  their  own  to  decide  on  euthanasia 
for  that  particular  child,  but  I do  submit 
that  it  is  a reasonable  thing  to  say  where 
we  know  there  is  not  the  slightest  hope  at 
all.  Experience  shows  that  then — in  con- 
junction with  representatives  of  society,  so 
that  there  can  be  no  abuse — that  should 
possibly  take  place. 

4024.  1 do  not  quite  understand  what  you 

said  should  be  done  to  the  child? 

Euthanasia.  When  at  birth  there  is  not  the 
slightest  hope  of  recovery  of  the  child,  it 
is  a terrible  problem.  When  it  is  said  that 
human  instincts  might  run  wild,  personally 
I would  say  this,  that  I do  not  think  so  in 
this  country.  It  is  merely  just  being 
released  and  you  should  not  impose  that 
burden  on  those  parents. 

(Alderman  Robinson):  I must  just  point 
out  that  this  is  Alderman  Dingley  on  his 
own.  It  is  not  a question  where  we  con- 
sidered arguments  for  and  against;  it  was 
not  considered  by  us  at  all.  This  is  quite 
a bombshell.  I do  not  want  it  to  be 
recorded  as  in  any  way  an  opinion  of  the 
Association  of  Hospital  Management  Com- 
mittees.— (Alderman  Dingley):  I would 

agree  with  that.  I said  this  at  the  Royal 
Sanitary  Institute.  I thought  I might  be 
shot  on  the  spot.  There  was  quite  a bit  of 
thought  that  I was  right,  I found,  though 
people  had  not  said  so  themselves.— (Aider- 
man  Robinson) : I would  like  to  say  quite 
definitely,  especially  if  the  Press  are  here, 
that  we  have  not  in  any  way  for  one  second 
considered  this  question. — (Alderman 

Dingley):  I agree  with  that,  Sir.  That  is 
quite  true. 

(Alderman  Robinson):  I hope  we  have 
been  of  help  to  you,  Sir.  We  have  done 
our  best  and  if  wc  have  been  of  the 
slightest  help  wc  have  had  our  reward. 

(Chairman) : We  are  very  grateful  to  you. 
You  have  been  a great  help  to  us.  I only 
hope  you  feel  that  we  have  asked  the  ques- 
tions which  have  brought  out  what  you 
wanted  to  say.  If  there  is  anything  we 
have  not  brought  out,  I hope  you  will  add 

to  your  oral  evidence  by  saying  it  now. 

(Alderman  Dingley):  I think  you  have  done 
that,  Sir. — (Mrs.  Shaw ) : You  have  been 
most  kind. 


(The  witnesses  withdrew) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-FIRST  D;AY 

Tuesday,  1st  March,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

The  Lady  Adrian,  J.P.  Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P. 

Miss  H.  M.  Hedley  {Secretary) 

Mr.  Eric  Falk  and  Mr.  Peter  Benenson,  on  behalf  of  the  Society  of  Labour  Lawyers, 
called  and  examined. 


Memorandum  submitted  by  the  Society  of  Labour  Lawyers 
Voluntary  treatment 

1.  In  our  view  many  of  the  disadvantages  of  the  present  system  for  the  treatment 
of  mental  defectives  can  be  overcome  if  provision  were  made  for  voluntary 
treatment.  We  recommend  that  the  parent  or  guardian  of  a child  of  school  age 
should  be  able  to  apply  for  voluntary  treatment  for  his  child.  Over  the  age  of  16 
application  should  be  made  by  the  person  himself.  In  this  latter  connection  it 
should  be  the  duty  of  the  local  health  authority  to  explain  to  the  person  the 
possibilities  for  such  treatment. 

Compulsory  treatment 

2.  We  realise  that  there  will  be  cases  where  compulsory  treatment  becomes 
inevitable.  These  cases  should  be  kept  to  the  minimum,  and  broadly  confined  to 
two  main  categories:  — 

(a)  Idiots  and  imbeciles. 

(b)  Defectives  who  break  the  criminal  law. 

(c)  Defectives  as  hereinafter  defined. 

In  order  to  bring  the  definition  of  mental  deficiency  into  line  with  our  suggested 
limitation  of  compulsory  treatment,  we  recommend  that  the  definition  contained  in 
Section  1 of  the  Mental  Deficiency  Act,  1913,  be  amended  as  follows:  — 

(i)  Sub-section  (c)  insert  the  word  “physical”  on  each  occasion  before  the 

word  “ protection  ”. 

(ii)  Delete  Sub-section  ( d ). 

(iii)  Add  to  Sub-section  (2)  the  following  words : — 

“ and  existing  at  the  date  of  the  presentation  of  the  petition  ”. 
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Circumstances  rendering  defectives  subject  to  be  dealt  with 

3.  We  recommend  that  Section  2 of  the  Mental  Deficiency  Act,  1913,  be  amended 
as  follows:  — 

(i)  Sub-section  ( b ) delete  paragraph  (i). 

(ii)  Sub-section  ( b ) paragraph  (ii)  to  be  re-worded  to  provide  that  where  a 
person  has  been  found  guilty  of  a criminal  offence  the  Court  may  order  a 
petition  to  be  presented. 

(iii)  Sub-section  (6)  delete  paragraphs  (iii),  (iv)  and  (v)  and  (vi). 

Provision  for  voluntary  treatment 

4.  We  think  that  Section  3 of  the  Mental  Deficiency  Act,  1913,  should  be  replaced 
by  legislation  providing  for  parents  and  guardians  being  able  to  apply  for  voluntary 
treatment  for  their  children  in  the  terms  of  the  Mental  Treatment  Act  of  Northern 
Ireland,  1948. 

Guardianship  of  defective  children 

5.  We  recommend  that  Section  8 of  the  Children  Act,  1948,  be  repealed.  The 
effect  of  this  repeal  will  be  that  defective  children  who  have  no  parent  or  whose 
parents  cannot  control  them  will  come  under  the  control  of  the  County  Council’s 
children  department. 

Presentation  of  petition 

6.  We  recommend  that  a petition  shall  be  presented  of  its  own  initiative  by  the 
County  Council’s  public  health  department  or  upon  a representation  being  made 
by  one  of  the  following  authorities:  — 

(a)  The  children’s  department  of  the  County  Council. 

( b ) A court  of  criminal  jurisdiction  upon  conviction  of  a defective  upon  a 

charge  involving,  in  the  case  of  an  adult,  more  than  three  months’ 
imprisonment. 

(c)  The  education  department  of  the  County  Council. 
id)  A parent  or  guardian. 

Judicial  authority 

7.  We  recommend  that  petitions  should  be  presented  to  an  ad  hoc  judicial 
authority  composed  in  each  county  from  a panel  composed  as  follows:  — 

(1)  A chairman,  appointed  from  magistrates  at  petty  sessions. 

(2)  A person  nominated  by  the  County  Council’s  public  health  committee. 

(3)  A person  appointed  by  the  appropriate  Regional  Hospital  Board  on 
committees. 

The  petition  should,  in  each  case,  be  accompanied  by  at  least  two  medical  reports, 
one  of  which  should  be  made  by  a medical  practitioner  specializing  in  the  treatment 
of  mental  defectives. 

Defence  to  petitions 

8.  We  recommend  that  the  Legal  Aid  and  Advice  Act,  1949,  should  be  amended 
to  provide  for  legal  aid  in  the  ad  hoc  judicial  authority  recommended  here  ; this 
legal  aid  to  include  the  cost  of  obtaining  an  independent  medical  report  from  a 
specialist  in  the  treatment  of  mental  defectives. 

Appeals 

9.  Where  the  judicial  authorities  have  decided  that  compulsory  treatment  is 
necessary,  we  recommend  an  absolute  right  of  appeal  to  a national  appeal  tribunal 
composed  of  a qualified  lawyer  and  two  medical  practitioners  with  expert  knowledge 
of  the  treatment  of  mental  defectives.  We  stress  the  importance  of  the  constitution 
of  such  a national  tribunal  in  order  to  secure  uniformity  in  the  standard  of 
certification  in  various  counties  throughout  the  country. 
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Consequential  amendments 

10.  In  order  to  comply  with  the  recommendations  made  in  our  paragraphs  5-9 
it  will  be  necessary  to  amend  Sections  4-8  of  the  Mental  Deficiency  Act,  1913. 

Defectives  undergoing  imprisonment 

11.  In  our  view  Section  9 of  the  Mental  Deficiency  Act,  1913,  should  be  repealed. 
No  person  undergoing  imprisonment  should  be  transferred  to  an  institution  by 
order  of  the  Home  Secretary.  But  if  the  Prison  Commissioners  are  of  the  opinion 
that  a prisoner  is  mentally  defective  they  should  communicate  with  the  Court  of 
sentence  so  that  the  Court  can  order  a petition  to  be  presented  by  the  public 
health  authority. 

Duration  of  orders 

12.  We  see  no  reason  for  changing  the  present  duration  of  orders,  namely  for 
one  year  in  the  first  place  and  five  years  thereafter.  But  we  do  think  that  whenever 
a review  is  held,  the  patient  should  be  told  (and  the  parent  where  he  is  under 
the  age  of  21)  by  the  public  health  authority,  and  not  by  the  institution  Super- 
intendent, of  his  right  to  have  an  independent  medical  report  at  the  public  expense. 
Further,  a patient  or  his  parent  or  guardian  if  under  16  should  be  able  to  obtain 
such  an  independent  report  once  in  every  five  years  in  between  reviews  to  enable 
him  to  make  an  application  for  discharge. 

Type  of  institutions 

13.  We  are  strongly  of  the  opinion  that  it  is  wrong  to  detain  feeble-minded 
patients  in  the  same  institutions  as  idiots  and  imbeciles.  It  is  essential  that 
institutions  for  the  feeble-minded  should  provide  training  for  patients  so  that  they 
can  ultimately  be  released  under  suitable  conditions. 

Termination  of  voluntary  treatment 

14.  Section  12  of  the  Mental  Deficiency  Act,  1913,  should  be  amended  to  provide 
that  a voluntary  patient  over  the  age  of  16  may  withdraw  from  voluntary  treatment 
provided  that  he  has  had  at  least  six  months’  continuous  treatment  from  the  date 
of  admission  upon  giving  one  month’s  notice. 

Payment  in  institutions 

15.  Where  a patient  is  engaged  on  work  which  is  not  of  primary  therapeutic 
character  he  should  be  paid  at  the  prevailing  Trades  Union  rate. 

Licence  of  patients 

16.  We  feel  that  a licence  should  only  be  granted  for  a comparatively  short  time 
and  should  not  be  renewed  for  more  than  one  similar  period.  At  the  end  of 
this  renewal  the  decision  should  be  made  as  to  whether  the  patient  should  be 
recalled  or  discharged. 

Visitation  of  institutions 

17.  We  recommend  that  the  Visiting  Committee  should  consist  of  the  same  persons 
as  the  judicial  authority  for  the  county.  These  persons  should  conduct  the  annual 
and  quinquennial  reviews  of  patients  under  compulsory  treatment. 

Licensing  of  institutions 

18.  We  recommend  that  no  institution  conducted  for  private  profit  should  be 
granted  a licence. 

Supervision  of  mental  defectives 

19.  We  are  of  the  opinion  that  the  functions  of  the  present  Board  of  Control, 
in  so  far  as  they  will  remain  if  these  recommendations  are  adopted,  should  be 
transferred  to  the  Ministry  of  Health.  We  think  that  there  is  a considerable 
advantage  in  having  a Minister  responsible  to  Parliament  in  charge. 
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Examination 

4025.  {Chairman):  I have  been  a little 
puzzled  by  the  first  part  of  your  memo- 
randum because  I am  not  sure  what  you 
really  intend.  For  instance  in  paragraph  1 
you  say  that  over  the  age  of  sixteen,  applica- 
tion for  voluntary  treatment  should  always 
be  made  by  the  person  himself,  even  idiots 
or  imbeciles  apparently,  but  in  paragraph  4 
you  refer  to  the  Northern  Ireland  Act, 
where  the  age  is  twenty-one  and  not  sixteen. 

(Mr.  Benenson ):  I think  we  are  guilty 

perhaps  of  a certain  looseness  of  expression 
here.  What  we  were  saying  really,  in  our 
paragraph  4,  was  that  the  general  scheme 
which  applies  in  Northern  Ireland  should  be 
applied  to  England.  We  ourselves,  prefer 
the  age  of  sixteen,  which  would  then  be 
an  amendment  on  the  existing  legislation  of 
Northern  Ireland. 

4026.  Do  you  really  suggest  that  idiots, 
as  defined  in  Section  1 of  the  Mental 
Deficiency  Act,  should  apply  for  treatment 

themselves? It  never  ocurred  to  us,  Sir, 

that  this  provision  for  voluntary  treatment 
would  in  practice  apply  to  idiots.  It  seems 
to  us  that  at  the  present  time  the  machinery 
catches  idiots  automatically  in  the  sense  that 
idiots  can  never  compete  with  the  struggle 
for  life  and  usually — before  the  age  of  ten, 
in  our  experience — they  are  taken  into  some 
institutional  care.  It  is  not  a matter  _ of 
practical  concern  whether  this  covers  idiots 
or  not ; we  do  not  imagine  any  idiot  would 
apply  for  voluntary  treatment. 

4027.  Why  are  you  so  anxious  to  get  rid 
of  the  present  situation  in  which  an  idiot 
or  imbecile  of  any  age  can  be  placed  in  an 

institution  by  his  parents? {Mr.  Falk): 

Perhaps,  rightly  or  wrongly,  we  assumed 
that  in  that  class  they  will  practically 
invariably  have  gone  into  the  institution 
before  they  are  adults.  {Mr.  Benenson):  If 
I may  say  so,  on  a point  of  explanation,  we 
have  not  suggested  any  amendment  to 
Section  2 (1)  {a)  of  the  Mental  Deficiency 
Act  which  provides  that  any  idiot  or  im- 
becile may  be  taken  into  an  institution  or 
into  guardianship  at  the  instance  of  his 
parent  or  guardian. 

4028.  It  is  rather  surprising,  is  it  not,  that 
you  should  retain  2 (1)  {a)  and  at  the  same 
time  amend  Section  3 so  as  to  prevent  the 
parent  from  putting  an  adult  in  voluntarily? 

You  mean,  Sir,  the  parent  applying 

voluntarily?  We  do  not  wish  to  restrict  the 
rights  of  parents  to  apply  voluntarily.  What 
we  wish  to  provide  is  an  additional  method 
of  treatment,  which  would  allow  the  patient 
to  apply  for  himself,  not  through  his  parent 
or  guardian. 

4029.  At  the  same  time  you  do  restrict  the 

parents’  right? To  that  extent,  yes. 

4030.  In  your  paragraph  2 you  propose, 
in  Sub-section  (c)  of  Section  1 of  the  Act 
to  insert  the  word  “ physical  What  had 


>f  Witnesses 

you  in  mind  by  that? (Mr.  Falk):  This 

was,  I think,  the  part  of  the  memorandum 
which  gave  the  Society  the  greatest  difficulty 
and  when  these  words  were  finally  agreed 
upon  I personally  was  woefully  aware  of 
their  inadequacy.  What  we  started  trying 
to  do  was  to  cut  down  as  far  as  possible, 
in  the  case  of  mental  defectives  who  are  not 
idiots  or  imbeciles,  on  compulsory  certifica- 
tion and  to  devise  a form  of  words  which 
would  give  the  greatest  possible  safeguards 
against  certification.  We  finally  decided  on, 

“ . . . the  defectiveness  is  so  pronounced 
that  they  require  care,  supervision  and 
control  for  their  own  physical  protection  or 
for  the  physical  protection  of  others.”  In 
other  words,  if  they  are  proved  to  be  in 
such  a state  that  they  will  be  an  actual 
danger  to  others  or  to  themselves  then  of 
course  they  must  be  certified,  and  we  were 
trying  to  get  some  form  of  words  which 
would  define  that  in  such  a way  as  to  cut 
down  the  definition ; quite  frankly  it  was 
our  intention  to  restrict  the  definition  so 
that  it  would  be  more  difficult  to  certify. 
(Mr.  Benenson)  : The  fear  which  was  in 
the  minds  of  our  members  was  that  as  the 
wording  stands  it  would  be  possible — I do 
not  say  it  is  done  now — to  define  protection 
to  include  economic  protection,  and  we  were 
most  anxious  that  should  be  specifically 
excluded ; if  a person  was  unable  to  look 
after  himself  economically  that  was  no 
reason  why  he  should  be  liable  to  certifica- 
tion. 

4031.  (Dr.  Rees):  Would  you  agree  that 

moral  protection  should  be  included? 

(Mr.  Falk):  Of  others,  or  of  the  person 
himself?  Quite  definitely  not  moral  pro- 
tion  of  the  person  himself ; that  would  be 
completely  inconsistent  with  proposing  the 
abolition  of  category  (el)  “ Moral  defectives. 
Moral  danger  to  others  gets  you  into  a 
terrible  morass  of  what  is  meant  by  moral 
danger  to  others.  Do  you  mean  danger  to 
other  people’s  morals?  In  that  case  I 
would  say,  No,  equally ; criminal  law  exists 
for  that  purpose  and  all  parents  or  guardians 
have  duties.  Why,  because  somebody  is  of 
a lower  mental  capacity  than  the  average 
human  being  should  he  be  sent  to  an 
institution  without  a trial?  What  in  effect 
it  amounts  to  is  that  as  the  law  exists  at 
present  he  is  treated  as  if  he  were  a criminal. 

4032.  (Chairman) : Have  you  any  cases  in 

mind1  where  persons  have  been  sent  to 
institutions  for  their  own  protection  or  the 
protection  of  others,  when  the  protection 
intended  was  not  physical? Yes. 

4033.  What  sort  of  cases? Cases  of 

girls  who  are  a social  problem  by  having 
illegitimate  children. 

4034.  Surely,  if  anything  is  physical  it 

is  the  experience  of  having  an  illegitimate 
child? -In  a sense.  Obviously,  giving 
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birth  to  a child  is  a physical  operation  but 
it  is  not  usually  regarded  as  being  a physi- 
cal danger  which  the  women  of  this  country 
should  guard  against. 

4035.  I was  not  thinking  of  motherhood ; 
if  you  consider  the  circumstances,  it  is 
not  only  motherhood  which  is  involved. 
There  are  obviously  three  parties  con- 
cerned. Is  she  a danger  either  to  the 
person  who  has  intercourse  with  her,  or 
to  the  child?  If  I may  for  a moment 
leave  the  child  out  of  consideration — she 
is  not  a danger  to  the  unborn  child — we 
come  to  the  man,  and  if  it  is1  suggested 
that  somebody  who  is  promiscuous  is  a 
physical  danger  to  the  man  who  has  inter- 
course with  her,  that  is  not  my  view. 
{Mr.  Benenson):  In  my  experience,  having 
lived  in  the  East  End  of  London  for  some 
years  now,  I think  I can  truthfully  say  at 
the  present  time  you  are  not  likely  to  get 
an  economic  reason  advanced  for  certifica- 
tion. It  is  not  within  my  memory,  but  it 
is  certainly  within  the  memory  of  reliable 
persons  who  worked  in  the  East  End  of 
London  during  the  thirties,  that  parents 
were  most  anxious  to  try  to  get  their 
boys  and  girls  into  institutions  when  there 
was  no  other  possibility  of  providing  for 
them. 

4036.  (Mr.  Jackson ):  You  said  you  had 
some  instances  of  girls  detained  in  institu- 
tions because  they  had  illegitimate  children 
when  they  were  at  large.  How  many 
instances  do  you  know  of? — —(Mr.  Falk): 

I can  give  you  two  specific  instances  with 
full  case  histories. 

4037.  {Dr.  Thomas ):  Would  those  be 
cases  without  mental  defect  being  present? 

That  is  the  point.  I think  it  might  be 

helpful  by  way  of  illustration  if  I did  give 
these  two  case  histories  and  then  the  Com- 
mission would  see  the  sort  of  situation 
which  we  had  in  mind  and  which  we  desire 
to  avoid.  If  I might  just  call  them  cases 
A and  B and  give  you  the  full  history, 
it  would  illustrate  exactly  the  sort  of  point 
the  Society  is  trying  to  make.  The.  first 
case  was  a girl  who  attended  ordinary 
school  and  was  promiscuous.  The  magis- 
trates sent  her  to  a home,  where  she  was 
found  to  have  venereal  disease.  She  re- 
mained in  the  home  for  a period.  I think, 
of  less  than  a year,  then  she  absconded 
from  the  home  and  she  was  certified  as 
being  a mental  defective.  She  was  sent 
home  for  a holiday  on  licence  from  the 
institution  and  she  absconded  and  dis- 
appeared, She  then  met  a man.  lived  with 
him  and  gave  birth  to  a child.  The  actual 
conditions  of  the  home  were  such  that  the 
health  visitor  reported  that  the  house  was 
spotless,  that  she  was  a good  mother, 
devoted  in  the  child,  and  could  manage 
with  supervision.  The  man  with  whom  she 
lived  was  a criminal — I forget  the  exact 
nature  of  his  offence,  I think  he  had  some 


quite  ingenious  way  of  stealing  gas  or 
electricity — and  the  next  thing  that  hap- 
pened was  that  he  came  up  for  trial  at 
Quarter  Sessions,  whereupon  this  mental 
defective  wrote  a letter  which  was  of  such 
intelligence  that  the  judge,  in  sentencing 
the  man,  said  he  had  obtained  the  love 
of  a good  woman,  and  the  letter  was  so 
written  as  to  influence  the  judge  in  his  sen- 
tence. It  was  then  discovered,  as  a result 
of  this  prosecution,  that  she  had  absconded 
from  the  Institution  and  she  was  at  once 
put  back.  It  took,  I think,  a period  of 
two  years  before  that  girl  could  finally  be 
released  on  licence.  The  point  I desire 
to  make  on  that  case  is  that  it  was  her 
promiscuity  which  brought  her  to  the 
attention  of  the  authorities.  She  then  was 
certified.  Her  subsequent  life,  in  my  sub- 
mission, is  fairly  clear  evidence  that  she 
was  wrongly  certified  because  she  was  per- 
fectly fit,  in  the  opinion  of  an  expert  who 
saw  her,  to  look  after  her  home  in  rather 
squalid  conditions.  She  was  a good  mother 
and  a person  of  sufficient  intelligence  to 
be  able  to  influence  a Recorder  of  Quarter 
Sessions  in  a trial. 

4038.  {Chairman):  Without  verifying  the 

facts,  just  on  the  face  of  that  story,  your 
amendment  of  the  definition  would  have 
no  effect  on  that  case  at  all,  would  it? 
She  may  have  been  wrongly  certified,  she 
may  not  have  been  mentally  defective,,  but 
she  was  certainly  in  physical  danger  origin- 
ally when  she  came  before  the  Court  suf- 
fering from  venereal  disease? Yes,  it 

rather  depends.  I have  not  checked  her 
ages  at  the  particular  times,  but  assum- 
ing she  was  a child  when  that  first  hap- 
pened, the  ordinary  criminal  law  and  the 
Children  Acts  could  have  taken  care  of 
her. 

4039.  Anybody  would  interpret  that 

occurrence  as  being  an  occurrence  which 
put  the  person  in  physical  danger,  and 
therefore  I do  not  see  how  your  insertion 
of  the  word  “physical”  is  going  to  help 
at  all? 1 think,  if  you  had  as  a defini- 

tion “ feeble-minded  persons  in  whose 
case  there  exists  mental  defectiveness  which 
is  so  pronounced  that  they  require  care, 
control  and  supervision  from  their  own 
physical  protection,”  it  is  how  the  Act 
would  work  if  our  definition  were  adopted. 
That  must  mean  that  it  is  the  state  of 
mental  deficiency  which  causes  the  need 
for  physical  protection  and  in  the  case 
which  I have  instanced,  while  it  is  perfectly 
true  that  since  she  had  contracted  venereal 
disease  it  could  be  well  argued  she  was 
in  need  of  physical  protection,  it  does  not 
in  the  slightest  way  follow  from  that  that 
it  is  mental  deficiency  which  caused  the 
need  for  physical  protection.  In  fact  the 
whole  basis  of  the  example  I have  given  is 
that  it  was  not  the  mental  deficiency  which 
caused  the  need  for  physical  protection. 
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4040.  I am  only  pointing  out  to  you  that 

if  the  mistake  consisted  in  a wrong  diagnosis 
of  that  person’s  intelligence,  the  insertion  of 
the  word  “ physical " before  the  word 
“ protection  ” will  not  get  rid  of  that  mis- 
take.  1 appreciate  fully  the  point  you 

were  making  and  I was  endeavouring  to 
answer  by  saying  I think  it  would,  because 
not  only  would  the  question  of  the  state  of 
her  mind  be  in  issue  but,  if  my  definition 
were  to  be  included,  you  would  also  have 
to  be  satisfied  that  it  was  that  state  of  mind 
which  produced  the  situation  in  which  she 
was  in  need  of  physical  protection  ; that  is 
the  point  I am  trying  to  make. 

4041.  That  is  true,  is  it  not,  as  the  Act 

is  now  drafted? Yes. 

4042.  (Mr.  Jackson] : My  difficulty  is, 

when  you  put  an  individual  case  like  this, 
we  have  no  idea  from  your  account  of  it 
what  was  the  basis  of  the  original  certifica- 
tion. We  have  no  account  later,  when  she 
was  living  with  this  man,  whether  she  may 
then  have  been  able  to  live  with  his  help 
outside  an  institution  quite  well  and  satis- 
factorily, but  unable  to  continue  living  in 
that  way  when  he  went  to  prison.  In  other 
words  this  is  an  interesting  case  but  I am 
not  sure  that  it  helps  me  at  all  without 
knowing  all  these  other  factors.  Could  you 

supply  these  at  a later  date? 1 will 

endeavour  to  supply  them. 

4043.  You  do  appreciate  that  if  it  sounds 
as  if  the  thing  may  have  gone  wrong,  it  is 
not  very  helpful  unless  one  can  put  one’s 
finger  on  it  and  say  where  it  went  wrong? 
Yes. 

4044.  (Lady  Adrian):  You  say  that  as  a 
child  she  went  to  an  ordinary  school  and 
the  assumption  was  that  she  was  perfectly 
well  placed  there,  but  it  is  quite  possible 
that  she  was  a mental  defective  and  was 
still  in  an  ordinary  school.  The  fact  that 
she  went  tO'  an  ordinary  school  is  not  proof 

positive  that  she  was  a normal  child? 

I quite  agree ; I must  concede  that. 

4045.  (Chairman):  Your  proposals  for 
amendments  to  Section  2 perhaps  make  our 
discussion  about  feeble-minded  people 
rather  otiose.  I understand  that  you  propose 
that  only  idiots,  imbeciles  and  delinquents 
should  be  subject  to  be  dealt  with,  so  that 
unless  he  was  a delinquent  your  feeble- 
minded person  would  not  be  subject  to  be 
dealt  with  however  much  he  was  a physical 

danger  to  himself  or  to  others? No,  that 

is  not  the  intention  at  all.  Sir. 

; 4046.  You  propose  cutting  out  Sub- 
sections (i),  (iii),  (iv),  (v)  and  (vi)  of  Sec- 
tion 2 (b),  and  confining  Sub-section  (ii)  to 

delinquents. (Mr.  Benenson) : I would 

agree  with  you,  Sir. 

4047.  There  has  been  a slip  up? 1 do 

not  think  there  has  been  any  slip  up,  Sir. 
I think  that  was  the  intention  of  the  Society. 
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Whether  you  agree  with  this,  Sir,  or  not, 
it  is  the  view  we  wish  to  put  forward. 

4048.  That  feeble-minded  people  should 
only  be  subject  to  be  dealt  with  in  any  way 
if  they  are  delinquent,  if  they  commit  an 

offence? If  they  commit  any  offence,  and 

that  means  any  offence  such  as  being  found 
drunk  and  disorderly.  Before  they  come 
within  the  scope  of  the  legislation,  as  we 
wish  to  see  it,  they  must  in  some  way  have 
transgressed  the  rules  of  society  even  though 
they  be  technical  rules. 

4049.  Even  then,  if  they  are  delinquents 

they  would  not  be  subject  to  be  dealt  with 
as  mental  defectives  unless  their  delinquency 
had  caused  a physical  danger  to  themselves 
or  to  others?  So  if  they  were  merely  drunk 
and  disorderly,  without  actually  assaulting 
anybody,  they  could  be  dealt  with  as 
ordinary  criminals  but  not  as  mental  de- 
fectives?  But  if  they  were  incapable  of 

so  restraining  their  desire  for  liquor  then 
they  would  be  a physical  danger  to  them- 
selves. 

4050.  You  would  extend  the  word 

“ physical  ” so  far? Yes,  undoubtedly. 

4051.  To  cover  any  bad  habits,  in  other 

words? No,  I would  not  say  any  bad 

habits,  but  I think  there  is  a borderline 
which  one  could  define  if  one  were  set  the 
task.  (Mr.  Falk):  We  come  back  to  the 
fact  I started  with— -we  are  terribly  con- 
scious that  the  definition  is  very  inadequate. 

I am  sure  more  expert  people,  and  particu- 
larly people  who  are  draftsmen,  could  word 
it  clearly.  I started  off  by  saying  that  wc 
were  very  conscious  of  its  inadequacy  but 
it  explains  the  considerations  at  the  back 
of  our  mind  when  wc  met. 

4052.  On  the  issue  of  principle  do  you 
think  it  entirely  desirable  to  attach  all  this 
weight  to  the  mere  fact  that  a mentally 
defective  person  has  committed  an  offence? 

(Mr.  Benenson):  Perhaps  I ought  to 

have  made  this  clear  at  the  outset,  that  I 
am  speaking  to-day  very  much  as  a member 
of  the  Bar  should  speak  when  he  is  re- 
presenting somebody  else.  I have  submitted 
to  your  Commission  my  own  independent 
report  which  goes  very  much  further  than 
this  and  into  greater  detail,  so  when  I am 
putting  forward  these  views  to-day  they 
are  the  Society’s  views  and  not  necessarily 
mine.  In  reply  to  that  I would  say  one  has 
to  have  some  machinery  of  government 
which  picks  up  the  mental  defectives.  Either 
one  has  to  have  machinery  of  one’s  own, 
which  takes  up  time  and  money,  or  one 
relies  on  the  existing  machinery  of  the 
police  and  the  laws  on  which  the  police 
operate;  and  although  it  is  arguable  that 
one  should  spend  all  that  money  in  catching 
mental  defectives,  we  would  prefer  to  see 
that  money  spent  on  extended  care  for  those 
really  in  need  of  it. 

' Digitisation  Unit 


EVIDENCE  OF  SOCIETY  OF  LABOUR  LAWYERS 


779 


4053.  You  do  not  then  take  the  view, 
which  is  so  commonly  taken,  particularly 
in  regard  to  mental  illness,  that  you  ought 
not,  so  .far  as  you  can  possibly  help  it, 
to  subject  an  otherwise  respectable  citizen 

to  the  attentions  of  the  police? No,  I 

think  that  the  considerations  to  bear  in 
mind  with  mental  defectives  are  very 
different,  in  this  respect  at  any  rate,  to  those 
which  apply  to  the  mentally  sick. 

4054.  You  do  realise,  no  doubt,  that  it  is 
only  too  easy  to  use  the  law  as  a means  of 
picking  these  people  up,  as  you  say?  You 
may  even  have  in  mind  a case  which  hap- 
pened not  so  long  ago  of  a mother  sum- 
monsing her  daughter  for  a minor  offence? 

Indeed,  Sir,  I think  that  was  a case  in 

which  I was  involved  myself.  The  reason, 

I think,  why  the  public  are  concerned  with 
the  role  of  the  policeman  in  this  field  is 
because  the  law  is  looked  upon  as  being 
only  the  police,  but  surely  we  look  forward 
to  a day  when  the  administration  of  the 
law  is  not  only  in  the  hands  of  the  uni- 
formed police,  but  of  probation  officers  and 
welfare  officers  generally  working  under  and 
through  the  police.  In  that  light  I see  no 
danger  in  it. 

4055.  (Mr.  Jackson):  I do  not  under- 
stand quite  what  you  are  getting  at.  Surely 
most  of  these  cases  will  be  picked  up,  as 
you  said,  through  the  educational  system? 
When  you  are  dealing  with  a mental  defec- 
tive at  a later  age,  what  has  an  appearance 
before  the  Court  got  to  do  with  it?  The 
majority  of  appearances  before  Courts,  as 
you  know,  are  in  such  matters  as  not  haying 
lights  upon  bicycles  and  various  other  minor 
offences.  What  is  the  relevance  of  this  to 

this  particular  subject? (Mr.  Falk): 

What  we  were  trying  to  do  there  was  to 
improve  Section  2 of  the  Act  as  it  is  at 
present  administered.  What  we  endeavoured 
to  do  in  our  memorandum  was  to  ensure 
that,  however  the  matter  comes  to  the 
attention  of  the  authorities,  there  shall  be 
a uniform  procedure  for  certification.  At 
the  moment  the  normal  methods  of  certifi- 
cation even  as  they  are  in  the  present  Act 
are  not  used  at  all  for  anybody  who  is 
found  guilty  of  even  a minor  offence,  and 
this  recommendation  is  to  try  to  get  uni- 
formity of  procedure  for  certification.  That 
is  how  the  question  of  the  Courts  came  in, 
in  relation  to  what  Section  2 says  at  the 
present  moment  can  happen ; in  other 
words  we  are  trying  to  tidy  up,  not  to 
become  untidy. 

4056.  ( Chairman ) : You  are  not  equating 
criminal  proceedings  in  the  Juvenile  Court, 
say,  with  the  proceedings  of  the  judicial 
authority  for  the  certification  of  a mental 

defective? No,  not  at  all.  What  I am 

saying  is  that  at  the  present  moment  any- 
body found  guilty  of  a criminal  offence,  or 
who  is  in  prison,  can  be  sent  to.  a mental 
deficiency  institution  without  going  before 


the  judicial  authority  at  all ; and  what  we 
are  trying  to  say  is  that  everybody  shall  go 
before  the  authority,  however  they  may 
come  to  the  attention  of  the  authorities — 
that  is  the  intention  of  our  memorandum. 


4057.  And  your  proposal  will  make  sure 
that  nobody  but  an  idiot  or  imbecile  or 
delinquent  feeble-minded  ever  does  come 

before  the  judicial  authority? Surely  not, 

if  you  will  be  good  enough  to  look  at 
our  paragraph  6;  representations  may  be 
made  by  a parent  or  guardian,  the  educa- 
tion department,  court  of  criminal  jurisdic- 
tion, the  children’s  department  and  the 
public  health  department  . . . 

4058.  All  these  may  present  a petition, 
but  surely  only  if  the  mental  defective  is 
subject  to  be  dealt  with  under  Section  2, 
and  you  have  cut  out  of  Section  2 everyone 
except  idiots,  imbeciles  and  the  delinquent 

feeble-minded? (Mr.  Benenson) : I think 

that  is  quite  right.  You  may  require  con- 
vincing on  this  point,  Sir,  but  it  is  cer- 
tainly a view  which  can  be  held,  that  there 
is  no  justification  for  society  taking  the 
drastic  step  of  certification  unless  and  until 
an  individual  has  transgressed  the  laws  of 
society.  (Mr.  Falk):  If  I am  at  this  moment 
contradicting  the  terms  of  my  own  evidence 
I must  apologise,  but  I certainly  did  not 
intend  it  to  have  that  effect.  What  I thought 
we  had  done  was  to  put  a definition  . in 
Section  1 which  included  idiots  and  im- 
beciles and  the  feeble-minded  as  defined  in 
our  proposed  definition.  Once  that  state 
is  thought  to  exist,  any  one  of  these  bodies 
could  bring  a petition,  there  is  no  need  for 
the  defective  to  have  been  convicted.  If, 
by  the  way  we  propose  to  amend  Section  2, 
we  destroy  that,  I would  like  to  make  it 
perfectly  clear  that  was  not  my  intention. 
I would  like  to  be  absolutely  clear  about 
this ; I certainly  did  not  intend  that,  and  I 
do  not  think  the  Society  did  either. 


4059.  (Sir  Russell  Brain):  We  are  speak- 
ing now  entirely  about  compulsory  treat- 
ment. I gather  you  envisaged  that  voluntary 
treatment  would  apply  to  feeble-minded 
persons  at  the  instance  of  the  parent  under 
the  age  of  sixteen.  The  parents,  that  is  to 
say,  would  then  have  the  power  presum- 
ably to  have  such  an  individual  sent  to  an 
institution  on  their  voluntary  petition? 
Certainly. 

4060.  After  the  age  of  sixteen  presumably 

the  individual  concerned  may  have  the 
power  to  apply  to  be  released  or  to  remain 
toe  or  he  may  himself  apply  to  go  aft  r 
that  age,  into  an  institution.  Would  that 
be  right? Yes. 

4061.  So  in  addition  to  the  ones 
covered  by  your  amended  Section  2,  there 
would  be  a considerable  number  of  feeble- 
minded persons  above  the  level  of  idiots 
and  imbeciles  who  would  be  in  institutions, 
and  in  the  case  of  those  under  sixteen 
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detained  there  at  the  instance  of  the 
parents? Yes,  certainly. 

4062.  {Chairman):  What  rather  surprises 

me  about  your  paragraphs  6 and  7 is  that 
the  authority  which  is  to  present  the  petition 
is  the  County  Council’s  public  health 
department,  upon  one  of  a variety  of  repre- 
sentations, but  one  of  the  members  of  the 
tribunal  before  which  the  County  Council 
is  to  bring  this  petition  is  a person  nomi- 
nated by  the  County  Council? (Mr. 

Benenson ) : It  is  not  an  uncommon  feature 
in  the  administration  of  English  law.  It 
may  sound  anomalous  perhaps  to  those  who 
are  strangers  to  it,  but  after  all  many  of  the 
Benches  throughout  the  country  consist  of 
members  of  a local  authority  which  sum- 
mons people  before  that  Bench. 

4063.  Yes,  but  as  you  are  no  doubt  aware, 
the  Lord  Chancellor  is  strongly  against  too 
many  members  of  local  authorities  being 
members  of  Benches  for  that  reason  ; but 
here  you  insist  that  in  addition  to  the  magis- 
trates you  must  have  also  a representative 
of  the  accusing  authority ; it  seems  very 
strange.  (Mr.  Jackson):  On  Mr.  Benenson’s 
point,  the  Justice  of  the  Peace  who  is  a 
member  of  a local  authority  is  now  dis- 
qualified from  sitting  on  any  case  to  which 
the  local  authority  is  a party.  The  Justices 
of  the  Peace  Act  imposes  that  disqualifica- 
tion. The  similar  tendency  which  does  exist 
in  other  fields  is  steadily  being  eliminated? 

With  respect,  I think  that  is 

correct,  but  here  we  have  rather  a 
special  case.  If  this  is  to  be  regarded  as  an 
accusing  authority  then  it  would  perhaps 
be  highly  undesirable  that  a member  of  the 
accusing  body  should  sit  upon  the  judicial 
body;  but  we  look  at  it,  not  in  that  way 
at  all,  but  simply  that  the  health  depart- 
ment is  the  most  convenient  body  and,  that 
being  so,  it  is  simply  a machinery  for  col- 
lecting information,  not  an  accusing  or 
prosecuting  body.  On  our  suggestion  to 
include  a representative  of  the  County 
Council  public  health  department  on  this 
authority,  we  would  first  of  all  draw  your 
attention  to  the  wording,  “ a person  nomi- 
nated by  . . ”,  not  “ a member  of  . . . 

All  we  think  is  that  there  is  some  advantage 
in  the  people  who  eventually  have  to  pay 
a very  large  proportion  of  the  cost  of  the 
institutional  care  of  those  certified  having 
at  least  some  say  in  the  standard  of  certifi- 
cation. We  do  not  want  them  to  have  the 
whole  say  but  we  certainly  think  those  who 
pay  should  at  least  be  one  of  the  callers  of 
the  tune. 

4064.  Paragraph  8 recommends  legal  aid, 

so  he  must  be  accused  of  something? 

{Mr.  Falk):  Not  necessarily.  It  sounds 
like  it  so  far,  but  legal  aid  does  apply  to 
people  not  necessarily  accused  of  anything. 
It  applies  in  civil  proceedings  ; if  I bring 
an  action  against  you  for  breach  of  con- 
tract, I say  you  owe  me  some  money  and 


you  deny  it,  but  you  are  not  charged  with 
anything.  There  is  Poor  Prisoners’  Defence, 
that  is  one  thing  ; but  legal  aid  does  not 
apply  to  criminal  matters  but  to  civil  and 
divorce  matters.  I gather  it  is  the  view  of 
the  authorities  at  present  that  they  do  not 
regard  the  hearing,  as  it  is  conducted  at 
present,  as  a trial  at  all ; in  fact  their  objec- 
tion to  having  any  form  of  representation  is 
that  it  would  be  made  into  a trial.  We  do 
not  want  it  made,  into  a trial  at  all ; we 
want  the  greatest  possible  informality,  as 
you  get  in  administrative  tribunals.  All  we 
want  to  do  is  to  ensure  the  matter  is  fully 
investigated,  not  to  make  it  a trial  but  to 
see  that  the  point  of  view  of  somebody  is 
properly  and  adequately  put  before  them, 
whether  it  is  a court  or  tribunal  or  a com- 
mission ; that  is  the  object  of  lawyers,  to 
put  the  case  fully  and  with  all  the  relevant 
facts  before  the  court. 

4065.  {Chairman):  You  have  doubtless 
heard  the  complaint  about  the  present  law, 
that  all  sorts  of  things  which  were  repre- 
sented in  the  debates  in  1913  as  appeals 
to  be  judicially  decided  for  the  protection 
of  the  subject  have  degenerated  into  mere 
administrative  investigations  ; the  complaint 
at  any  rate  is  sometimes  made.  Here  your 
judicial  authority  is  turned  into  an  autho- 
rity which  is  not  judicial,  as  Mr.  Benenson 
has  said.  The  County  Council’s  Health 
Committee  are  to  have  the  power  to  nomi- 
nate a member  of  a tribunal  because  they 
are  financially  interested.  That  surely  is 
the  very  antithesis  of  any  judicial  proceed- 
ing and  it  becomes  more  important  below 
in  paragraph  9 where  there  is  to  be  a 
similar  but  national  tribunal  to  hear 

appeals  from  the  Courts? The  difficulty 

I feel  about  this,  Sir,  is  that  I have  en- 
deavoured, and  completely  failed,  to  find 
out  how  the  present  judicial  system — if  you 
call  it  a judicial  system — works.  As  the 
Board  of  Control  have  no  records  of  how 
many  petitions  are  passed  and  how  many 
petitions  are  rejected  it  is  very  difficult  to 
say  whether  there  is  a judicial  system  at 
the  moment.  Therefore  one  can  only  specu- 
late, and  from  the  fact  that  the  Board  of 
Control  have  no  records  I suspect  that  it  is 
a rubber  stamp. 

4066.  At  any  rate  you  do  have  the  pro- 

ceedings before  a magistrate  who  is  a 
judicial  authority  before  the  original  certifi- 
cation. There  is  no  doubt  about  his 

capacity  in  those  originating  proceedings, 
but  that  one  vestige  of  a judicial  authority 
you  are  proposing,  let  us  say,  to  water 

down  rather  past  recognition. The  point 

is,  I think,  that  there  is  no  magic  in  the 
magistrate  if,  as  I suspect,  at  the  present 
moment  he  is  a rubber  stamp.  He  is  a 
rubber  stamp  for  the  reason  that  anybody 
who  is  not  a medically  qualified  man  thinks 
twice  when  he  gets  two  experts  saying  “I 
recorpmend  this  ”,  and  under  the  present 
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system  of  course  there  is  no  medical 
evidence  to  the  contrary.  The  absence  of 
records  plus  that  fact  makes  me  very 
strongly  suspect  that  at  the  moment  he  is  a 
rubber  stamp.  To  be  quite  frank,  however 
you  nominate  them  I still  think  they  will 
be  rubber  stamps  unless  there  is  conflicting 
medical  evidence.  When  two  medical  men, 
one  of  them  highly  qualified,  say,  “ This 
must  be  done  ”,  it  is  taking  an  appalling 
responsibility,  for  anybody,  however  nomi- 
nated, to  go  in  the  face  of  that  evidence 
and  say,  “You  think  so,  but  I do  not; 
petition  dismissed  ”.  As  I say,  I do  not 
think  anybody  knows  the  present  position 
because  there  are  no  statistics,  but  if  that 
is  the  present  position  it  seems  to  me  it  is 
much  more  important  to  have  machinery 
whereby  abuse  shall  be  prevented.  I would 
also  submit  there  is  another  reason  for 
having  a person  nominated  by  the  Public 
Health  Committee,  namely  that  as  they  deal 
with  public  health  they  ought  to  know  the 
sort  of  person  who  will  be  well  suited  to 
sit.  Surely  there  is  a great  deal  of  differ- 
ence between  a person  nominated  by  a com- 
mittee and  a person  selected  from  it,  and 
it  could  be  perfectly  well  added,  to  make  it 
absolutely  clear,  “ . . . but  such  person  shall 
not  be  a member  of  the  Public  Health  Com- 
mittee ”.  Would  that  not  meet  your  point, 
Sir? 

4067.  I am  not  necessarily  arguing  against 
abolishing  all  judicial  authorities  and  having 
purely  administrative  investigations  in 
public ; what  I am  objecting  to  is  having 
the  paragraph  headed  “Judicial  authority” 
and  then  finding  it  difficult  to  recognise  any 

judicial  element  in  it. It  might  well  be 

desirable  to  follow  the  sort  of  machinery 
you  have  at  the  present  moment  under  the 
Industrial  Injuries  Act  where  the  Minister 
nominates  panels  and  medical  men  decide 
the  degree  of  incapacity  of  somebody.  In 
a sense,  exactly  the  same  argument  could 
be  put  up  against  them.  One  could  say, 
“ Good  heavens,  it  is  the  Minister  who  pays 
and  it  is  the  Minister  who  nominates  mem- 
bers ; it  is  outrageous  ”.  Exactly  the  same 
argument  could  be  put,  but  in  point  of  fact 
so  far  as  I am  aware  it  works  very  well, 
and  it  is  a sort  of  administrative  tribunal. 
If  you  prefer,  Sir,  that  this  should  be  read 
as  an  ad  hoc  administrative  tribunal,  we 
would  not  quarrel  with  it,  because  it  is  the 
way  the  thing  works  we  are  interested  in, 
not  the  nomenclature. 

4068.  (Mr.  Jackson ):  This  is  what  I was 
trying  to  find  out  before,  why  you  suggested 
this  instead  of  suggesting  a tribunal  such  as 
the  Industrial  Injuries  or  the  Pensions 
Appeal  Tribunal.  I am  still  not  quite  sure 
what  this  body  you  contemplate  is  to 
decide? — —(Mr.  Benenson ):  It  is,  I think, 
slightly  different  in  this  respect ; it  is  not 
as  I see  it,  except  in  Utopia,  a question  of 
weighing  each  case  individually  according  to 


an  objective  standard  called  mental 
deficency— I wish  it  was.  The  standard 
applying  in.  any  county  at  any  time  must 
depend  upon  the  availability  of  institutional 
beds,  and  that  is  why  it  seems  it  is  very 
meet  to  have  upon  your  administrative 
tribunal— if  you  wish  to  call  it  that— those 
persons  who  really  know  what  is  the  institu- 
tional capacity  in  the  county  at  the  time 
being,  and  that  is  why  I at  any  rate  would 
like  to  see  representatives  or  nominees  of 
the  County  Council’s  Public  Health  Com- 
mittee and  the  Regional  Hospital  Board. 

4069.  (Dr.  Thomas ):  Would  that  exclude 
other  forms  of  care  the  authority  might  wish 

to  dispense,  such  as  guardianship? 

Certainly  not,  and  there  is  value  in  your 
authority  including  persons  who  know  about 
those  facilities  for  treatment.  (Mr.  Falk): 
Might  I add  that  it  would  be  very  rare 
indeed  for  any  issue  in  fact  to  be  necessary 
to  be  determined  before  them  in  the  sense 
of  an  issue  with  evidence  conflicting  on 
both  sides ; in  the  majority  of  cases  it 
would  go  on  exactly  as  it  does  at  present 
but  with  a different  authority.  I can  only 
repeat  that  I suspect  they  are  in  fact  a 
rubber  stamp,  accepting  the  evidence  of  the 
two  medical  experts  who  put  the  petition 
before  them.  However  you  constitute  the 
authority  I suspect  that  will  continue,  unless 
you  have  it  based  exclusively  on  doctors  in 
which  case  either  it  will  be  the  same  thing 
or  the  expert  doctors  who  are  sitting  on  the 
panel  will  criticize  the  doctors  putting  for- 
ward the  petition,  and  that  obviously  would 
not  be  a very  desirable  state  of  affairs  at 
all,  so  I should  have  though  it  was  not 
desirable  to  have  a sort  of  administrative 
tribunal  of  doctors  in  the  first  instance,  but 
the  appeal  of  course  does  provide  for  that. 

4070.  (Chair mail):  I am  not  quite  clear 

about  this.  In  paragraph  9 you  go  on  to 
appeals.  You  were  saying  in  paragraph  3 
that  a Court  finding  a person  guilty  may 
order  a petition  to  be  presented.  Would 
the  Court  be  able,  as  at  present,  to  find 
the  person  guilty  but  mentally  defective  and 
send  him  to  a mental  deficiency  hospital 
direct? No. 

4071.  Must  a petition  be  presented  and 
then  a sentence  imposed?  If  the  petition 
is  rejected  by  this  judicial  quasi-adminis- 
trative  tribunal,  then  presumably  the 

delinquent  does  not  get  off  scot  free? 

What  I would  envisage  there  is  that  the 
case  would  be  adjourned  for  a petition  to 
be  presented ; .then  the  authority  would 
report  back  to  the  Court,  ‘ certified  and 
that  would  be  the  end  of  the  matter ; or 
report  back  ‘ petition  rejected  ’ and  then 
the  offender  would  come  up  for  sentence. 
That  was  what  was  envisaged. 

4072.  So  that  in  paragraph  9 the  appeal 

tribunal  would  not  be  hearing  appeals  from 
the  ordinary  Courts? No,  Sir,  only  from 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


782 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


the  orders  of  the  judicial  authority.  What 
we  really  envisaged  was  that  the  appeal 
tribunal  would  do  pretty  well  what  the 
Board  of  Control  now  do,  except  that  the 
Board  do  it  on  paper  by  having  written 
reports  presented  _ to  them.  Under  the 
present  system  it  is  the  Board  of  Control 
which  endeavours,  by  receiving  written 
reports  on  the  various  certifications,  to 
exercise  overall  control  to  get  uniformity 
of  treatment  throughout  the  country.  That 
at  least  is  what  I imagine  is  the  intention  of 
placing  its  present  functions  on  the  Board 
of  Control,  and  the  intention  of  paragraph  9 
is  to  substitute  another  form  of  overall 
control  to  make  sure  that  there  is  uniformity 
of  treatment,  to  establish  the  ratio  decidendi. 
That  would  be  the  main  reason  for  this 
appeal  machinery’s  existence. 

4073.  The  machinery  would  be  rather 
more  protracted.  I wonder  what  is  to 
happen  to  the  delinquent  while  all  this  is 
going  on.  A petition  has  to  be  presented 
and  an  appeal  heard.  Is  the  delinquent  in 
prison  all  this  time,  or  is  he  in  a place 

of  safety? Might  I say  paragraph  9 does 

not  say  there  must  be  an  appeal.  We  only 
recommend  an  absolute  right  of  appeal ; 
once  he  has  been  certified  he  could  appeal. 

4074.  Could  he  appeal  against  a refusal 
to  certify?  After  all  if  they  refuse  to 
certify  him  he  is  going  to  prison,  he  has 

every  reason  to  appeal? 1 am  not  at 

all  sure  he  would  not  prefer  that  to  an 
indefinite  period  of  detention. 

4075.  ( Sir  Russell  Brain):  One  point 

puzzles  me  and  I wonder  whether  there  is 
some  conflict  between  paragraphs  7 and  9. 
How  would  uniformity  in  the  standard  of 
certification  be  brought  about  if  these 
judicial  authorities  were  influenced  by  what 
accommodation  would  be  available  locally? 

(Mr.  Benenson ):  Part  of  the  difficulty 

you  are  up  against  at  the  present  time  is 
the  variation  of  standards  from  county  to 
county,  and  until  something  can  be  done 
about  this  it  is,  I think,  essential  that  you 
have  some  controlling  authority  to  try  to 
bring  up  the  standards  of  those  counties 
who  unfortunately  lack  funds.  That  is 
why  we  advocate  later  on  that  the  Board 
of  Control  be  discontinued,  and  would  like 
to  see  a centralised  authority  which  would 
gradually  encourage  local  tribunals  to  make 
their  standards  more  uniform  with  each 
other ; but  this  would  be  a 'long  term 
project,  probably  taking  twenty  or  thirty 
years,  until  institutions  can  be  built. 

4076.  (Dr.  Thomas) : But  the  provision  of 
hospital  accommodation  now  is  not  the 
responsibility  of  the  local  authorities  but  of 
the  Regional  Hospital  Boards,  deriving  funds 

centrally? That  is  perfectly  true,  but 

the  hospitals  were  built  at  a time  when 


they  were  local  authority  responsibilities 
and  the  accommodation  depended  upon  the 
penny  rate. 

4077.  (Sir  Russell  Brain):  You  include 
the  Regional  Board  on  this  body  anyway? 

Yes,  indeed.  I am  sure  the  members 

of  the  Commission  want  to  see  uniformity, 
too. 

4078.  (Lady  Adrian):  You  want  uni- 
formity at  a high  standard,  but  this 
might  make  it  a low  standard? — —You 
cannot  have  the  matters  of  appeal  with  the 
same  guarantee  you  have  in  the  ordinary 
judicial  courts,  but  we  would  like  to  think 
a person  has  not  been  hastily  certified  simply 
because  there  are  vacancies  for  beds  or, 
equally,  denied  certification  simply  because 
there  is  no  possibility  of  treatment.  (Mr. 
Falk):  Might  I partially  dissociate  myself 
from  the  answers  my  friend  has  given? 
When  this  appeal  to  secure  uniformity  in 
the  standard  of  certification  was  put  forward 
by  me  it  was  not  with  any  intention  what- 
soever of  relating  it  to  the  availability  of 
accommodation.  That  is  an  argument  which 
until  it  fell  from  Peter  Benenson’s  lips,  1 
had  never  heard,  and  that  is  not  the  argu- 
ment I wish  to  put  forward  at  all  in  support 
of  this  procedure  for  appeal. 

4079.  (Chairman):  Is  that  not  bound  to 
happen  even  at  present?  Magistrates' 
Courts  are  frequently  trying  to  deal  with 
morally  and  mentally  defective  delinquents 
and  being  told  by  the  County  Council  or  the 
Regional  Board  as  the  case  may  be,  that 
there  is  not  any  place  to  put  them,  and  will 
not  that  continue  with  your  new  authority? 
The  magistrate  will  be  told  by  the  two 
other  representatives  that  these  may  be 
defectives  all  right  but  there  is  not  anywhere 

to  put  them? But,  Sir,  at  the  present  time 

as  we  do  not  know  how  many  petitions  arc 
ever  rejected  we  cannot  really  test  whether 
that  goes  on.  Petitions,  as  far  as  we  arc 
aware,  are  not  dismissed  on  that  ground ; 
as  far  as  we  are  aware,  they  arc  not  dis- 
missed on  any  ground  at  the  present  time. 
What  was  in  the  minds  of  many  members 
of  the  Society  was  that  the  actual  standards 
of  feeble-mindedness  on  which  doctors 
throughout  the  country  work  vary  enor- 
mously from  district  to  district.  I do  not 
want  to  get  involved  in  a subject  on  which 
I know  very  little,  but  .the  medical  standards 
of  what  constitutes  feeble-mindedness  do 
vary  throughout  the  country,  and  it  was  with 
that  in  mind  that  the  idea  was  put  forward 
of  having  two  very  highly  qualified  men 
who  would  read  the  reports,  in  order  to 
maintain  throughout  the  country  a uniform 
standard  of  the  doctors’  test  of  what  degree 
of  feeble-mindedness  is  necessary  to  con- 
stitute mental  defectiveness  under  the  Act, 
however  defined.  That,  quite  apart  from 
the  problems  of  the  beds,  was  what  was  in 
the  minds  of  at  any  rate  some  members  of 
the  Society  in  making  this  recommendation. 
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4080.  (Mrs,  Braddock) : Would  the  appeal 

tribunal  only  read  reports? No,  the  in- 

tention was  to  have  the  right  of  a re-hearing 
if  there  is  a dispute,  seeing  the  specialist  and 
the  patient. 

4081.  With  only  one  central  appeal  court? 
— : — Yes,  that  was  the  intention. 

4082.  (Chairman):  1 do  not  want  to  ask 

any  questions  on  paragraph  11,  except  of 
course  that  there  would  be  a question  of 
who  is  the  public  health  authority  in  that 
case,  would  it  not? Yes. 

4083.  (Mr.  Jackson ) : I would  like  to  ask 
one  question  on  paragraph  11.  What  is  the 
particular  point  of  this?  Why  should  one 
have  to  go  back  to  the  Court  of  sentence 
if  a person  serving  a term  of  imprisonment 
is  thought  to  be  in  need  of  what  is  after  all 

medical  attention? For  the  reason  that 

what  we  are  trying  to  do  throughout  this 
memorandum  is  to  see  that  nobody  gets 
certified  without  following  the  normal  pro- 
cedure. 

4084.  Why  should  the  case  not  go  straight 
to  your  judicial  authority?  You  appreciate 
that  when  you  are  dealing  with  Quarter  Ses* 
sions  or  Assize  cases  you  will  have  to  wait 
some  time,  if  it  has  got  to  go  back  to 
the  Court  that  passed  the  sentence,  and  pre- 
sumably they  are  going  to  do  nothing  but 
hear  if  there  is  evidence  which  ought  to  go 
to  the  judicial  authority ; why  cannot  it  go 

straight  there? (Mr.  Benenson):  It  does 

I think  answer  the  question  which  was 
posed  by  the  Chairman  just  now.  The 
Public  Health  Committee  of  the  district 
where  the  man  or  woman  lives  is  likely  to 
have  the  papers  or  have  access  to  the  school 
records  and  other  documents  that  should  be 
presented  to  the  judicial  authority,  and  if 
you  go  direct  to  the  judicial  authority  in 
the  area  of  the  prison  it  is  going  to  be 
very  much  more  difficult  to  get  hold  of  all 
the  records'  that  will  be  necessary  for  the 
inquiry. 

4085.  Is  there  any  reason  why  it  should 
not  be  referred  to  the  local  health  authority 

in  his  own  area? There  is  not.  There  is 

not  a great  point  about  this,  but  it  does 
seem  very  much  better. 

4086.  They  would  have  the  records? 

In  his  own  area,  that  is  what  we  want. 

4087.  Why  go  to  the  Court  of  sentence? 
Because  we  assume  the  Court  of  sen- 
tence is  in  his  own  area. 

4088.  If  it  is  the  Assizes? (Mr.  Falk): 

It  may  be  anywhere.  (Mr.  Benenson) : I 
think  we  would  withdraw  that.  All  we 
wanted  to  do  was  to  get  back  to  the  man’s 
home^ public  health  authority.  (Mr.  Falk): 
I think  that  it  would  be  much  better, 
frankly,  to  say  they  should  communicate 
with  the  public  health  authority  of  the  place 
where  he  or  his  parents  or  guardian  are 
normally  resident. 


4089.  (Chairman) : Paragraph  12;  “ Dura- 
tion of  orders  ” : this  raises  the  whole  ques- 
tion of  discharge,  which  I do  not  think  is 
directly  dealt  with  in  your  memorandum. 

Who  is  to  have  power  to  discharge? As 

in  the  present  Act. 

4090.  Nobody  but  the  Board  of  Control, 

except  at  the  age  of  21? It  would  be  the 

head  of  the  local  institution  where  the 
patient  is. 

4091.  Except  at  the  age  of  21,  at  the 
present  moment,  only  the  Board  of  Control 
can  discharge,  and  in  your  paragraph  19 
you  are  proposing  that  the  Board  of  Control 
should  be  abolished  and  all  its  powers  con- 
ferred on  the  Minister  of  Health.  Who  now 

is  to  hold  the  power  of  discharge? 

(Mr.  Benenson) : That  is  dealt  with  in  para- 
graph 17,  although  perhaps  not  very  clearly. 
We  deal  with  the  visitation  of  institutions 
and  recommend  that  the  judicial  authority 
itself  should  review  cases  after  one  year  and 
five  year  periods  and  have  the  power  of 
discharge. 

4092.  (Lady  Adrian):  But  only  at  those 

periods? Only  at  those  periods,  yes.  We 

were  satisfied  that  the  periods  as  laid  down 
by  the  present  Act  are  reasonable. 

4093.  Is  it  not  the  case  that  the  vast 
majority  of  discharges  at  the  moment  are 
on  the  advice  of  Medical  Superintendents 
straight  to  the  Board  of  Control  between 

periods? What  normally  happens,  is  it 

not,  is  that  licence  is  tried  out  first? 

4094.  Not  always. 1 have  yet  to  meet 

a Medical  Superintendent  who  is  prepared 
to  recommend  a discharge  without  licence. 
(Mr.  Falk) : If  I may  say  so,  it  is  perfectly 
clear  that  there  is  a bad  gap  in  our  memo- 
randum. Speaking  for  myself,  I should 
certainly  be  in  favour  of  the  view  that,  in 
addition  to  the  judicial  authority  at  the 
end  of  one  and  five  years,  the  head  of  the 
institution  himself  should  have  the  power 
to  discharge  at  any  time.  That  is,  if  I 
may  say  so,  an  obvious  gap  in  our  memo- 
randum ; I am  sorry  for  it. 

4095.  (Mr.  Jackson):  Would  it  not  go 
a little  further  than  this?  I do  not  know 
how  far  you  appreciate  this,  but  when  one 
is  dealing  with  mental  hospitals  the  power 
of  relatives  to  discharge  has  probably 
removed  a great  deal  of  apprehension  about 
people  being  detained  in  them.  In  other 
words,  there  is  a direct  relationship  between 
the  ease  of  discharge  and  the  precautions 
that  perhaps  ought  to  be  taken  before 
admission.  Had  you  appreciated  that,  or 

your  Society? Not  I think  fully.  I 

would  be  awfully  grateful  if  you  would 
just  expand  that  a little. 

4096.  The  easier  it  is  in  fact  to  get  a 
patient  discharged  the  less  apprehension 
there  may  be  felt  about  patients  being  taken 

in. Yes,  but  are  you  saying  at  the 

moment  it  is  easy  for  them  to  get  them 
discharged? 
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4097.  It  is  from  a mental  hospital;  of 
course  you  have  limited  your  evidence 

entirely  to  mental  deficiency. Yes, 

entirely. 

4098.  But  the  same  principle  might  apply 
there?  In  other  words,  if  it  is  easier  to 
get  discharge,  that  will  affect  the  question 

of  admission? -But  at  the  moment  surely 

with  the  present  administration  the  parent 
or  guardian  has  got  absolutely  no  say  in 
the  machinery  for  discharge.  There  is 
procedure  by  which  the  mental  defective 
himself  can  get  himself  medically  examined 
under  the  1913  Act,  but  again  I can  get  no 
figures  as  to  whether  that  has  ever  been 
used  in  the  history  of  the  Act.  How  a 
mental  defective  could  pay  for  a medical 
specialist,  certainly  before  the  national 
health  scheme,  to  have  himself  medically 
examined  I have  never  understood.  Whether 
anybody  in  the  history  of  the  administration 
of  the  Act  ever  has  I could  not  find  out, 
but  subject  to  that  I do  not  know  of  any 
other  way  in  which  at  the  present  moment 
parents  or  the  patient  himself  can  do  any- 
thing to  get  himself  out. 

4099.  Your  Society  does  not  seem  to  have 
considered  whether  anything  in  that  direc- 
tion might  be  devised ; you  seem  rather  to 
have  concentrated  upon  precautions  to  make 
certain  a person  does  not  get  certified 
except  after  a great  deal  of  inquiry  and 
appeal,  and  not  to  have  considered  whether 
the  subsequent  machinery  is  in  need  of 

any  substantial  alteration? 1 think  that 

may  be  a very  true  criticism,  but  we  do 
make  one  recommendation  in  paragraph  12 
in  that  direction,  namely,  we  do  think 
whenever  a review  is  held  a patient  should 
be  told,  or  a parent,  where  he  .is  under 
the  age  of  21,  by  the  public  health  authority 
and  not  by  the  Superintendent  of  the  insti- 
tution of  his  right  to  have  an  independent 
medical  report  at  the  public  expense.  So 
we  do  to  that  extent  go  in  the  direction 
of  the  point  you  are  making. 

4100.  (Mr.  Bartlett ):  What  is  your 

objection  to  his  being  told  by  the  Medical 

Superintendent? We  thought  it  would 

be  better  to  have  it  completely  independent 
of  the  Superintendent ; he  would  have  his 
own  view,  and  we  wanted  to  keep  the  thing 
completely  independent.  We  are  not  sug- 
gesting the  Superintendents  would  not  do 
it,  but  on  the  principle  that  it  would  give 
the  parent  or  guardian  the  idea  that  there 
was  some  independent  body.  If  a parent 
or  guardian  has  the  feeling  that  his  child 
is  being  wrongly  detained  and  is  perfectly 
fit  to  get  out,  he  obviously  thinks  the  person 
who  keeps  him  there  is  the  head  of  the 
institution.  We  just  felt — I do  not  think  it 
is  a matter  of  great  importance — that  it  is 
better  that  even  the  information  of  the 
right  to  have  this  independent  medical 


examination  should  come  from  a body 
which  the  parents  will  regard  as  completely 
unconnected,  or  as  near  unconnected  as  can 
be,  with  the  institution. 

4101.  (Dr.  Rees):  Would  you  under  any 
circumstances  give  the  parent  or  the  next 
of  kin  the  right  to  discharge  the  patient? 

(Mr.  Bcnenson) : The  last  part  of 

paragraph  12  says,  “ . . . a patient  or  his 
parent  or  guardian  if  under  16  should  be 
able  to  obtain  such  an  independent  report 
once  in  every  five  years  in  between  reviews 
to  enable  him  to  make  an  application  for 
discharge.” 

4102.  That  refers  to  an  application  for 
discharge,  but  would  you  give  him  the 

power  of  discharging  the  patient? (Mr. 

Falk):  Only  if  he  was  a voluntary  patient. 
(Mr.  Benenson ):  I think  the  Society  had 
not  fully  examined  the  point  of  view  which 
has  just  been  put  forward ; I think  it 
probably  should  have  done,  it  is  a very 
important  point.  1 am  sure  some  members 
would  reply— at  least  I would  reply — that 
the  knowledge  that  you  may  be  released 
on  licence  from  prison  very  swiftly  after 
sentence  would  not  re-assure  me  if  I 
thought  I was  not  getting  a fair  trial  in 
the  first  instance. 

4103.  (Mr.  Jackson):  That  is  not  the 
point  I am  getting  at.  As  you  know,,  at 
present,  relatives  can  discharge  a patient 
from  a mental  hospital  subject  to. the  Medi- 
cal Superintendent  giving  a barring  certifi- 
cate. I think  there  is  very  little  doubt 
that  that  change  has  altered  the  attitude  of 
people  about  going  into  mental  hospitals. 
If  you  can  discharge  like  that,  subject  to 
a barring  certificate,  it  is  very  difficult  to 
believe  people  are  detained  who  ought  not 
to  be  detained,  and  I wondered  whether 
your  Society  had  considered  whether  any- 
thing of  that  kind  could  be  done  in  respect 
of  mental  deficiency — whether  you  had  con- 
sidered that  there  was  a possibility 
of  going  anywhere  near  as  far  as  that? 

We  have  not  considered  it.  Speaking 

for  myself,  I think  the  barring  certificate  is 
a very  unsatisfactory  procedure.  One  of 
the  allegations  against  the  whole  of  the 
administration  of  mental  deficiency  institu- 
tions is  that  Medical  Superintendents  are 
barring  inmates  on  the  ground  that  they 
are  useful  for  the  conduct  of  the  institu- 
tion. 

4104.  (Mr.  Bartlett):  Have  you  evidence 

that  that  is  so? 1 think  there  is  little 

doubt  there  is  that  feeling  generally. 

4105.  There  may  be  that  feeling,  but  is 

there  evidence  to  support  that  feeling? 

It  is  very  difficult  to  produce  individual 
cases  because  of  the  difficulties  of  getting 
into  the  institutions  to  find  them.  If  one 
were  given  facilities  by  this  Commission 
to  go  round  and  ask,  one  could  produce 
them,  but  what  I say  is  the  case  proves 
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itself  when  one  compares  the  very  low 
amount  of  money  spent  per  week  on  the 
maintenance  of  an  inmate  in  a mental  de- 
ficiency institution  with  that  spent  on  an. 
inmate  in  an  ordinary  hospital.  It  speaks 
for  itself,  because  it  means  that  institutions 
very  largely  rely  on  patient  labour. 

4106.  {Mrs.  Braddock ):  Do  you  not 
think  a mental  patient  is  very  much  better 

working  than  doing  nothing? Yes,  but 

it  depends  what  kind  of  work. 

4107.  Why  not  do  the  work  required:  to 

be  done  in  the  hospital? We  do  not 

think  all  hospital  work  is  therapeutic. 

4108.  All  hospital  work  is  not  done  by 

patients? 1 have  seen  quite  a lot  of 

work  I would  not  describe  as  therapeutic 
done  by  hospital  patients. 

4109.  You  are  not  a doctor? No. 

4110.  {Chairman)'.  No  one  has  ever  jus>- 

tified  work  in  mental  deficiency  institutions 
solely  on  the  ground  that  it  is  thera- 
peutic?  No. 

0 Chairman ):  I am  not  quite  sure  what 
therapeutic  means. 

4111.  (Sir  Russell  Brain):  Could  I ask 
a very  general  question?  Obviously  no 
one  would  wish  anyone  to  be  wrongly  de- 
tained as  a mental  defective,  but  is  there 
not  a danger,  if  you  have  multiple  com- 
plexities in  the  legal  procedure  for  getting 
anyone  detained,  that  you  will  counteract 
the  view  expressed  so  often  that  it  is  de- 
sirable that  these  hospitals  should  as  much 
as  possible  approximate  to  ordinary  hos- 
pitals and  that  the  procedure  connected 
with  them  should  be  as  voluntary  as  pos- 
sible both  on  admission  and  on  discharge? 
Do  you  think  there  is  some  danger  in  over- 
stressing  the  legal  complexity  of  the  matter? 
(Mr.  Falk):  I think  that  what  we  pro- 
pose has  all  got  to  be  viewed  in  the  light 
of  our  opening  paragraph.  The  tremen- 
dous success  of  voluntary  treatment  under 
the  Mental  Treatment  Act  leads  one  to 
hope  that  if  you  provide  for  voluntary 
treatment  for  mental  defectives  one  can 
reasonably  expect  a proportion  of  success 
with  them,  and  there  is  not  really  anything 
complex  about  that.  We  only  propose 
these  safeguards  with  regard  to  compul- 
sory certification  and,  speaking  for  myself, 
I would  not  have  thought  that  complex 
safeguards  against  compulsory  certification 
should  have  any  effect  on  the  minds  of  the 
public,  once  it  is  got  across:  to  them,  that 
they  can,  get  voluntary  treatment  that  is 
as  simple  as  A.B.C.  with  none  of  these 
legal  complications. 

4112.  (Chairman):  Yes,  but  as  I pointed 
out  at  the  beginning,  you  provide  that 
voluntary  treatment  must  terminate  so  far 
as  the  parent  is  concerned  at  the  age  of  16. 
The  parent,  if  he  gets  his  idiot  son  certified 
can  put  him  into  a hospital  for  ever  at  any 


age,  but  if  he  wants  to  put  him  in  volun- 
tarily he  loses  control  over  him  at  16.  That 
is  surely  a very  strong  incentive  against 

voluntary  treatment? The  only  way  I 

can,  answer  that  is  to  throw  myself  on  the 
mercy  of  the  medical  members  of  the 
Commission,  and  ask  them  whether  they 
contemplate  that  voluntary  treatment  would 
be  applied  to  idiots  and  imbeciles,  because 
I certainly  do  not.  I really  am  now  tread- 
ing on  medical  toes  and.  I am  quite  in- 
competent to  answer  it  because  my  answer 
would1  not  be  of  great  value.  But  the 
assumption  on  which  we  worked  was  that 
idiots  and  imbeciles  from  their  very  defini- 
tion are  incapable  of  improvement;  they 
are  born  like  .that  and  they  will  remain 
like  that,  and  therefore  you  might  just 
as  well . certify  them  compulsorily  because 
they  will  not  change  and  there  is  no 
hope  of  them  being  brought  into  society. 

4113.  What  answer  the  medical  members 
of  the  Commission  would  give  I do  not 
know,  but  if  I may  give  a layman’s 
answer,  I am  thinking  not  of  the  child  but 
of  the  child’s  parent.  If  you  are  to  tell 
the  parent  of  a child  that  his  son  will 
be  separated  from  him  for  ever,  is  that  a 
comparatively  < unimportant  thing?  There 
may  be  no  child  so  loved  as  the  idiot  child 

of  good  parents. That,  if  I may  say  so, 

is  a very  valid  point,  and  I have  to  con- 
fess that  we  did  not  give  that  aspect  of 
the  matter  sufficient  consideration.  I think 
our  recommendation  should  be  amended  in 
the  case  of  idiots_  and  imbeciles,  so  that 
voluntary  treatment  can  continue. 

4114.  In  that  connection  may  I suggest 
that  in  paragraph  12  you  really  have  not 
quite  made  up  your  mind  between  the  age 
of  16  and  the  age  of  21?  At  the  begin- 
ning of  the  paragraph  you  imply  that  a 
mental  defective  is  still  under  the  guardian- 
ship of  his  parent  up  to  the  age  of  21 
and  cannot  be  allowed  to  stand  on  his 
own,  and  then  lower  down,  at  any  rate  in 
paragraph  14,  you  say  that  he  can  dis- 
charge himself  at  the  age  of  16  apparently 

and  nobody  can  stop  him. May  I just 

frankly  admit  that  Sir,  and  say  that  that 
comes  of  working  with  Acts  of  Parliament. 
We  should  have  foreseen  that.  The  reason 
why  21  is  taken  is  because  21  is  the  age 
given  in  Section  11  of  the  present  Act,  but 
obviously  you  have  put  your  finger  on  a 
complete  inconsistency.  Section  11  of  the 
Act  provides  for  reconsideration  at  the  age 
of  21,  so  without  appreciating  the  inconsis- 
tency, we  tried  to  adapt  Section  11,  but  I 
respectfully  agree  there  is  a clear  inconsis- 
tency between  the  two  paragraphs. 

4115.  (Dr.  Thomas):  There  is  one  addi- 
tional point  on  paragraph  12  which  might 
affect  the  question  of  reconsideration  of  the 
duration  of  the  orders,  and  that  is  that  in 
Section  11  of  the  Mental  Deficiency  Act 
itself  there  is  provision  for  a review  after 
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one  year  and  again  after  a second  year,  is 
there  not,  before  the  period  becomes  five 

years? {Mr.  Benenson ):  Yes,  I think 

that  is  what  we  intended  to  reproduce.  It 
appears  that  we  have  either  omitted  to  re- 
produce the  Act  or  else  a typist  has  done 
so  for  us. 

4116.  {Chairman):  In  paragraph  16  you 
say  that  a licence  should  only  be  granted 
for  a comparatively  short  time.  What 

sort  of  period  have  you  in  mind? {Mr. 

Falk):  The  Society,  or  those  of  us  who 
were  trying  to  consider  this  problem,  were 
so  divided  on  the  whole  question  of  the 
problem  of  licence  and  the  conditions  that 
are  applied  to  licence  that  we  felt  abso- 
lutely unable  to  make  any  recommendation 
on  vexed  questions  like  patients  being 
allowedl  out  on  terms  that  they  shall  not 
associate  with  members  of  the  opposite  sex. 
The  problem  is  so  difficult,  and  we  felt 
that  there  were  such  strong  arguments  for 
it  and  equally  strong  arguments  against  it 
that  the  best  thing  to  do  was  to  keep  licence 
as  short  as  possible.  We  had  ideas  in  our 
minds  of  six  to  twelve  months,  but  I felt 
I ought  to  explain  to  the  Commission  why 
there  was  just  this  very  brief  paragraph  on 
this  question.  It  is  so  difficult  that  we 
really  did  not  feel  competent  to  make  any 
recommendation  on  it. 

4117.  {Dr.  Thomas):  . Do  you  consider, 
in  relation  to  that  suggestion,  that  there 
might  be  an  advantage  in  providing  some 
form  of  supervision  other  than  licence 
subsequent  to  the  licence  being  finished? 

You  mean  supervision  by.  a parent  or 

guardian,  that  kind  of  supervision? 

4118.  Yes,  or  a local  authority. Yes, 

we  did  consider  that,  but  again  that  seems 
to  me  to  raise  very  difficult  problems  of 
administration.  In  the  case  of  a mental 
defective  who  is  under  16  presumably  there 
will  be  some  parent  or  guardian  to  whom 
he  will  be  released.  In  the  case  of  some- 
body over  16  if  he  is  not  living  with  rela- 
tions there  is  the  problem  of  what 
machinery  you  are  going  to  use  for  that 
supervision. 

4119.  {Chairman):  Just  one  question  on 
paragraph  17.  On  the  whole  you  think 
that  the  Visiting  Committee  system  works 

well,  do  you? {Mr.  Benenson ):  No,  I 

think  that  would  perhaps  be  putting  it  too 
highly.  We  think  the  idea  of  a Visiting 
Committee  is  excellent,  but  the  composition 
of  the  present  Visiting  Committees  leaves 
much  to  be  desired.  It  is  a matter  of 
opinion,  of  course,  and  no  doubt  they  vary 
from  county  to  county.  The  Commission 
may  have  evidence  that  in  certain  counties 
there  are  good  Committees,  but  we  think 
there  is  a great  deal  to  be  said  for  having 
day  to  day  contact  between  those  who  are 
responsible  for  determining  the  standard  of 
certification  and  those  who  observe  what 


is  going  on  in  the  institutions  because,  after 
all,  no  one  here  I am  sure  wants  certifica- 
tion for  its  own  sake  but  only  for  the  good 
of  the  patient.  It  is  terribly  important,  I 
would  suggest,  that  those  certifying  should 
be  up  to  date  with  the  latest  methods  of 
treatment  inside  the  institutions  themselves. 
We  have  often  heard  it  suggested  that 
magistrates  can  benefit  by  visits  to  prison. 
This  I think  is  putting  that  suggestion . in 
practical  force  and  at  any  rate,  speaking 
for  myself,  I think  there  is  everything  to 
be  said  for  those  responsible  for  the 
administrative  machine  being  also  respon- 
sible for  the  visitation. 

4120.  {Dr.  Rees):  Does  that  mean  you 
feel  the  work  of  the  present  visiting  justices 
could  be  carried  out  by  the  Hospital 

Management  Committee? 1 think  a lot 

of  it  could.  I am  certain  a lot  of  ill- 
feeling  is  engendered  by  the  fact  that  the 
Visiting  Committees  take  over  a function 
which  many  hospital  authorities  could  do 
themselves. 

4121.  {Chairman):  You  are  proposing  to 
stick  to  quinquennial  reviews.  How  long  do 
you  suppose  the  Visiting  Committee  will  be 
able  to  examine  any  inmate  of  the  institution 

once  in  five  years? 1 think  what  we  had 

in  mind  was  that  there  should  be  a quin- 
quennial review  after  the  first  two  separate 
annual  reviews,  and  this  should  be  done 
thoroughly  and  efficiently.  We  do  not  know, 
because  it  must  vary  from  county  to  county, 
the  number  of  judicial  authorities  or  the 
number  of  panels  that  would  be  required, 
but  we  certainly  recommend  setting  up  suffi- 
cient panels. 

4122.  Is  it  a question  of  panels?  Do  you 
not  want  the  people  who  visit  the  institution 
to  be,  broadly  speaking,  the  people  who  are 

certifying  people  for  that  institution? 

Exactly. 

4123.  In  that  case  it  is  not  a question  of 

having  a number  of  panels,  it  is  three 
people  is  it  not?  You  are  putting  all  the 
burden  of  hearing  petitions  and  of  visiting 
the  institution  on  them,  and  the  question  I 
think  is  surely  whether  a visitation  by  three 
people  to  a large  institution  is  a very,  satis- 
factory method  of  arriving  at  a decision  as 
to  whether  a person  ought  to  be  recom- 
mended for  discharge  or  not? It  is  a 

matter  of  opinion,  but  I would  think  that 
when  we  talk  about  the  visitation  of  institu- 
tions we  should  make  it  clear  to  the  Com- 
mission we  are  not  meaning  inspection  of 
the  institutions  in  the  context  in  which  no 
doubt  a Ministry  would  consider  inspecting 
to  see  whether  the  money  is  being  properly 
spent  or  whether  hygiene  is  being  properly 
administered.  We  are  only  concerned  with 
patients  getting  treatment  and  being  released 
when  they  are  sufficiently  well  to  be  released, 
and  I should  have  thought  that  could  well 
be  done  by  three  people. 
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4124.  Of  course  you  know  that  one  com- 
plaint about  the  present  system  is  that  the 
most  that  any  patient  gets  out  of  a Visiting 
Committee  is  a quarter  of  an  hour  at  the 
outside,  with  the  documents.  They  certainly 

would  not  have  more  under  this  system? 

It  is  certainly  a complaint  which  is  made, 
and  it  is  a difficult  complaint  to  eradicate, 
but  that  is  only  the  shadow  of  the  complaint. 
The  substance  I should  have  thought  is  that 
the  Visiting  Committee  is  really  under  the 
control  of  the  Medical  Superintendent. 

4125.  (Dr.  Rees):  What  do  you  mean  by 

the  Visiting  Committee? The  visiting 

justices. 

4126.  They  are  under  the  control  of  the 

Medical  Superintendent? Not  in  law  but 

in  practice.  I think,  to  do  them  credit,  the 
Superintendents  deserve  to  exercise  very 
great  influence,  but  it  strikes  me  the  reason 
why  they  have  that  influence  is  because  they 
are  dealing  with  laymen,  whereas  what  we 
at  any  rate  want  to  see  is  two  of  the  three 
being  men  or  women  who  themselves  are 
thoroughly  versed  in  the  procedure  and  are 
not  likely  to  be  blinded  by  science.  (Mr. 
Falk) : Is  not  one  on  the  horns  of  a 
dilemma  here?  If  you  have  a vast  number 
of  people  who  have  to  be  visited  and  they 
are  going  to  be  inspected  and  each  given 
an  hour,  you  have  got  to  have  sufficient 
people  to  do  it  for  an  hour,  in  which  case  it 
will  follow  inevitably  that  they  have  not 
got  the  specialised  knowledge.  If  you  want 
people  with  specialised  knowledge,  they 
cannot  give  the  time.  How  you  resolve  that 
I do  not  know.  It  seems  to  me  there  is  the 
dilemma  in  a nutshell.  What  the  answer 
is  is  quite  beyond  my  powers  even  to 
suggest. 

4127.  (Chairman):  On  paragraph  18  I just 
want  to  make  quite  sure  what  you  mean 
by  an  institution.  Is  it  an  institution  which 
has  authority  to  receive  certified  mental 

defectives? Yes.  What  we  had  in  mind 

were  certified  houses  under  Section  49'  of  the 
Mental  Deficiency  Act.  A person  desirous 
of  receiving  defectives  at  his  house  for 
private  profit  may  apply  to  the  Minister  of 
Health  for  a certificate. 

4128.  You  want  to  abolish  all  certified 

houses  in  other  words? Yes,  those  run 

for  private  profit. 

4129.  (Dr.  Rees):  Would  you  do  away 
with  all  nursing  homes  too  that  are  capable 

of  giving  such  treatment? The  point  is 

that  just  as  at  the  moment  under  the  present 
Lunacy  Acts  there  are  places  run  for  private 
profit  where  people  who  do  not  wish  to 
avail  themselves  of  the  national  health 
scheme  can  go  and  pay,  there  is  no  reason 
in  our  view  why  if  they  wish  to  pay  they 
should  not  do  so  outside  the  Act.  But 
places  run  for  private  profit  should  not 
come  within  the  State  administration  for 
mental  defectives  as  it  is  at  the  present  time. 


4130.  (Mrs.  Braddock):  So  you  would 
leave  them  completely  unprotected  by  any 

supervision  at  all? They  can  be 

inspected. 

4131.  Not  if  they  are  not  under  control? 
-—What  I envisage  is  that  it  should  not  be 
within  the  framework  of  the  national  Act, 
but  that  you  could  have  them  inspected. 
They  would  be  run  for  private  profit  on  a 
paying  basis,  but  not  under  the  present 
scheme  of  receiving  patients  as  part  of  the 
administration  of  a national  scheme  for 
mental  deficiency.  _ Peter  Benenson  may 
completely  contradict  me,  because  I know 
we  differ  on  this. 

4132.  (Sir  Russell  Brain):  I am  not  quite 
clear.  You  are  opposed  to  private  beds  in 
State  hospitals  for  mental  defectives,  is  that 

ff? No,  as  I understand  it  at  the  present 

time  there  are  certified  houses  where  they 
receive  mental  defectives.  They  then  put 
them  to  work  primarily  at  laundries,  and 
there  is  no  objection  to  them  making  a 
profit  from  the  work  which  the  defectives  do. 

4133.  (Lady  Adrian):  Can  you  name  one? 
— —No  I cannot,  but  there  is  no  reason 
under  the  present  Act  why  they  should  not 
be  run  for  private  profit. 

4134.  Are  you  aware  of  one? 1 am  not 

aware  of  one,  but  there  seems  to  be  no 
reason,  as  the  law  stands,  whether  one  exists 
or  not,  why  one  should  not  exist. 

4135.  I just  wanted  to  find  out  if  you 

did  know  of  one? That  is  not  from 

personal  experience,  no,  but  it  seems  to 
me  to  be  wrong  in  principle. 

4136.  (Dr.  Rees):  Would  these  places  be 

within  the  National  Health  Service? At 

the  moment  surely  they  are,  because  they 
are  permitted  by  Section  49  of  the  present 
Act. 

4137.  (Sir  Russell  Brain):  Not  of  the 

Health  Service  Act? No,  I am  sorry,  not 

within  the  Health  Service,  I was  getting  con- 
fused with  that  answer.  They  are  licensed 
by  the  Minister  of  Health  at  present,  or 
the  Minister  has  the  power  to  do  so,  but  I 
think  my  colleague’s  answer  to  this  would 
be  entirely  different.  (Mr.  Benenson):  I am 
afraid  it  is  and  I think,  with  respect,  it  may 
be  the  Society’s  answer  here.  We  feel  that 
no  institution  should  have  the  right  in  effect 
to  deprive  a citizen  of  his  liberty  unless 
that  institution  is  run  either  by  the  State  or 
else  by  some  delegate  of  the  State,  namely 
the  local  authority  or  some  other  public 
body,  but  on  a non-profit  making  basis. 

4138.  At  present  it  merely  provides 

accommodation  for  those  who  under  due 
process  of  the  law  have  in  fact  been  certi- 
fied or  detained? With  respect,  it  can 

have  the  effect  of  depriving  a citizen  of  his 
liberty  rather  more  drastically,  because  the 
Medical  Superintendent  in  charge  of  the  in- 
stitution has  the  right  of  punishment,  and 
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that  is  a rather  important  right.  We  do 
not  feel  someone  appointed  by  a private 
body  should  have  the  right  of  punishment. 

4139.  (Dr.  Rees):  What  right  of  punish- 
ment has  a Medical  Superintendent? It 

varies  from  institution  to  institution,  but 
where  it  is  a privately  managed  institution 
no  one  knows  how  far  his  powers  of  punish- 
ment may  go. 

4140.  Has  he  any  powers  of  punishment? 
Indeed. 

4141.  What  are  they? They  must  be 

dependent  on  the  circumstances.  He  can 
shut  the  patients  up  in  rooms,  and  often 
does  do  so  as  I understand  it.  He  can 
punish  by  the  curtailment  of  rights,  the  right 
to  go  out  into  the  garden,  the  right  to  have 
sweets,  the  right  to  have  letters,  all  of  which 
are  desperately  important  to  those  shut  up 
in  an  institution. 

4142.  (Chairman):  Your  recommendation 
is  simply  to  terminate  Section  49 ; I do  not 
think  probably  we  need  examine  you  further 
on  that. 

In  paragraph  19  you  want  to  get  rid  of 
the  Board  of  Control,  and  you  want  to  put 
nothing  in  its  place  except  the  Minister? 
That  is  correct,  yes. 

4143.  I wonder  how  the  Minister’s  re- 

sponsibility to  Parliament  would  work  under 
those  circumstances?  There  is,  you  are 
aware,  an  old  custom  of  the  House  of 
Commons  that  you  do  not  ask  questions 
about  individual  cases.  Consequently  you 
can  make  very  much  more  trouble  for  the 
Minister  on  questions  of  principle  than  you 
can  on  the  investigation  of  individual  cases. 
Have  you  considered  whether  you  are  wise 
to  give  up  entirely  any  attempt  to  devise 
some  central  safeguard  for  the  individual 
and  to  put  all  responsibility  for  every  in- 
dividual case  on  the  Minister? (Mr. 

Falk):  I do  not  quite  follow  your  premise. 

(Mr.  Benenson):  You  say  that  individual 
cases  cannot  be  raised  in  Parliament? 

4144.  An  individual  case  cannot  by  custom 
be  raised  by  questions  in  Parliament.  Mrs. 
Braddock  will  correct  me  if  I am  wrong,  but 

I think  that  is  the  convention. What 

puzzles  me  about  that  is  all  the  questions 
that  are  raised  with  the  War  Office,  such 
as  why  has  not  Private  Smith  got  com- 
passionate leave? 

4145.  (Mrs.  Braddock):  These  would  be 
questions  about  patients  and  medical 
attention.  It  is  done,  but  it  is  very  seldom 
done. — -Yes,  but  it  is  not  a universal  rule 
of  practice  in  Parliament  because  of  all 
these  questions  about  soldiers. 

4146.  (Chairman):  Like  all  rules  and 
practices  of  Parliament  circumstances  change 
and  it  begins  to  yield,  and  the  result  of  two 
wars  and  all  the  pension  cases  has  made  it 
yield  to  a certain  extent.  There  again,  there 
used  to  be  very  strong  feeling  in  the  House 


against  raising  individual  pension  cases  by 
oral  question.  But  where  the  convention 
does  apply  very  much  is  where  any  answer 
to  the  question  must  affect  the  character  and 
reputation  of  the  individual  about  whom  it 
is  asked,  which  would  apply  to  patients  in 
mental  institutions.  You  might  very  well 
reach  a position  in  which  the  Minister  was 
nominally  responsible  but  could  always 
avoid  answering  questions  in  the  House  of 
Commons,  and  it  might  be  even  more  diffi- 
cult to  get  at  the  Minister  personally  than 

to  get  at  the  Board  of  Control? 1 think 

the  way  we  looked  at  this  was  that  in  order 
to  justify  having  a separate  administrative 
authority,  particularly  one  that  was  not  de- 
mocratically elected,  one  had  to  have  very 
special  reasons,  and  we  examined  the 
reasons  and  found  they  were  not  sufficiently 
cogent  to  justify  the  Board  of  Control, 
particularly  as  in  the  views  of  many  it  has 
not  worked  out  too  happily.  (Mr.  Falk): 
In  particular,  if  the  rest  of  our  recommenda- 
tions were  adopted  so  much  of  their  present 
work  would  go. 

4147.  (Mr.  Jackson):  Might  not  a recon- 
structed Board  of  Control  or  some  altered 
Board  of  Control  be  very  much  like  this 
national  appeal  tribunal  which  you  recom- 
mend?  (Mr.  Benenson):  Yes  ; I think  it 

would  be,  certainly.  (Mr.  Falk) : Quite  apart 
from  the  national  appeal  tribunal,  some- 
body has  got  to  exercise  the  administrative 
work  of  supervision  and  inspection  of  all 
the  institutions,  and  from  the  point  of  view 
of  administration  I cannot  really  see  the 
advantage  of  having  a semi-independent 
body  like  the  Board  of  Control  answerable 
to  nobody,  rather  than  a branch  of  the 
Ministry  of  Health,  whether  you  can  ask 
questions  about  patients  or  not. 

414<8.  Cannot  these  two  functions  be 
separated,  that  is  to  say,  the  inspec- 
tion of  hospitals  of  all  kinds  could  be 
done  through  the  Ministry  of  Health, 
leaving  the  Board  of  Control  in  effect  with 
the  functions  relating  to  the  liberty  of  the 
subject,  which  comes  as  near  as  possible 
to  your  proposed  national  appeal  tribunal? 
It  does  not  follow  that  the  function  of  seeing 
that  hospitals  are  run  economically  and  well 
has  to  be  joined  with  these  other  functions? 

1 absolutely  agree,  and  if  the  national 

appeal  tribunal  was  called  the  Board  of  Con- 
trol, a rose  by  any  other  name  smells  as 
sweet ; that  is  merely  a question  of  names 
again. 

(Chairman):  Has  any  other  member  any 
questions  to  ask?  Is  there  anything  you 

would  like  to  add? (Mr.  Benenson):  No, 

I think  we  would  only  like  to  say  on  behalf 
of  the  Society  how  grateful  we  are  for  the 
careful  and  patient  way  you  have  examined 
our  work,  and  to  apologise  for  the  places 
where  it  has  not  borne  up  to  that  examina- 
tion and  has  shown  daylight  through  its 
holes. 


(The  witnesses  withdrew.) 

(30876)  Wt.  2476—1  K5  5/55  D.L. 
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SECTION  A.— INTRODUCTION 


1.  The  interest  of  the  National  Council  for  Civil  Liberties 


The  National  Council  for  Civil  Liberties  which  presents  this  memorandum  is  a 
non-party  and  non-denominational  voluntary  society,  established  in  1934  to  defend 
the  civil  liberties  of  the  people  of  this  country,  and  is  specifically  concerned  with  the 
preservation  of  the  liberty  of  the  subject. 

Our  attention  was  drawn  to  the  unsatisfactory  state  of  the  mental  deficiency 
service  as  far  back  as  1947  by  a number  of  correspondents,  including  a hospital 
chaplain  and  a London  Legal  Advice  Centre.  We  were  able,  with  the  assistance 
of  psychiatrists  and  psychologists  amongst  our  members,  to  obtain  independent 
medical  reports.  These  showed  that  a number  of  people  detained  were  not  mentally 
deficient.  At  the  same  time,  with  the  help  of  our  legal  panel,  we  investigated  the 
functioning  of  the  law  and  in  some  cases,  assisted  representation  for  parents. 


In  consequence  of  this  activity,  some  releases  of  detained  patients  were  obtained 
and  press  publicity  on  these  cases  resulted  in  a very  large  number  of  letters,  dealing 
with,  individual  cases,  being  received.  Of  these  letters,  some  were  from  clergymen, 
retired  solicitors,  etc.,  giving  particulars  of  cases  they  had  fought,  some  were  from 
parents  telling  of  the  detention  of  a son  or  daughter  for twenty  years  otes  were 
from  patients  themselves.  Most  of  them  told  of  a remarkable  attitude  to  the  liberty 
of  the  subject  and  we  were  extremely  disquieted  by  what  we  read.  After  further 


01  me  suoieei  auu  we  vvwu  v,AuvmvV  1 - — ...  ■ T 

investigations,  we  decided  to  convene  a national  inference  €a£»ij^*g 


1950,  to  consider  the  results  of  our  first  three  years  ot  work. 
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of  Control  and  the  Ministry  of  Health  to  send  observers,  as  we  hoped  that  a picture 
of  the  injustices  which  were  clearly  operating  might  be  of  assistance  to  these  two 
bodies.  They,  however,  declined  the  invitations. 

The  Conference  which  was  very  well  attended,  expressed  the  view  that  the  present 
law  and  practice  relating  to  mental  deficiency  did  not  conform  to  the  best  interests 
of  the  community  and  was  at  variance  with  the  rights  of  citizens  to  personal 
freedom.  It  called  for  a public  inquiry  and  urged  the  development  of  a campaign 
to  secure  the  amendment  of  the  law  and  administration. 

In  consequence,  in  1951,  we  published  a report  of  an  investigation  of  200  cases 
which  had  been  referred  to  us.  This  report,  entitled  “ 50,000  Outside  the  Law  ” 
led  to  considerable  publicity  in  both  the  general  and  the  medical  press,  and  a second 
edition  had  to  be  published. 

A few  months  later,  specialist  organisations  associated  with  the  mental  health 
services  published  memoranda  making  suggestions  for  amending  legislation.  Mean- 
time, more  and  more  cases  were  being  sent  to  us  for  advice  and  assistance  and  today 
450  such  cases  are  on  our  files. 

It  was  gradually  becoming  clear  to  us  that  the  disregard  for  the  liberty  of  the 
subject  and  the  absence  of  proper  precautions  to  check  allegations  did  not  arise 
merely  from  local  weaknesses,  but  were  extremely  widespread.  We  therefore  made 
an  examination  of  the  origins  of  the  1913  Act  and  of  the  history  of  its  administra- 
tion. The  memorandum  which  we  present,  is  based  on  an  investigation  during  the 
past  seven  years  of  over  400  cases  and  an  examination  of  the  history  of  the  Act 
and  its  administration. 

2.  General  foreword 

The  Ministry  of  Health  and  the  Board  of  Control  have  stated  in  their  evidence, 
that  the  Mental  Deficiency  Act  of  1913  launched  the  mental  deficiency  services  “ as 
separate  services  distinct  from  those  for  the  mentally  ill  ”.09  This  statement  is 
misleading.  Already  in  1886,  the  Idiots’  Act  gave  full  powers  to  provide  for  all 
mental  deficients  previously  dealt  with  by  the  services  for  the  mentally  ill.  The 
purpose  of  the  Mental  Deficiency  Act  of  1913  was  to  bring  into  detention  the  high- 
grades  who  had  not  previously  been  subject  to  detention  or  special  legislation  at 
all.  This  was  made  perfectly  clear  by  Mr.  McKenna,  the  Home  Secretary,  when 
he  introduced  the  Bill,  stating,  “ Under  existing  law,  they  are  not  provided  for  under 
the  Lunacy  Acts.  The  Idiots’  Act  applies  to  a certain  number  ”.(2) 

We  believe  that  arguments  that  could  validly  have  been  put  forward  in  favour 
of  the  provision  of  care  were  wrongly  used  in  1913  to  support  the  principle  of 
detention  and  that  the  Act  was  bad  from  its  inception. 

Even  today,  it  would  appear  that  in  the  great  majority  of  countries,  mental 
deficients  above  the  imbecile  grade,  receive  such  care  and  assistance  as  is  available, 
without  being  subject  to  detention,  certification  or  special  legal  restrictions.  No 
question  of  public  danger  appears  to  arise. 

We  have  found  that  the  procedural  safeguards  against  abuse  which  were  inserted 
by  Parliament  in  1913  have  been  steadily  broken  down  by  delegated  legislation  and 
administrative  practice  ; at  the  same  time  there  has  developed  an  extension  of  the 
limits  of  mental  deficiency  which  has  resulted  in  the  indefinite  detention  of  thousands 
of  men  and  women  who  are  not  mentally  deficient  by  any  standard  which  would 
be  accepted  by  the  general  public  of  this  country. 

It  would  seem  that  two  quite  opposing  conceptions  of  mental  deficiency  operate 
in  different  sections  of  the  service.  Officers  of  local  health  authorities  appear  to 
take  proceedings  for  detention  orders  on  those  whom  they  hold  (at  times  on  very 
slender  evidence),  to  be  “ unable  to  make  an  adequate  social  adjustment  ” and  who, 
they  believe,  will  benefit  from  a year  or  two’s  training  and  rehabilitation.  The 
patients  then  enter  an  institution,  which  operates,  however,  not  on  the  basis  of 
short-term  rehabilitation  but  on  the  assumption  that  its  inmates  are  suffering  from 
a relatively  permanent  defect  of  mind.  Although  60  per  cent,  of  the  adult  patients 

(9  Ministry  of  Health  and  Board  of  Control  evidence,  First  Day,  para.  11. 

(2)  McKenna  28.5.1913.  Hansard  LIII— 219. 
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are  high-grades,  the  average  annual  discharge  rate  of  all  patients  is  less  than  one 
in  forty.  In  consequence,  detentions  of  high-grades  continue  for  fifteen,  twenty  or 
thirty  years,  if  not  for  life. 

We  believe  that  the  functioning  of  the  service,  and  in  particular,  the  dependence 
of  the  institution  on  unpaid  high-grade  patient  labour  for  its  maintenance,  strengthens 
the  tendencies  to  prolong  the  detentions, 

We  have  found,  at  all  levels  in  the  mental  deficiency  service,  that  the  respect  for 
the  liberty  of  the  subject,  for  proper  investigation  of  allegations  and  for  adherence 
to  the  requirements  of  the  law,  is  far  below  the  level  to  which  we  have  been 
accustomed  in  the  public  life  of  this  country. 

It  may  be  possible,  by  changes  in  the  administrative  practices  and  in  the  safe- 
guards provided  by  the  Act,  to  reduce  some  of  its  abuses.  Scotland,  with  a similar 
Act,  has  succeeded  to  some  extent,  in  doing  this.  Nevertheless,  we  believe  that  it 
is  necessary  to  go  further  than  this  and  to  consider  the  service  for  mental  deficients 
on  lines  which  differ  markedly  from  those  of  the  1913  Act  and  which  approach 
more  closely,  for  both  child  and  adult,  the  principles  developed  in  the  World 
Health  Organisation’s  specialized  memorandum  on  “The  Mentally  Sub-normal 
Child”. 

We  have  noted  that  the  Royal  Commission  has  decided  to  avoid,  as  far  as 
possible,  investigation  of  individual  cases  except  insofar  as  their  circumstances  may 
throw  light  on  the  issues  of  policy  which  the  Royal  Commission  is  considering. 

We  have,  therefore,  endeavoured  to  deal  only  with  those  aspects  of  individual 
cases  which  illustrate  practices  which  we  believe  to  be  unnecessarily  restrictive  of 
the  liberty  of  the  subject,  and  which  we  feel  cannot  be  adequately  demonstrated 
without  reference  to  specific  examples. 

Where  we  have  done  this,  we  have  in  all  cases  used  an  assumed  name,  but  have 
attached  a reference  sheet  for  the  private  information  of  the  members  of  the  Royal 
Commission,  giving  further  particulars. 

The  names  quoted  do  not,  in  most  cases,  represent  all  the  examples  of  which  we 
have  knowledge,  illustrating  the  point  at  issue,  and  further  examples  can  be 
produced  if  required. 

We  appreciate  that  this  has  resulted  in  a rather  lengthy  document ; we  believe, 
however,  that  in  considering  the  service  needed  for  the  future,  it  is  of  supreme 
importance  to  see  how  the  previous  safeguards  failed,  in  order  that  past  error 
is  not  repeated  in  future  legislation. 

We  would  add  that,  owing  to  the  confusion  which  has  been  created  as  a result 
of  the  term  “mental  defective”  having  two  entirely  different  meanings,  we  have 
(except  where  quoting),  used  the  term  “ mental  deficient  ” when  we  are  referring 
to  a patient  suffering  from  an  arrested  or  incomplete  development  of  mind.  Through- 
out this  memorandum,  the  term  “ high-grade  ” means  feeble-minded  person  and  the 
term  “ low-grade  ” means  idiot  or  imbecile. 


SECTION  B.— SITUATION  BEFORE  THE  MENTAL  DEFICIENCY 
ACT  OF  1913 

3.  Idiots’  Act  (1886)  . , r t 

The  Idiots’  Act  of  1886  was  the  first  legislation  to  provide  for  the  care  of  the 
mentally  deficient  (those  whose  minds  had  not  achieved  full  growth)  as  apart  from 
those  of  unsound  mind.  It  provided  for  the  care,  education  and  training  of  any 
“ idiot  ” or  “ imbecile  from  birth  or  from  an  early  age  . 

The  Lunacy  Act  (1890),  however,  still  permitted  the  certification  of  idiots  within 
the  general  term  “lunatic”  and  in  consequence,  a number  of  low:grade  mental 
deficients  were  still  certified  and  detained  with  those  of  unsound  mind  in  county 
asylums.  However,  Dr.  A.  F.  Tredgold,  in  the  early  part  of  the  Twentieth  Century, 
after  two  years’  investigation  of  the  situation  in  the  London  institutions,  came  to 
the  conclusion  that  only  about  5 per  cent,  of  the  certified  inmates  of  those  institutions 
were  mental  deficients.  (R.C.F.M.(X)  paragraph  2320 


(l)  Royal  Commission  on  the  Feeble-Minded. 
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Not  until  around  1890,  were  the  first  voluntary  homes  for  the  feeble-minded 
founded,  and  in  1901,  the  category  “feeble-mindedness”  was  for  the  first  time 
included  in  the  census  returns.  A comparison  of  these  returns  with  those  of  the 
previous  census  suggested  that  a total  of  12,500/13,600  people  within  the  country 
were  recognised  and  declared  by  householders  or  work-house  masters  to  be  feeble- 
minded. (R.C.F.M.  paragraph  583.) 


4.  Royal  Commission  on  the  Feeble-Minded  (1904-08) 

In  1904,  a Royal  Commission  was  appointed  to  report  upon  and  make  recom- 
mendations for  the  care  of  the  feeble-minded  and  other  mentally  defective  persons. 
In  1906  it  asked  for  and  obtained  an  extension  of  its  terms  of  reference  so  that  it 
might  be  authorised  to  examine  all  questions  of  mental  disability,  including  mental 
illness,  and  at  the  end  of  1908  it  presented  its  report. 


The  Royal  Commission  proposed  that  there  should  be  one  generally  recognised 
term  for  all  forms  of  mental  disability.  This,  it  described  as  mental  defect  . 
(R.C.F.M.  Recommendation  III  and  IV.)  The  draftsmen  of  the  Act  of  1913, 
however,  took  over  from  the  Royal  Commission  the  general  term_  mental  detective 
and  applied  it  to  the  limited  classes  of  the  mentally  deficient.  The  two  terms  were 
considered  in  the  Act,  and  subsequently,  as  though  they  were  synonymous,  thus 
leading, to  considerable  confusion. 


The  figures  of  just  under  150,000  mental  defectives  (including  what  today  would 
be  called  “ educationally  sub-normal  ” children)  which  the  Commission  estimated 
to  be  the  total  in  England  and  Wales,  also  included  nearly  20,000  uncertified 
lunatics  ”,  an  unspecified  number  of  aged  “ mentally  infirm  ” and  other  categories 
which  could  in  no  way  be  included  in  the  term  “ mentally  deficient  . (K.C.r.M. 

paragraph  570.)  This  fact  is  of  considerable  importance  when  we  come  to  examine 
the  manner  in  which  the  limits  of  mental  deficiency  have  since  been  extended  (see 
paragraphs  13  and  51). 

The  Royal  Commission  conceived  of  nine  main  sub-categories  of  mental  defect 
and  included  as  sub-categories,  lunacy,  idiocy,  imbecility,  feeble-mindedness,  mental 
infirmness,  etc.  (R.C.F.M.  Recommendation  IV.) 


It  proposed  that,  following  the  ascertainment  of  a mental  defective  under  one  or 
other  of  the  nine  categories,  consideration  should  be  given  to  some  form  of  super- 
vision and  that  in  cases  where  this  did  not  suffice,  the  defective  should  be  certified. 
(R.C.F.M.  Preamble  7.)  Certification  did  not  necessarily  imply  detention  (there  was 
in  existence  at  that  time  a considerable  number  of  persons  certified  under  the 
Lunacy  Act  who  were  not  under  detention).  (R.C.F.M.  paragraphs  228  and  242.) 
The  Commission  claimed  that  detention  would  be  necessary  m certain  particular 
cases  but  that,  with  the  exception  of  some  criminal  defectives  (the  word  detective 
being  used  in  the  broad  sense),  detention  should  operate  only  where  guardianship 
or  voluntary  stay  in  a training  colony  or  home  did  not  satisfactorily  deal  with  the 
situation.  (R.C.F.M.  paragraphs  754  and  763.)  The  Commission  particularly  stressed 
that  with  the  variety  of  forms  of  treatment  and  training  which  would  become  avail- 
able they  had  no  fears  of  undue  detention  or  of  detention  for  unduly  prolonged 
periods.  Nevertheless,  in  going  as  far  as  it  did,  the  Royal  Commission  was 
undoubtedly  influenced  by  eugenics  considerations,  which  were  to  play  a considerable 
role  later. 


In  general,  the  provisions  of  the  Lunacy  Act  of  1890  were  to  apply.  The 
safeguards  which  that  Act  contained  and  to  which  we  refer  a little  later  would  be 
retained.  (R.C.F.M.  Recommendations.) 


The  provision  of  indefinite  detention,  with  periodic  re-examinations  (which  under 
the  Mental  Deficiency  Act,  became  the  general  procedure  for  the  great  majority  ot 
those  who  were  felt  to  be  in  need  of  more  than  supervision),  was  put  as  a suggestion 
to  the  Commission  by  the  Medical  Officers  of  the  Prison  Commission  for  dealing 
with  criminal  defectives  only.  (R.C.F.M.  paragraph  392.)  Even  the  provisions  for 
licence  which  today  apply  to  all  mental  deficients,  were  suggested  by  the  same  source 
and  were  similarly  proposed  only  for  criminal  defectives. 
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5.  Defeat  of  the  Mental  Deficiency  Bill  of  1912 

The  majority  and  minority  reports  of  the  Royal  Commission  on  the  Poor  Law 
also  touched  on  the  situation  of  the  feeble-minded  and,  with  the  debates  developing 
around  both  these  reports,  no  immediate  attempt  was  made  to  introduce  legislation 
to  implement  the  recommendations  of  the  Royal  Commission  on  the  Feeble-Minded. 

However,  in  1909,  the  Eugenics  Society  was  founded  and  commenced  a campaign 
to  secure  an  Act  to  deal  with  the  feeble-minded.  This  campaign  was  initiated  by 
an  article  published  by  Dr.  A.  F.  Tredgold  in  the  Eugenics  Review  which  was 
extensively  quoted  in  the  first  Annual  Report  of  the  Eugenics  Society,  and  which 
provided  the  theoretical  basis  for  the  general  detention  provisions  of  the  Mental 
Deficiency  Act. 


The  approach  made  to  the  problem  may  best  be  judged  from  the  following 
quotation  from  this  articled) : — 

“We  now  know  that  mental  deficiency  is  the  result  not  of  chance  but  of 
law,  and  due  to  certain  definite  antecedent  conditions.  These  conditions  are 
many  and  varied  but  they  are  all  such  as  to  induce  nervous  and  physical 
debility,  among  the  chief  of  them  being  alcoholism  and  consumption. 

At  first  the  mental  change  is  slight  and  shows  itself  as  migraine,  hysteria  and 
the  milder  forms  of  epilepsy.  Later,  and  in  a subsequent  generation,  it  becomes 
more  pronounced  and  gives  rise  to  insanity  and  early  dementia  ; whilst,  at  a still 
later  stage,  we  see  the  conditions  with  which  we  are  now  concerned,  namely 
actual  defect  of  mind-structure,  amentia  or  mental  deficiency.” 

Proclaiming  the  dangers  of  national  degeneracy,  as  a result  of  the  unfit  propagating 
their  kind,  Tredgold  went  on  to  say:  — 

“ I would  lay  it  down  as  a general  principle  that  as  soon  as  a nation  reaches 
that  stage  of  civilisation  in  which  medical  knowledge  and  humanitarian  senti- 
ment operate  to  prolong  the  existence  of  the  unfit,  then  it  becomes  imperative 
upon  that  nation  to  devise  such  social  laws  as  will  ensure  that  these  unfit  do 
not  propagate  their  kind.” 

Tredgold’s  conclusion  was  that  the  problem  of  the  feeble-minded  had  now  to  be 
solved  and  that, 

“ In  the  first  place,  the  chief  evil  that  we  have  to  prevent  is  undoubtedly  that 


of  propagation. 

We  would  emphasise  that  these  views  were  held  not  by  unimportant  people  who 
had  no  influence  on  events  but  by  the  people  who  conducted  the  campaign  to  secure 
the  Act  and  who  later  assisted  in  its  administration. 

The  Eugenics  Society  in  1910  established  collaboration  with  the  National  Associa- 
tion for  Promoting  the  Welfare  of  the  Feeble-Minded  and  commenced  pressure 
upon  Ministers  and  Members  of  Parliament  by  deputation  and  other  S 

secure  legislation  along  these  lines.  Finally  after  more  than  a year s pubhc 
campaigning,  a meeting  of  M.P.’s  was  called  in  the  House  of  Commons  on 
5th  December,  1911,  under  the  chairmanship  of  Sir  Alfred  Mond,  M.P. 

The  meeting  was  addressed  by  Tredgold(a)  who  pressed  strongly  for  kpslation 
and  a number  of  M.P.'s  agreed  to  give  support  in  the  House.  Jn  j early: 1912,  two 
Private  Members'  Bills  were  introduced.  The  Government,  later 
own  Bill,  in  the  name  of  the  Home  Secretary,  Mr.  McKenna,  which  obtained  a 
second  reading  and  was  sent  to  Committee. 

It  was  wider  in  its  scope  than  the  subsequent  Bill,  including : within  its  terms 
people  who  were  defective  by  reason  of  mental  infirmity  as  well  as  the  nientally 
deficient.  It  contained  a clause  (3)  which  was  to  be  the  subject  of  vigorous  opposition 
which  prohibited  the  marriage  of  any  person  held  to  be  mentally  defective.  Patents 
could  become  “ subject  to  be  dealt  with  where  it  was  desirable  m the 
of  the  community  that  they  should  be  deprived  of  the  opportunity  of  procreating 


children  ”.(d) 


f1)  Eugenics  Review  1909-10,  pp.  100-103. 

( 2 ) Eugenics  Review  Vol.  3,  p.  355. 

(3)  Mental  Deficiency  Bill  (1912),  Clause  50,  and 

(4)  Clause  17  (e). 

30919 


A 4 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


798  ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


A dilemma,  however,  arose  since  the  eugenics  argument  could  be  held  to  apply 
to  the  mentally  deficient  born  in  any  section  of  society  and  the  Bill,  like  the 
subsequent  1913  Bill,  provided  only  for  those  who  became  “ subject  to  be  dealt 
with  ” in  most  cases  in  consequence  of  their  social  conditions.  The  manner  in 
which  this  difficulty  was  met  may  be  instanced  by  the  remarks  of  Mr.  A.  J.  Shepheard, 
at  the  weekly  meeting  of  the  L.C.C.  Education  Committee  on  10th  July,  1912, 
when  it  considered  the  report  of  its  Special  Schools  Sub-Committee,  on  the  Bill(l) 
He  stated, 

“ It  did  not  follow  that  because  a person  was  weak-minded  or  imbecile,  he 
was  necessarily  a danger  to  the  community.  The  important  question  was, 
whether  the  people  came  from  a stock  which  was  tainted.” 

It  should  be  noted  that  “ danger  to  the  community  ” did  not  mean  physical  danger, 
it  meant  apparently  danger  of  an  inferior  race. 

In  Parliament,  from  the  Liberal  side,  Josiah  Wedgwood(2)  urged  the  extension 
of  voluntary  care,  claiming  that  compulsion  was  “ not  justified  by  the  present 
position  of  affairs”.  Condemning  “the  inquisition  of  the  specialist”,  he  held  that 
“ the  safeguards  for  the  people  themselves  (i.e.  the  patients)  are  remarkable . by 
their  absence  from  the  Bill  ”.  He  claimed  that  the  Bill  would  be  used  against 
the  unwanted  child  and  that  it  was  a measure  for  the  poor  not  the  rich.  Lord 
Robert  Cecil(3)  from  the  Conservative  benches,  voiced  his  opposition  in  the 
following  words:  — 

“ I confess  I feel  very  nervous  about  applying  any  remedy  on  the  grounds 
of  eugenics  in  the  present  condition  of  our  knowledge  of  that  science.” 

Four  of  the  organs  of  the  Press  criticised  the  Bill(4) — “ The  Citizen  ”,  “ The  Daily 
News  ”,  “ Daily  Herald  ” and  the  “ Manchester  Guardian  The  “ Manchester 
Guardian  ” stated  that  the  Bill  had  become  associated  in  people’s  minds  with 
theories  of  the  Eugenics  Society  which  “ however  interesting,  are  as  yet  unworthy 
to  be  regarded  as  science  The  articled)  went  on : — 

“human  liberty  is  too  precious  a thing  to  be  made' the  subject  of  experimental 
legislation  on  half  baked  scientific  theories.” 

The  Bill  and  the  eugenics  conception  on  which  it  was  based,  were  vigorously 
opposed  by  G.  K.  Chesterton(6)  in  the  “Daily  News”,  which  editorially  urged 
“ infinite  caution 

The  effect  of  this  criticism  which  was  late  in  developing,  showed  itself  when  the 
Bill  went  into  Committee.  Of  the  sixty-eight  clauses  which  the  Bill  had  possessed 
at  the  time  of  second  reading,  only  seven  had  been  agreed  with  sixty-one  disagreed, 
when  the  Report  Stage  was  reached.(7)  A special  report  was  ordered  by  the  House 
to  be  printed  and  despite  correspondence!8)  in  the  “ Times  ” from  eminent  supporters 
of  the  Bill  urging  an  extension  of  the  Parliamentary  Session,  to  enable  the  Private 
Members’  Bills  to  proceed,  the  Session  closed  with  the  withdrawal  of  the  Government 
Bill,  and  there  were  indications  that  the  Government  intended  to  drop  the  whole 
proposal. 

6.  Passing  of  the  Mental  Deficiency  Act  of  1913 

A campaign  was  then  developed  (to  be  described  later  by  Wedgwood  in  the  House 
of  Commons  as  artificial  agitation)  to  gain  support  for  a new  Bill.  The  “ Lancet  ” 
wrote(9) : — 

“ We  live  in  days  when  even  the  most  sentimental  humanitarian  can  hardly  be 
blind  to  the  fact  that  for  nations,  as  for  individuals,  the  struggle  for  existence 


O Times  11.7.1912. 

(2)  Hansard  19.7.1912. 

( 3 ) Hansard  19.7.1912,  XLI-738. 

(4)  Hansard  28.5.1913,  LIII-244. 

(5)  Manchester  Guardian,  20.7.1912. 

(«)  Daily  News  20.7.1912. 

(7)  House  of  Commons  Papers  3.12.1912. 

(8)  Times  28.11.1912.;  29.11.1912. 

(9)  Lancet  14.12.1912. 
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is  still  a stern  reality  and  that  in  that  struggle,  efficiency  is  the  price  of  survival. 

. . . It  is  a lesson  which  is  applicable  to  other  matters  besides  the  prepara- 
tion and  conduct  of  war  and  nowhere  is  it  more  pertinent  than  in  what  has  to 
do  with  the  furthering  of  racial  fitness.” 

In  1913,  a new  Bill  was  introduced.  This  was  more  restricted  in  so  far  that  it 
dealt  only  with  the  categories  within  the  general  concept  of  mental  deficiency  and 
did  not  concern  itself  with  other  forms  of  defect  such  as  mental  infirmity.  The 
Bill  dropped  the  much  opposed  clause  prohibiting  the  marriage  of  a mental  defective, 
and  the  clause  rendering  a defective  “subject  to  be  dealt  with”  where  it  was 
“ desirable  in  the  interests  of  the  community  that  he  should  be  deprived  of  the 
opportunity  of  procreating  children 

The  eugenics  basis  was  freely  preached  to  support  the  provisions  for  detention 
and  segregation.  Such  additional  arguments  as  were  advanced,  read  today  as 
arguments  for  the  provision  of  care  rather  than  detention.  McKenna  was  specifically 
challenged  by  Wedgwood  as  to  the  meaning  to  be  attached  to  the  phrase  in  the 
definition  of  feeble-minded  persons  where  care,  supervision  and  control  might  be 
needed  “ for  the  protection  of  others  **.  WedgwoodO  asked  if  this  was  to  mean 
protection  from  physical  danger  or  protection  from  an  inferior  race,  and  invited 
the  Home  Secretary,  if  he  meant  “ protection  from  physical  danger  ” to  amend  the 
phrase  accordingly.  McKenna  declined  to  do  so,  and  failed  to  answer  the  point. 

Agreement  on  the  Bill  had  been  reached  by  the  two  front  benches  and  the 
opposition  in  debate  was  mainly  in  the  hands  of  about  a dozen  back-benchers  from 
all  three  parties,  who,  in  the  light  of  subsequent  events,  showed  remarkable  far- 
sightedness. Wedgwood(2)  from  the  Liberal  benches,  claimed  that  the  proposers  of 
the  Bill  were  in  fact  saying, 

“ We  will  segregate  them  in  order  that  the  breed  of  the  race  may  be  improved 
and  in  order  that  the  wealth-producing  power  of  the  working  classes  may  be 
increased.” 

He  claimed  that  detention  would  lead  to  a fall  in  institution  standards  and  alleged 
that  there  were  no  safeguards  against  detention  for  life.  Issuing  a warning  of  the 
dangers  of  indefinite  detention  because  of  usefulness,  he  said,(3) 

“ It  is  known  that  even  in  the  case  of  lunatic  asylums,  people  who  are  useful 
to  officials  of  the  asylum  are  retained  longer  than  they  need  be.” 

He  added  that  the  risk  was  even  greater  for  mental  defectives. 

Ward(3)  from  the  Labour  benches,  described  the  proposals  for  women  as 
instituting, 

“ one  code  of  morals  for  one  section  and  another  code  for  another  section  of 
the  community.” 
pointing  out  that, 

“ it  is  largely  for  people  in  poor  circumstances  that  you  are  passing  it.” 

Lord  Hugh  Cecil  and  Sir  F.  Banbury  vigorously  criticised  the  Bill  from  the 
Conservative  benches,  Lord  Hugh  Cecil  claiming  that  the  administration  of  the 
Act  would  be  largely  in  the  hands  of  people  “ with  a total  disregard  for  the  liberty 
of  the  subject”  and  pointing  out  the  legal  safeguards  were  of  little  use  to  a section 
of  the  community  who  could  not  invoke  the  law  in  its  aid.(8) 

Rawlinson(3)  pointed  out  that  where  judicial  decisions  were  not  to  be  arrived  at 
in  open  Court,  the  safeguards  would  be  illusory.  Atherley  Jones,  one  of  the  few 
legal  members  of  the  House  who  had  been  present  during  the  debates  which 
preceded  the  passage  of  the  1890  Lunacy  Act,  pointed  out  that  the  House  was 
ignoring  the  lessons  that  had  led  to  that  Act  being  passed  and  described  the  Mental 
Deficiency  Bill  as  “ extraordinarily  exceptional  legislation  ”.  He  added, O1) 

“There  is  no  such  legislation  in  any  other  civilised  country.” 

0)  Hansard,  28.7.1913. 

(2)  Hansard,  28.5.1913 

(3)  Hansard  28.7.1913;  29.7.1913. 

(4)  Hansard  28.5.1913  LIIT-289. 
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The  Government  used  exceptional  measures  to  deal  with  this  opposition^1) 
Every  member  who  spoke  against  the  Bill  was  excluded  from  the  Committee  of  the 
House  which  considered  it,  and  four-fifths  of  the  Bill  was  closured  at  the  Report 
Stage  by  a procedure  which  Wedgwood  claimed  had  never  before  been  used  in 
Parliamentary  history  on  a Bill  not  officially  opposed  by  the  opposition.  Finally, 
the  third  reading  was  moved  by  the  Home  Secretary  at  3 a.m.,  when  only  a 
handful  of  opponents  were  left  in  the  House,  no  notice  of  this  Motion  having 
appeared  on  the  Order  Paper. 

The  Bill  is  strongly  influenced  by  eugenics  arguments  based  on  theories  of  racial 
purity,  but  modified  by  social  considerations.  Even  if  there  had  been  validity  in 
the  eugenics  conceptions,  there  would  still  have  been  no  logical  reason  for  limiting 
its  operations  only  to  those  falling  within  certain  specific  categories  rendering  them 
“ subject  to  be  dealt  with 

The  primary  purpose  of  the  Act  was  to  secure  the  detention  of  a section  of  the 
high-grades,  who  were  not  previously  subject  to  detention.  It  functioned,  so  far 
as  the  high-grades  were  concerned,  to  detain  primarily  the  orphans,  the  illegitimates 
and  the  children  and  young  people  from  the  poorest  sections  of  the  community. 

Two  points  need  to  be  particularly  stressed  before  this  subject  is  left : — 

Firstly,  despite  the  fact  that  the  1904  Royal  Commission  quoted  some  general 
statements  and  referred  to  one  or  two  cases  from  the  prison  population  where  they 
felt  public  danger  might  arise,  this  issue  was  not  raised  by  supporters  of  the  Mental 
Deficiency  Act  in  the  very  vigorous  Parliamentary  Debates.  (The  one  case  of 
violence  mentioned,  turned  out  to  be  one  involving  a man  who  had  been  certified 
under  the  Lunacy  Act.)  There  is  little  to  suggest  that  the  legislation  then  existing 
was  inadequate  to  deal  with  people  of  homicidal  or  dangerous  sexual  tendencies. 

It  would  appear  that  a greater  problem  of  public  safety  may  exist  today  because 
the  present  looseness  in  interpreting  the  definitions  of  mental  deficiency  results  in 
some  people  who  are  of  unsound  mind  being  classified  with  the  harmless  mental 
deficients,  instead  of  receiving  the  treatment  and  custody  suitable  to  their  condition. 
(Paragraph  62.) 

Secondly,  although  we  deal  with  the  eugenics  argument  later  (paragraph  56),  we 
would  point  out  here  that  even  if  the  argument  had  validity,  it  would  apply  to  all 
mental  deficients,  not  merely  to  those  “subject  to  be  dealt  with  ”. 

So  far  as  the  application  of  the  argument  to  the  high-grade  cases  is  concerned, 
we  would  quote  the  words  of  the  present  Galton  Professor  of  Eugenics  at  London 
University ; Professor  L.  S.  Penrose(2) : — 

“ High-grade  and  border-line  mental  defect  are  phenomena  which  have  come 
into  prominence  only  since  human  life  has  become  urbanised  and  industrialised. 
Civilised  communities  must  learn  to  tolerate,  to  absorb  and  to  employ  the 
scholastically  retarded  and  to  pay  more  attention  to  their  welfare.  The  sub- 
cultural mentality  must  inevitably  result  from  normal  genetic  variation  and 
the  genes  carried  by  the  fertile  scholastically  retarded  may  be  just  as  valuable 
to  the  human  race  in  the  long  run  as  those  carried  by  people  of  high  intellectual 
capacity.” — (N.C.C.L.,  emphasis.) 


SECTION  C — THE  LEGAL  AND  ADMINISTRATIVE  FRAMEWORK 
7.  Some  general  observations  on  the  1913  Act 

(a)  The  1913  Act  did  not  provide  for  detention  by  virtue  of  the  existence  of 
mental  deficiency  or  by  virtue  of  the  severity  of  the  deficiency,  but  by  virtue  of 
the  mentally  deficient  person  falling  within  a specific  category.  Similarly  the  order 
could  only  be  renewed  where  the  alternative  means  of  care  were  held  to  be 
inadequate.  In  consequence,  the  decision,  when  an  order  is  made  and  at  each 
renewal  period,  is  essentially  a judicial  decision  not  just  a medical  decision.  There 
will  be  thousands  of  mental  deficients  not  detained  whose  condition  is  far  severer 

(‘)  Hansard  19.6.1913;  29.7.1913. 

(2)  “ Biology  of  Mental  Defect  ” by  Lionel  S.  Penrose,  M.A.,  M.D.,  p.  240. 
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them  ™ subiect^tn  'T'6  neVer  f?llen  int0  a cateSory  rendering 

care  In  these  ciri-nmrfot*  W1^  °rijWu°  ar-e  c?nsidered  to  be  receiving  adequate 
must  rest  Ith  "eS  Office?  bC  ^ mC°rreCt  to  Say  that  the  &al  word 


•®  Th!i^ct  ™P°sed  on  the  institution  the  duty  of  providing  care  and  suDer- 
I T„n'theA»  the  m/t;J.Utionf  must  have  ******  fatalities,  there  fs  nothing5  at 
should*  be  the*  *?  suggest  that  education  should  be  provided  or  that  rehabilitation 


dele?tI?n  orde(  was  made,  it  did  not  distinguish  between  the  person 
cfllnredq„b^y  ft,  °?  home  j-S™8!?11?158  and  the  person  detained  following  an 
offence  against  the  law,  nor  did  it  distinguish  between  the  young  person  guilty  of 
some  minor  adolescent  offence  and  the  person  guilty  of  serious  anti-social  conduct 


These  points  have  not  been  modified  by  the  amending  Acts. 


8.  The  1913  Act  and  the  liberty  of  the  subject 

t.o/fV5'16 ^ct  °mitted  a number  of  safeguards  of  individual  liberty  which 
had  been  incorporated  in  the  Lunacy  Act.  (Paragraph  9.) 

(6)  Many  of  the  warnings  given  during  the  Parliamentary  debates  in  1913  have 
been  borne  out  by  the  experience  of  forty  years  of  the  Act.  (Paragraph  10.) 

(c)  The  1913  Act  is  the  only  social  legislation  of  its  period  which  has  not  been 
completely  revised.  (Paragraph  11.) 

(d)  The  Statutory  Regulations  have  had  the  effect  of  weakening  the  limited  safe- 
guards which  were  insisted  on  by  the  Parliaments  of  1912  and  1913.  (Paragraph  12.) 


weSenm8  °f  safeguards  was  carried  still  further  by  the  Report  of  the 
Wood  Committee  of  1925-1929  and  by  the  ensuing  administrative  practices,  which 

(Paragraphs  ^ and  )*°  lnstitution  in  the  dete°tion  of  high-grade  patients. 


9.  Absence  of  safeguards  of  the  1890  Lunacy  Act 

It  should  be  noted  that  a number  of  basic  safeguards  which  the  Lunacy  Act 
contained  were  not  incorporated  in  the  Mental  Deficiency  Act,  as  they  would  have 
been  it  the  recommendations  of  the  Royal  Commission  of  1904-08  had  been 
toliowed. 


(a)  No  powers  of  discharge  were  vested,  in  any  circumstances  in  the  Management 
Committee  of  the  hospital,  as  they  are  in  the  Lunacy  Act.  With  the  exception  of 
me  one  hearing  at  the  age  of  21,  when  the  visiting  justices  could  order  discharge 
the  power  of  discharge  was  vested  exclusively  in  one  central  authority,  the  Board 
or  Control. 


(b)  The  1890  Lunacy  Act  gave  to  the  appropriate  relative  (originally  for  paying 
patients,  but  now  for  all  patients),  the  right  to  direct  the  release  of  the  patient  at 
any  time,  unless  release  were  barred  by  a certificate  of  the  Medical  Superintendent 
that  the  patient  was  dangerous  and  unfit  to  be  at  large.  This  certificate  had  to  be 
accompamed  by  a statement  of  reasons  and  the  relative  had  the  right  of  appeal  to 
the  Management  Committee  if  dissatisfied  with  the  Medical  Superintendent’s 
certificate.  No  such  powers  were  incorporated  in  the  Mental  Deficiency  Act 


(c)  The  1890  Lunacy  Act  gave  powers  to  any  relative  or  friend  to  secure  inde- 
pendent medical  reports  at  any  time.  The  Mental  Deficiency  Act  allowed  an 
independent  medical  report  to  be  obtained  only  at  the  period  of  review  of  the 
order  which  could  mean  waiting  nearly  five  years  to  be  able  to  exercise  this  right 


(d)  A person  certified  under  the  1890  Lunacy  Act  who  could  escape  and  maintain 
himself  without  detection  for  fourteen  days  thereby  secured  his  liberty  No  such 
provision  was  incorporated  in  the  Mental  Deficiency  Act,  and  discharge  by  escape 
could  only  occur  where  the  patient  remained  at  liberty  until  some  time  after  the 
date  of  expiry  of  the  current  order  which  might  have  five  years  to  run 
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10.  Contemporary  criticism  and  current  situation 

Among  the  detailed  criticisms  of  the  Act  of  1913  at  the  time  of  its  enactment, 
fears  were  expressed  that : — 

(i)  the  detention  provisions  would  be  used  unnecessarily  and  for  unnecessarily 

prolonged  periods. 

(ii)  the  definitions  of  mental  deficiency  could  be  interpreted  so  broadly  that 

almost  anyone  might  be  held  to  be  within  them.  ... 

(in)  the  provisions  for  hearings  in  private,  both  at  the  time  of  the  original 
petition,  and  at  all  periods  of  renewal,  would  lead  to  a breakdown  of  such 
legal  safeguards  as  the  Act  provided. 

These  criticisms  were  discounted  by  the  supporters  of  the  Act.  Nevertheless  by 
1952,  the  following  position  had  been  arrived  at : — 

(i)  58,000  were  in  detention,  another  3,000  were  under  guardianship  i orders, 

and  56,000  were  under  statutory  supervision.  Less  than  1,500  were 
receiving  institutional  care  without  detention.!1)  The  annual  late  of  dis- 
charge had  varied  in  recent  years  between  1,000  and  1,300. 

(ii)  Board  of  Control  figures  showed  that  high-grade  patients  accounted  for 
’ about  60  per  cent,  of  the  adults  under  detention.  A Medical  Research 

Council  sampling  of  the  young  adult  high-grade  patients  showed  that  on 
testing,  they  had  a level  of  intelligence  whose  average  was  above  the 
intellectual  standards  of  mental  deficiency  as  accepted  by  many  modern 
authorities.!2) 

(iii)  A complete  breakdown  of  the  legal  safeguards  had  occurred  which  will  be 
shown  in  detail  below.  (Section  D.) 


11.  Effect  of  other  social  legislation  and  the  Amending  Acts 

The  Mental  Deficiency  Act  of  1913  is  part  of  a group  of  social  legislation  intro- 

. .■  • i / <-vi  t a _ _ T-» : A XI^nDVi  Tm'iir'iTV’n  Art 


liie  mcniai  — r-- _ p w,  __  ,,,  t _ a 

duced  around  the  same  period  (e.g.  Old  Age  Pensions  Act,  Health  Insurance  Act, 
Trades  Boards  Act).  It  is  the  only  social  legislation  of  that  period  which  has  not 
been  completely  revised.  In  the  main,  such  improvements  in  services  as  have  been 
effected  arise  from  advances  in  other  fields,  e.g.  the  Education  Acts  have  removed 
most  feeble-minded  children  from  certification  as  mentally  deficient ; the  National 
Assistance  Act  ended  the  situation  in  which  a woman  who  gave  birth  to  an 
illegitimate  child  whilst  in  receipt  of  Poor  Relief  thereby  became  subject  to  be 
dealt  with  ”,  and  the  National  Health  Service  Act  limited  the  amount  which  the 
institution  could  take  from  the  wages  of  a patient  on  day  licence,  and  removed 
the  charge  to  parents  in  respect  of  their  detained  children. 


The  provisions  of  the  mental  deficiency  service  were  untouched  by  the  delibera- 
tions of  the  Royal  Commission  (1924-26)  on  Mental  Illness.  The  subsequent  Mental 
Treatment  Act  (1930),  which  extended  the  previously  existing  legal  provisions  for 
voluntary  treatment  of  mental  illness,  did  not  apply  to  the  field  of  mental 
deficiency. 


Only  relatively  minor  amendments  have  been  made  to  the  1913  Act:  — 

The  1919  Act  dealt  purely  with  financial  provisions. 

The  1925  Act  enabled  a patient  to  be  removed  from  an  institution  and  placed 
under  guardianship  in  one  process.  Parents  to  be  heard,  if  practicable,  but 
consent  not  required. 

The  1938  Act  enabled  an  order  to  be  continued  for  a further  month  after  normal 
expiry  date. 

The  1927  Act  was  a somewhat  longer  Act.  It  provided  new  definitions,  and 
extended  the  powers  of  supervision.  It  also  enabled  detention  or  guardian- 
ship orders  to  be  made  for  any  patient  of  any  category  and  any  age,  on 
representations  by  parent  or  guardian  that  he  was  in  need  of  care  or  training 
not  available  in  his  home. 


0)  Min.  of  Health  Annual  Report,  1952.  , 

(2)  Brit.  Med.  Journal  Correspondence,  30.1.1954,  and  B.M.J.  2.1.1954. 
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12.  Delegated  legislation 

ma?e  T*tr  £Ters  «ranted  by  the  1913  Act  have  br°ken  down 
many  of  the  safeguards  which  Parliament  demanded  in  1913. 

current  Statutory  Regulations  give  practically  complete  authority  to  the 
Medical  Superintendent  to  censor  and  hold  up  correspondence  as  he  thinks  fit(‘) 

Control  mmTh  PreVent  "SitS’  SUbjeCt  *°  the  flnal  '"ord  restinS  with  the  Board 
to  obtain i^i  These  powers  are  used  to  prevent  a patient  making  use  of  his  rights 

‘Stifled  (Paragraph1 29°/  ™ repOTt  ‘°  WhiCh  SeCti°n  11  o£  the  Act  says  he  is 

Ac?  (®|ctr°n  11)  imposes  on  the  visiting  justices  a duty,  at  each  consideration 
of  renewal  of  an  order,  to  acquaint  themselves  with  the  alternative  means  of  care 
awiPk°te°‘IOn  avai*ablc.  The  Statutory  Regulations  lay  down  that  this  information 
^ Jjf  Pr“entS_d  Ibcm  by  the  Medical  Superintendent  and  thus  any  right  of 
appearance  by  the  parents  is  removed  ;(•’)  parents  are  frequently  not  told  of  the 
time  of  the  visit  of  the  justices.  (Paragraph  27.) 

Similarly,  although  the  Parliament  of  1912  and  1913  threw  out  proposals  which 

tatrodu?edVe'a  olj.mentaIly  deficient  persons,  the  Statutory  Instrument 

introduced  a clause  into  licence  conditions  forbidding  the  formation  of 

RemCaionmftnwarithta  I"enlb?r  °f  tbe  °PP“ite  sex.  Despite  the  seriousness  of  this 
Wan-  Placed  m the  Regulations  themselves  but  in  a Statutory  Form 
t,  h wmch  is  to  be  found  amongst  some  forty  other  Forms  in  the 
appendix  to  the  Regulations.  (Paragraph  35.) 

13.  The  Report  of  the  Wood  Committee  (19 29) 

AcT^%MfwLbeiiCien-CnyA0t  °11913  ??sether  with  the  corresponding  Education 
( 914)  which  provided  for  the  certification  of  children  needing  special  school 

^r0Ugmt i,mt0  °P,eratl0n  during  1914.  In  consequence  of  the  1914-18 

donM°  ™Plei5ent,the  Act  until  the  immediate  post- 
war  period  had  passed.  It  is  clear  that  the  development  of  public  opinion  durimr 
ufS  n0t  without  lts  ?ffect  on  the  operation  of  an  Act  whichPhad  aroused 
considerable  opposition  even  in  the  pre-war  period. 

anyth' aidh9"ties  were  notifying  only  a very  small  proportion  of  their  cases 
private^ sob™!.,' c°°s‘derablc  evidence  of  unwiljingness  of  doctors  and  of  teachers  in 
gmph  2 PriV  pp  3Teand%2T  ” mvest,Sat‘ons-  (Wood  Report  Pt.  I,  para- 


Perhaps  the  most  interesting  development  was  that  the  Wood  Committee’s  invest! 
gallon  found  that  18  per  cent,  of  all  patients  detained  in  hosS?^ for those  o 
unsound  mind  were,  in  fact,  mentally  deficient.  (Wood  Report  Pt.  IV  p 115)  This 
contrasts  with  the  figure  of  5 per  cent,  found  in  the  London  institutions  bv  Dr 
Tredgold  in  the  early  part  of  the  century  (paragraph  3).  It  would  apnea/that 
even  where  there  was  pressure  for  institutional  accommodation,  many  referred  to 
use  the  Lunacy  Acts  which  had  more  safeguards  for  the  liberty  of  the  subiect  ind 

A°/t  ‘nf  iQ8mtSi°f  thif-  £ar”ly’  than  did  th<r  Mental  Deficiency  Act.  So  far  from  the 
Act  of  1913  launching  the  mental  deficiency  services  as  separate  services  distinct 
from  those  for  the  mentally  ill,  its  immediate  effect  was  2 treble Knber  of 
the  mentally  deficient  in  hospitals  for  the  mentally  ill.  b r 0l 

Hn?n1nn4it!?e*?0ard«0£  Educati°n  decided  to  ascertain  the  amount  of  accommoda- 
tion  and  the  types  of  accommodation  likely  to  be  required  for  special  education 
Sie.r  the  Education  Act  of  1921,  which  had  replaced  the  Act  of  1914.  Its  Chief 

mrtHnn  °rwernaSCOrdl?gSf  aPP°inted  a Committee  of  experts  to  examine  this 
question.  (Wood  Report,  Pt.  I,  paragraph  4.)  The  history  of  this  Committee  after 
its  appointment  developed  along  rather  unusual  lines. 

The  Committee,  which  had  no  specific  terms  of  reference,  twice  extended  its  field 

PdiioaSo  andnm*i.facn  denel°Fert  int0  a de  facto  •r°int  Committee  of  the  Board  of 
£firta?°n  jBoair<L of  Control,  to  investigate  the  whole  question  of  mental 

deficiency,  child  and  adult.  (Wood  Report,  Pt.  I,  paragraphs  4,  5 and  6.)  Whilst 


(:)  Reg.  45, 

( ) Reg.  47  and  48,  and 

(3)  Reg.  99  (2),  Statutory  Instrument,  1948— No.  1000. 
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reasonably  well  equipped  for  its  . original  function,  it  wi “ “mewhat  lacking  m the 

fsisr  urssiS  S 

— ^riiberV^' £“ dSal”;  (Wood  Repor" 
Pt  I paragraph  10)  without  the  presence  of  a single  person  who  was  not  part 
of'  the  ^actual  apparatus  concerned  with  the  administration  of 
the  exception  of  Dr.  A.  F.  Tredgold,  whose  approach  to  this  matter  has  already 
been  noted.  (Paragraph  5.) 

In  the  field  for  which  it  had  been  originally  appointed  (educational  proposals 
for  children),  it  made  a number  of  valuable  recommendations  and  its  report  led  to 
the  abolition  of  certification  by  the  Education  Authorities  of  children  who  were  m 
need  of  special  school  education.  (Wood  Report,  Pt.  II,  p.  !->/■) 

So  far  as  other  categories  were  concerned,  despite  some  references  to  “ socialisa- 
tion ” and  increased  use  of  licensing  powers,  its  major  effect  was  to  emphasise  the 
“all-types”  large  institution  as  the  centre  of  mental  deficiency  service.  (Wood 
Report  Pt.  Ill,  p.  101.)  This  was  to  lead  to  the  increased  utilisation  of  high-grade 
patient*  labour  in  running  the  institution  and  to  the  development  of  advantages  to 
the  institution  in  retaining  the  high-grade  patient. 


At  the  same  time,  it  gave  as  an  authoritative  definition  of  the  mental  deficient 
“ one  who  by  reason  of  incomplete  mental  development  is  incapable  of  independent 
social  adaptation  ”,  thereby,  as  Professor  PenroseO)  points  out,  ^ making  the  concept 
of  mental  defect  more  elastic  than  previous  authorities  had  done  . 

The  extent  to  which  the  eugenics  conception  still  operated  can  be  seen  from  the 
following  quotation  from  the  Report  (Pt.  Ill,  paragraph  91): 

“ Let  us  assume  that  we  could  segregate  as  a separate  community,  all  the 
families  of  this  country  containing  mental  defectives  of  the  primary  amentia 
type.  We  should  find  that  we  had  collected  among  them  a most  interesting 
social  group.  It  would  include,  as  everyone  who  has  extensive  practical 
experience  in  social  service  would  readily  admit,  a much  larger  proportion  of 
insane  persons,  epileptics,  paupers,  criminals  (especially  recidivists),  unemploy- 
ables, habitual  slum  dwellers,  prostitutes,  inebriates,  and  other  social  inefficients 
(N.C.C.L.  emphasis)  than  would  contain  a group  of  families  not  containing 
mental  defectives.  The  overwhelming  majority  of  the  families  thus  collected 
wifi  belong  to  that  section  of  the  community  which  we  propose  to  term  the 
‘ social  problem  ’ or  ‘ sub-normal  ’ group.  This  group  comprises  practically 
the  lowest  10  per  cent,  in  the  social  scale  of  most  communities.” 


Thus  sub-normality  has  risen  from  13/15,000  declared  as  feeble-minded  in  the 
census  reports  of  1901  (plus  a few  thousand  idiots  and  imbeciles),  first  to  the 
150,000  mental  defectives  of  all  kinds  found  by  the  Royal  Commission  of  1904-08 
and,  now  in  1929,  to  include  4,000,000  of  the  population  of  this  country.  More- 
over, “sub-normality”  has  become  completely  identified  with  what  was  called  the 
“ submerged  tenth  ”.  In  a somewhat  confused  statement,  the  Wood  Committee 
made  the  reservation  that  the  large  majority  of  the  4,000,000  “ are  not  so  low-grade 
mentally  that  they  could  be  actually  certified  as  mentally  defective  ” but  held  that 
it  was  “ possible  that  a not  inconsiderable  number  of  them  might  prove  ”,  if 
examined  by  experts,  “to  be  certifiable  and  subject  to  be  placed  under  care  and 
control”  (Wood  Report,  Pt.  Ill,  paragraph  91). 


There  are,  today,  a number  of  proposals  by  those  associated  with  the  administra- 
tion of  the  mental  deficiency  service  to  extend  still  further  the  concept  of  social 
inefficiency  irrespective  of  the  level  of  intelligence,  as  the  criterion  of  deficiency. 
In  the  light  of  the  above,  this  might  well  result  in  an  ending  of  the  restrictions 
within  which  the  large  majority  of  the  so-called  sub-normal  group  “ are  not  so 
low-grade  mentally  that  they  could  be  actually  certified  ” and  thus  lead  to  4,000,000 
people  being  rendered  potentially  certifiable. 

One  of  the  arguments  produced  by  the  Wood  Committee  against  the  sterilisation 
of  mental  defectives  is  that  to  be  of  any  value  it  would  have  to  be  extended  to  the 


O “ Biology  of  Mental  Defect  ”,  p.  11. 
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whole  of  the  4 000,000  who,  where  not  defective,  could  “in  many  cases  be  regarded 

m hear^mlwhf  fthe  defect*  ^ood  Report  Pt.  Ill,  paragraph  93)  . This  they  consider 
to  be  somewhat  impracticable,  noting  however  with  regret  that  even  if  this  were 
ach,eved,  it  would  not  completely  solve  the  problem  in  view  of  the  iSfortunate  fee? 

populatimrandth”ber  °£  ^ 0ccurred  in  the  remaining  nine-tenths  of  the 

such  measures  as  we  are  discussing  (sterilisation,  segregation,  etc.),  could  not 
of  course  be  applied  to  these  groups  (N.C.C.L.  emphasis). 

0(  ?ertiflaWe  mental  deficiency  in  the  country  was 
conducted  by  thp  Committee’s  investigator,  Dr.  E.  O.  Lewis,  on  a basis  which  did 

noLi’w10^  the  i3™.  °«  i5,tej'lgeI1.ce;  Usin£  as  a standard  (though  not  as  a limit), 
intelligence  quotients  of  60  for  adults,  65  for  adolescents  and  70  for  children,  Lewis 
found  about  300,000  mental  deficients  in  the  country  (Wood  Report,  Pt.  IV,  pp  45 
Compared  with  the  150,000  mental  defectives  of  all  sorts,  found  by  the 
1904-08  Royal  Commission’s  investigation,  it  is  likely  that  more  than  half  those 
iound  to  be  mentally  deficient  by  Lewis’s  standards  (even  when  allowance  is  made 
f ii  , qa?  noSer>m  P°Pu^atlo.n).  would  not  have  been  so  classed  by  the  standards 
f-ii  **  ?•  Royal  Commission.  Today,  even  those  certifying  authorities  which 
still  pay  attention  to  the  level  of  intelligence  have  stretched  the  limits  much  further 
by  using  as  a standard  an  intelligence  level  of  70  for  both  adolescents  and  adults 
(paragraphs  4 and  51). 


By  tolerating  certification  at  a comparatively  high  level  of  intelligence  and  by 
stressing  social  adaptability  ” as  a criterion'  of  mental  deficiency,  the  Committee 
gave  olhcial  sanction  to  the  development  of  mental  deficiency  institutions  as  con- 
venient dumps  lor  many  social  problem  cases  which  did  not  conveniently  fit  into 
a bureaucrat  s pigeon-hole  and  which  were  creating  headaches  for  local  authorities. 

The  Report  then,  in  the  following  words,  established  an  interest  in  the  retention 
ot  high-grade  patients  m indefinite  detention  (Pt.  IV,  paragraph  19):  — 

An  institution  which  takes  all  types  and  ages  is  economical  because  the 
high-grade  patients  do  the  work  and  make  everything  necessary  not  only  for 
themselves  but  also  for  the  lower-grade.  In  an  institution  taking  only  low- 
grades,  the  whole  of  the  work  has  to  be  done  by  paid  staff.” 

The  main  effects  of  the  Wood  Report  so  far  as  adults  were  concerned,  were 
^tension  of  limits  of  mental  deficiency  and  the  development  of  conditions 
which  created  an  advantage  in  the  long-term  detention  of  high-grade  patients. 

14.  Later  developments 

(a)  In  1931,  a Departmental  Committee  appointed  by  the  Board  of  Control  issued 
a report  on  the  construction  of  colonies  for  mental  defectives. (’) 

Despite  the  fact  that  “ the  majority  of  local  authorities  will  not  have  sufficient 
cases  in  their  own  areas  to  enable  them  to  fill  a large  colony”,  the  Committee 
recommended,  in  the  interests  of  economy,  “ colonies  to  house  ultimately  not  less 
than  880  patients  and  preferably  more  up  to  and  even  beyond  2,000  beds  ”.  Thus 
was  developed  the  system  where  patients  are  housed  miles  from  their  homes  and 
where  they  can  often  be  visited  only  very  rarely  by  their  relatives. 

The  Committee  went  on  to  make  the  following  proposals : — 

Limiting  the  number  of  single  rooms,  concentrating  the  total  number  of 
basins  in  one  lavatory  and  limiting  the  number  of  baths. 

The  reduction  to  a minimum  of  the  means  for  heating  dormitories  for  patients 
who  are  able-bodied  and  physically  healthy. 

The  abolition  of  the  school  hall,  the  replacement  of  verandahs  by  open-air 
day-rooms  in  low-grade  residences,  the  reduction  of  machinery  in  the  laundry 
and  the  greater  use  of  hand  washing,  with  the  abandonment  of  a separate 
laundry  for  the  staff. — (N.C.C.L.  emphasis.)  P 

(l)  “ Colonies  for  Mental  Defectives  ”,  H.M.S.O.,  1931. 
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It  will  be  recalled  that  Wedgwood  in  the  Parliamentary  debates  of  1913  (para- 
graph 6)  issued  a warning  that  the  standards  of  accommodation  then  being  provided 
in  the  voluntary  institutions  might  well  fall,  if  detention  provisions  prevented  patients 
leaving  or  being  withdrawn  when  they  or  their  relatives  were  not  satisfied  with 
the  standards. 

It  should  be  noted  that  the  proposals  quoted  above  are,  in  fact,  proposals  for 
reducing  standards. 

We  will  refer  again  to  the  italicised  section  when  we  deal  with  the  question  of 
“ training  (Paragraph  32.) 

It  is  interesting  to  note  that  the  review  in  the  Journal  of  Mental  Science  (the 
organ  of  the  Royal  Medico-Psychological  Association),  in  reporting  these  proposals,^) 
referred  to:  — 

“ the  bounden  duty  of  all  to  lessen  in  every  possible  way  the  heavy  financial 
burden  of  segregating  this  group  of  the  nation’s  unfit.” — (N.C.C.L.  emphasis.) 

(b)  In  1948,  some  residue  of  the  resistance  to  the  detention  powers  of  the  1913 
Act  still  remained.  In  some  areas  advantage  had  been  taken  of  the  fact  that  the  Act 
did  not  expressly  forbid  admissions  on  a voluntary  basis,  and  such  admissions  had 
been  permitted  on  a small  scale. 

In  that  year,  however,  voluntary  admissions  were  stopped,  by  administrative 
action,  on  grounds  of  “ the  difficulties  of  treating  patients  who  are  not  under 
detention  side  by  side  with  those  who  are  ”.(2)  Quite  openly,  the  liberty  _ of  the 
subject  is  sacrificed  to  administrative  convenience,  although  at  the  same  time,  in 
hospitals  for  mental  illness,  detained  certified  patients  were  being  treated  in  the  same 
institutions  as  voluntary  patients. 

(c)  In  1952,  one  of  the  Regional  Hospital  Boards  fixed  maximum  expenditure 
on  food  for  hospital  patients.(s)  As  further  evidence  of  the  fact  that  there  has 
been  very  little  change  in  the  attitude  of  the  administrations  through  the  years,  we 
would  draw  attention  to  the  fact  that  they  decreed  that  there  should  be  two  maxima : 
one,  at  21s.  per  week  for  hospitals  dealing  with  physical  conditions,  the  other  at 
14s.  per  week  for  hospitals  dealing  with  mental  conditions. 

Thus,  with  only  14s.  being  spent  on  food,  the  mentally  deficient  patient  on  day 
licence  (paragraph  34)  who  may  be  called  upon  to  pay  £2  10s.  for  his  keep,  is 
presumably  paying  the  balance  of  £1  16s.  for  the  privilege  of  being  locked  up  at 
night. 


SECTION  D.— HOW  ALLEGED  SAFEGUARDS  OPERATE 
15.  The  safeguards 

The  main  safeguards  provided  by  the  Mental  Deficiency  Acts  fall  into  the 
following  categories : — 

(i)  The  existence  of  medical  evidence  that  the  person  is  mentally  deficient, 

and,  where  he  is  over  18,  of  evidence  that  the  arrested  development  of 
mind  existed  before  the  age  of  18  years. 

(ii)  The  operation,  in  addition,  of  a judicial  process  in  the  case  of  all  detentions 
(except  those  made  by  transfer  from  prison  or  approved  school)  to 
determine : — 

(a)  If  the  individual  is  “ subject  to  be  dealt  with  ” in  the  terms  of  the 
Act. 

( b ) If  all  the  circumstances  of  the  case  make  it  desirable  in  the  interests 
of  the  patient  that  the  order  should  be  made. 

(iii)  Parent’s  consent,  where  parents  are  alive  and  can  be  found  (except  in 
the  case  of  a delinquent)  or  a finding  that  consent  is  unreasonably  with- 
held, under  very  definite  conditions. 

0)  Journal  of  Mental  Science,  Yol.  78,  pp.  410-411. 

(2)  Ministry  of  Health  and  Board  of  Control  evidence,  First  Day,  para.  69. 

(3)  News  Chronicle,  19.2.1952. 
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(iv)  The  independent  examining  of  the  patient’s  mental  condition  by  the  Visitors 
at  each  periodical  review,  their  consideration  of  alternative  means  of  care 
available,  and  their  opinion  on  whether  or  not  he  is  in  his  own  interests 
still  in  need  of  care  and  protection,  which  would  not  be  available  without 
a continuation  of  the  order. 

(v)  The  right  ol  the  patient  or  any  relative  or  friend  to  submit  an  independent 
medical  report  at  each  time  of  review. 

(vi)  A special  hearing  by  the  Visitors  at  the  age  of  21  to  examine  all  the 
circumstances  of  the  case  and  a right  of  appeal  to  the  Board  of  Control 
it  the  Visitors  fail  to  discharge  the  order. 

16.  Summary  of  weaknesses 

In  connection  with  these  safeguards,  we  wish  to  make  the  following  points : — 

(i)  That  the  medical  evidence  may  give  a picture  of  the  patient’s  potentialities, 

tar  below  his  real  capacity,  and  that  the  mental  testing  which  may  form 
part  of  this  evidence  is  often  unsatisfactory.  (Paragraph  17.) 

(ii)  That  evidence  is  not  always  supplied  to  establish  the  existence  of  the  mental 
condition  before  the  age  of  18  years.  (Paragraph  18.) 

■ (in)  That  the  medical  personnel  who  Issue  the  medical  certificates  are  not 
always  free  agents  and  that  attempts  are  made  to  bring  pressure  to  bear 
on  magistrates  to  make  mental  deficiency  orders  as  matters  of  administra- 
tive convenience.  (Paragraph  19.) 

(iv)  That  detentions  made  by  order  of  a Court  after  conviction  may  produce 
detentions  of  many  years  for  minor  offences  and  that  the  right  of  appeal 
against  conviction  exists  in  law  but  not  in  practice  unless  the  patient  has 
friends  outside  to  help  him.  (Paragraph  20.) 

(v)  That  detentions  by  transfer  from  approved  schools,  etc.  convert  a limited 
sentence  into  an  unlimited  one  and  are  sometimes  made  after  full  punish- 
ment has  first  been  exacted.  (Paragraph  21.) 

(vi)  That  detentions  made  on  leaving  schools  for  the  educationally  sub-normal 
are  often  based  on  inadequate  evidence  and  operate  harshly  against  the 
orphan.  (Paragraph  22.) 

(vii)  That  parents  may  be  misled  as  to  what  is  involved  in  giving  consent  to  a 
detention  order  and  that  the  decisions  that  parent’s  consent  has  been 
unreasonably  withheld,  appear  at  times  to  be  unsatisfactory.  (Paragraph  23.) 

(viii)  That  the  judicial  decision,  when  the  order  is  made  on  petition,  may  be  a 
purely  nominal  judicial  endorsement  of  the  decisions  of  the  medical 
personnel  who  at  times  act  on  the  order  or  announce  their  intention  of 
acting  on  the  order  before  it  is  made.  (Paragraph  24.) 

(ix)  That  when  detentions  are  made  on  petition  for  a non-delinquent  who  has 
left  school,  the  safeguards  are  Inadequate,  particularly  where  a parent  is 
antagonistic.  (Paragraph  25.) 

(x)  That  orphans  in  the  care  of  the  local  authority  have  been  detained  without 
any  apparent  evidence  of  sub-normality  other  than  an  inability  to  keep 
the  first  two  jobs  found  for  them.  (Paragraph  26.) 

(xi)  That  the  number  of  cases  seen  in  one  day  by  the  Visitors  at  the  periodical 
reviews  make  it  impossible  for  any  genuine  independent  judgment  to  bo 
made.  (Paragraph  27.) 

(xii)  That  the  right  of  parents  to  obtain  an  independent  medical  report  can  in 
practice  rarely  be  operated  because  of  expense.  (Paragraph  28.) 

(xiii)  That  the  right  of  the  patient  himself  to  obtain  an  independent  medical 
report  exists  in  law  but  not  in  practice,  and  the  orphan  can  thus  never 
exercise  his  right.  (Paragraph  29.) 

(xiv)  That,  at  times,  the  hearing  at  the  age  of  21,  is  conducted  in  a manner 
which  does  not  provide  a fair  hearing  and  that  the  right  of  appeal,  at  that 
age,  to  the  Board  of  Control  is  a purely  nominal  right.  (Paragraph  30.) 
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(xv)  That  the  fact  that  almost  all  hearings  are  m private,  that  hearsay  and 
unsworn  evidence  is  freely  admitted  and  that  such  evidence  is  often 
submitted  in  the  form  of  confidential  reports  not  available  to  the  patient 
and  his  relatives  and  not  subject  to  refutation  or  cross-examination, 
operates  to  the  detriment  of  good  diagnosis  and  good  judicial  decision. 
(Paragraph  31.) 


(a)  Evidence  of  the  Condition  of  Mind 
17.  The  medical  evidence 

There  are  no  recognised  qualifications  in  the  field  of  mental  deficiency^)  and 
experience  in  such  circumstances  may  mean  little  more  than  a repetition  or  past 
errors.  Some  who  are  practising  in  this  field  acquire  a limited  knowledge  as  a 
result  of  a three  weeks  course  in  the  subject  operated  by  the  National  Association 
for  Mental  Health,  but  even  this  course  is  not  a requirement  for  any  post  m the 
service.  This  is  particularly  unsatisfactory  where  mental  testing  is  undertaken  by 
people  with  no  knowledge  of  the  basis  of  the  tests,  of  the  methods  of  administration 
and  of  the  interpretation  of  results. 

The  use  of  phrases  concerning  these  tests  without  an  understanding  of  their 
meaning,  may  be  illustrated  by  a letter  signed  in  1950  by  the  Secretary  of  the 
Board  of  Control  to  the  father  of  Albert,  which  contains  the  following  sentence:— 

“The  Board  are  satisfied  that  he  is  a feeble-minded  person  whose  mental 
age  is  below  his  actual  years.” 

Since  the  highest  “average  mental  age”  which  can  be  achieved  on  a standard 
intelligence  test  is  16,  and  since  the  actual  years  of  the  patient  were  22,  he  would 
still  have  satisfied  the  Board’s  requirements  for  feeble-mindedness  even  if  he  had 
been  well  above  the  average  for  the  normal  population. 

In  many  cases,  purely  informal  testing  operates,  particularly  where  visiting 
justices  accompanied  by  medical  visitors  are  called  upon  to  pronounce  on  the 
mental  condition  of  the  patient  and  seldom  spend  more  than  five  minutes  on  each 
case. 

The  limitations  of  some  of  the  reports  may  be  judged  from  the  following,  made 
in  February,  1949,  on  Alice : — 

“I  have  this  day  examined  the  above-mentioned  patient  and  hereby  report 
that,  having  read  the  definitions  on  the  back  of  this  form,  I have  satisfied 
myself  that  she  is  a mental  defective  within  the  meaning  of  Section  1 of  the 
Mental  Deficiency  Act,  1927,  being  a feeble-minded  person.  She  is  simple, 
childish  and  easily  led  and  deficient  in  judgment  and  reasoning  power.  She 
does  not  know  the  date  of  Boxing  Day,  the  number  of  inches  in  a yard  or 
the  capitals  of  France  and  Germany.  She  cannot  multiply  7 by  8,  or  9 by  6. 
She  gives  the  population  of  London  as  about  3,000.  She  cannot  give  easy 
rhymes  for  such  words  as  * day  * and  ‘ mill 5 or  give  the  name  of  the  Prime 
Minister.” 

Then  follows  some  particulars  of  her  physical  condition  and  the  concluding 
remarks: — 

“ And  I hereby  certify  that  she  is  still  a proper  person  to  be  detained  in  her 
own  interest  in  an  Institution.” 

Alice’s  account  of  the  two  interviews  which  she  had  at  this  period  is  that  she  was 
examined  when  in  a condition  of  extreme  distress  and,  after  giving  a number  of 
replies,  said  that  she  would  not  “ answer  any  more  of  their  silly  questions  ”. 

The  value  of  the  report  may  be  judged  from  the  following  facts : — 

(a)  Alice  had  been  educated  at  a normal  school  and  had  reached  standard  5. 

(b)  Two  months  before  it  was  made,  Alice — on  licence  to  a doctor— was 
considered  to  be  quite  fit  to  be  in  charge  of  the  doctor’s  three  small 
children. 


(0  Except  for  nursing. 
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(c)  Two  years  later  Alice,  despite  an  experience  which  might  well  have  led  to 
grave  consequences  (paragraph  44),  had  no  difficulty  in  obtaining  normal 
hospital  work  and  had,  we  were  told,  been  promoted  from  ward  maid  to 
orderly,  and  later  urged  by  the  matron  to  take  up  training  for  a career  in 
nursing.  (She,  however,  left  hospital  work  when  she  married  in  the 
following  year.) 

The  practice  of  recording  failures  on  questions,  without  recording  successes,  is 
apparently  universal. 

At  times,  the  reports  of  testing  suggest  an  unimaginative  and  mechanical  use  of 
the  textbook.  Thus  in  the  case  of  a girl  living  close  to  a channel  port,  a reason 
given  for  assuming  mental  deficiency  was  that  the  child  believed  it  possible  to  go 
all  the  way  to  France  by  train.  The  person  administering  the  test  appeared  to  have 
no  knowledge  of  the  night  ferry.  Similarly,  in  the  same  test,  the  statement  is  made, 
“ had  never  used  money  and  therefore  was  not  given  coin  tests  A few  lines  later 
we  get,  as  further  evidence  of  mental  deficiency,  the  statement,  “ Did  not  know 
why  Simple  Simon  was  silly  ”.  In  view  of  the  fact  that  “ Simple  Simon’s  ” silliness 
consisted  in  his  belief  that  he  could  obtain  wares  from  the  “Pieman”  without 
producing  his  penny,  we  are  left  to  wonder  why  the  tester  expected  the  child,  who 
had  not  used  money,  to  appreciate  this  reason.  (These  answers  do  not  represent 
all  the  reasons  submitted  for  diagnosing  mental  deficiency  in  this  case,.  but  are 
specifically  presented  by  the  doctor  as  part  of  the  evidence  for  making  this  diagnosis.) 

The  general  and  social  background  of  the  child  is  often  not  taken  into  account 
when  tests  are  administered.  Thus,  patients  who  have  been  kept  for  years  in 
institutions  are  expected  to  point  out  the  omission  of  a door  knob  from  a picture 
of  a door,  although  frequently  doors  in  mental  deficiency  institutions  have  no  door 
knobs.  Children  from  the  poorest  backgrounds  are  expected  to  have  knowledge 
of  the  telephone,  etc. 

Moreover,  test  material  is  often  out-of-date.  Thus  a child  who  may  have  seen  a 
modern  style  hand-microphone  telephone  is  expected  to  identify  a picture  of  an 
old-type  telephone  with  a separate  ear-piece.  In  general,  the  Binet  type  test  which 
is  favoured  by  the  Board  of  Control,  implies  acquaintance  with  remote  forms  of 
general  knowledge  which  are  closely  influenced  by  the  social  background  of  the 
child  or  young  person. 

In  some  cases,  assessments  of  level  of  intelligence  are  recorded,  which  would 
appear  to  be  inexplicable  on  any  grounds  other  than  a copying  of  a previous  mental 
age  without  re-testing.  Thus  in  “Case  History  of  a Certified  Mental  Defective” 
(Clarke  & Clarke), (x)  we  are  told  of  a patient  who  was  recorded  as  having  a mental 
age  of  about  years  in  July,  1951.  The  scale  is  not  mentioned  but  the  highest 
possible  equivalent  intelligence  quotient  is  68.  On  testing  in  October,  1951,  his 
intelligence  quotient  was  found  to  be  114.  We  would  certainly  agree  that  mental 
deficiency  is  by  no  means  an  unimprovable  condition,  but  a jump  of  46  points  of 
intelligence  quotient  in  three  months  is  something  beyond  our  experience  and  it  is 
difficult  to  believe  that  the  original  assessment  was  based  on  any  serious  testing. 

Betty  was  the  subject  of  a guardianship  order,  placing  her  under  the  guardianship 
of  her  employer.  She  has  applied  to  the  Board  of  Control  for  her  release,  and 
the  Board  had  arranged  for  a medical  report  to  be  made.  The  following  extracts 
from  the  report  indicate  how  far  subjective  factors  may  enter  into  a report:  — 

“ Some  months  ago,  a male  employee  . . . persuaded  Betty  and  three 
other  domestics  to  join  the  National  Union  of  Domestic  Workers.  This  had 
disastrous  results  as  far  as  Betty  was  concerned.  She  does  not  appear  to 
understand  her  action,  beyond  knowing  she  must  pay  her  4d.  a week,  and  the 
regulations  for  work,  etc.,  demanded  by  the  Union,  make  it  quite  impossible 
for  (the  employer)  to  keep  her,  or  to  exercise  adequate  supervision  over  her. 
She  must  now  be  paid  nearly  £5  a week,  and  after  paying  for  her  board  and 
lodging,  etc.,  this  means  she  has  £2  18s.  Od.  per  week  to  spend.  . . . She 
must  now  work  eight  hours  in  a continuous  stretch.  This  means  she  had  every 
morning  or  every  afternoon  off  on  alternate  weeks,  plus  one  whole  day  a week 

0)  “ Mental  Health  ”,  Summer,  1953. 
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off  duty.  ...  As  she  (the  employer)  reasonably  points  out,  she  cannot 
supervise  the  patient  adequately  during  the  long  off  duty  periods  and  her 
interest  in  the  opposite  sex  ( N.B . the  woman  is  46  years  old)  coupled  with  a 
considerable  amount  of  spending  money,  makes  this  desirable. 

The  medical  certificate  concludes : — 

“ After  discussing  this  case  fully  with  (the  employer),  and  after  also  talking  to 
Betty,  I feel  in  the  interests  of  the  patient,  she  should  be  sent  for  a short  period 
to  a suitable  institution  before  being  given  another  chance  as  a domestic  help 
in  a private  family.  I do  not  consider  that  she  should  be  dischaiged  from  the 
Mental  Deficiency  Act.” 

As  a further  example  of  the  type  of  evidence  on  which  the  fundamental  liberty 
of  the  individual  may  depend,  we  submit  the  following  psychological  report  on  a 
young  boy  who  had  stolen  a bicycle.  This  report  was  given  to  a newspaper( ) by  a 
magistrate  in  1952  : — 

“ An  investigation  into  the  family  history  discloses  that  the  pre-natal 
hallucinatory  complexes  and  dispositions  of  the  defendant’s  mother  were  not 
fully  resolved  and  dissipated  upon  the  birth  of  this  boy  who  appears  to  have 
inherited  and,  by  environmental  influences,  to  have  developed  predatorial  if  not 
depravitational  propensities.  Perhaps  a course  of  institutional  treatment  of  a 
therapeutical  character  followed  by  a probational  supervision,  may  release  the 
suppressed  emotions  into  honest  channels.” 

In  this  section  we  have  criticised  the  intelligence  tests  as  an  imperfect  instrument. 
We  recognise  that,  even  with  improvements,  it  will  still  be  far  from  perfect.  Since, 
however,  the  alternative  appears  to  be  the  type  of  report  submitted  in  the  case  of 
Alice  and  Betty  or  the  type  quoted  above,  from  the  press,  we  would  prefer  the 
intelligence  test  as  the  lesser  evil,  if  in  legislation  for  the  future  reserve  powers  of 
detention  are  to  be  maintained  for  the  high-grades. 

Much  of  today’s  criticism  of  the  intelligence  test  in  this  field  appears  to  be  not 
so  much  a criticism  of  an  imperfect  instrument  as  an  attack  on  the  principle  of 
considering  the  level  of  intelligence  at  all  when  diagnosing  mental  deficiency.  The 
extent  to  which  subjective  factors  can  then  enter  into  diagnoses  has  been  shown 
above  and  recalls  the  warnings  of  Sir  F.  Banbury(2)  in  the  Commons  debate  m 
1913,  when  he  said, 

“ We  are  really  trying  to  make  out  that  wherever  there  is  a particular  thing 
we  disapprove  of,  the  person,  male  or  female,  who  does  that  particular  thing, 
is  mentally  defective  and  should  be  locked  up.” 

18.  Existence  of  arrested  development  of  mind  before  the  age  of  18  years  (1927 
Act,  Section  1 (2)) 

The  mental  deficient  was,  originally,  the  “ natural  fool  ”.  In  the  Idiots’  Act  of 
1886  and  the  1913  Act,  mental  deficiency  was  a condition  “existing  from  birth  or 
from  an  early  age”,  and  Wedgwood(3)  in  the  1913  debates  stated  without  being 
corrected, 

“ I am  given  to  understand  that  the  Home  Secretary  interprets  early  age  to 
mean  the  age  of  two  or  three.” 

The  1927  Amending  Act  defined  the  condition  as  one  of  arrested  or  incomplete 
development  of  mind  existing  before  the  age  of  18  years.  This  was  a considerable 
official  extension,  although  in  practice  the  phrase  “ from  an  early  age  ” was  being 
interpreted  in  a variety  of  ways,  and  in  some  areas,  it  would  appear  that  anyone 
under  30  was  being  treated  as  “ of  early  years  ”.  (The  purpose  of  an  age-limit  is 
to  guard  against  inaccurate  diagnosis  of  mental  deficiency  in  circumstances  where 
injury,  illness,  senility  or  other  cause  may  produce  later  in  life  symptoms  similar 
to  those  of  mental  deficiency.) (*) 


(*)  “ Evening  News  ”,  21.1.1952. 

(2)  Hansard,  28.7.1913,  LVI-150. 

(3)  Hansard,  28.7.1913,  LVI-150. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  COUNCIL  FOR  CIVIL  LIBERTIES 


811 


In  view  of  the  specific  requirements  of  the  1927  Act,  we  were  concerned  to  find 
that  in  a number  of  cases  referred  to  us  for  advice,  detention  orders  had  been 
made  after  the  patient  was  18,  that  he  or  she  had  not  been  sent  to  a school  for  the 
educationally  sub-normal  and  that  parents  were  unaware  of  any  previous  suggestion 
of  sub-normality. 

In  consequence,  a number  of  letters  were  sent  to  the  Board  of  Control  mentioning 
specific  cases,  asking  them  to  confirm  that  the  original  detention  order  was  made 
when  the  patient  was  over  18  years  of  age  and  asking,  if  there  was  evidence  that  the 
patient  was  retarded  mentally  before  he  reached  the  age  of  18  years.  The  Board 
replied  collectively  to  some  six  of  these  letters,  in  May,  1951,  in  the  following 
terms 

“ I am  directed  by  the  Board  of  Control  to  refer  to  your  recent  letters  in  the 
case  of  the  above-named  patients  in  which  you  asked  the  Board  to  inform  you 
whether  there  is  evidence  that  the  patient  in  question  was  mentally  retarded 
before  reaching  the  age  of  18  years  and  to  state  that  this  is  a matter  which  the 
Authority  or  Court  making  the  order  is  obliged,  having  regard  to  the  provision 
of  Section  1 of  the  Mental  Deficiency  Act,  1913  (as  subsequently  amended), 
to  consider  at  the  time.  . . . There  is  no  information  in  the  possession  of 
the  Board  to  lead  them  to  suppose  that  the  Authorities  or  Courts  making  the 
orders  in  the  above-named  cases  did  not  consider  the  matter  in  each  case.” 

The  Board  were  possibly  unaware  of  the  fact  that  many  of  the  textbooks  and 
documents  likely  to  be  consulted  by  magistrates  in  this  connection  are  completely 
misleading  in  their  information  (Section  F. — Inaccurate  Information) ; but  even  so 
it  is  still  difficult  to  understand  why  they  accepted  no  obligation  to  investigate  the 
matter  in  the  cases  referred  to  them. 

In  order  to  ascertain  if  the  Board  required  evidence  of  educationally  sub-normal 
notification  to  be  submitted  with  an  order  made  after  the  age  of  18  years,  we  wrote 
them  in  the  case  of  Bernard,  detained  at  the  age  of  19.  We  asked  if  the  Board 
had  any  information  to  suggest  that  the  patient  had  been  reported  as  educationally 
sub-normal.  Their  reply  in  March,  1954,  stated : — 

“ The  Board  are  unable  from  the  information  in  their  possession  to  inform 
you  definitely  whether  Bernard  was  ever  reported  as  educationally  sub-normal.” 
It  is  clear  that  no  documentary  evidence  on  this  matter  is  called  for  and  it  appears 
that  in  a number  of  local  authority  areas  and  in  a number  of  courts,  no  notice 
whatsoever  is  being  taken  of  the  provision  of  the  Act  that  the  arrested  condition 
of  mind  must  have  existed  before  the  age  of  18  years.  Moreover,  the  Board  of 
Control’s  interpretation  of  its  functions  as  the  body  responsible  for  matters  con- 
cerned with  the  liberty  of  the  subject  does  not  extend  to  making  enquiries  to 
ascertain  if  this  fundamental  provision  of  the  Act  is  being  operated.  It  is  difficult, 
in  view  of  answers  of  this  character,  to  see  on  what  the  Board  bases  its  claim 
to  be  concerned  with  the  liberty  of  the  subject. 

19.  Pressure  to  certify 

There  is  unfortunately  evidence  to  suggest  that  medical  officers  sent  to  examine 
a child  or  young  person  are  not  in  all  cases  free  agents  when  they  do  so.  Perhaps 
the  most  revealing  example  of  this  can  be  found  in  the  following  extract  from  the 
Medical  Defence  Union’s  Annual  Report  for  1949-50,  which  describes  how  a 
doctor  was  instructed  by  his  superior  to  certify  a child  as  mentally  deficient:  — 

“ A member  who  is  a Divisional  Medical  Officer  of  a County  Council  and  a 
Notifying  Officer  in  mental  deficiency  sought  the  Secretary’s  advice  on  a matter 
of  professional  conscience.  A child  whom  he  examined  to  assess  her  educability 
had  a low  intelligence  quotient,  and  her  history  disclosed  many  conflicting 
assessments  and  contrary  psychiatric  prognoses.  The  member  decided  that 
without  a trial  period  in  a special  school,  it  would  be  wrong  to  certify  her 
as  mentally  deficient.  He  then  received  a letter  from  his  chief  requesting  him 
to  re-examine  the  child  and  certify  her  as  mentally  deficient.  The  member 
protested  and  asked  the  Medical  Officer  concerned  to  confirm  that  his  instruc- 
tions were  to  re-examine  the  child  not  in  order  to  arrive  at  an  opinion  but 
with  the  object  to  certify  her  as  mentally  deficient.  The  Medical  Officer 
confirmed  his  instructions  in  that  form.  When  the  member  visited  the  child 
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he  found  her  ill  in  bed  and  was  unable  to  make  an  assessment  of  her  mental 
condition ; but,  after  examination,  he  reviewed  her  history  and  adhered  to  his 
previous  opinion  that  she  should  be  given  a fair  trial  in  a special  school  before 
certification.  He  believed  that  his  professional  judgment  and  conscience  were 
of  first  importance  in  the  case  and  that  departmental  routine  was  a secondary 
consideration.  He  expected,  however,  that  if  he  remained  loyal  to  his  con- 
victions personal  repercussions  would  arise  and  he  accordingly  desired  confirma- 
tion of  the  attitude  he  had  seen  fit  to  adopt.  The  member  was  assured  that 
he  was  acting  correctly  in  maintaining  that  he  had  a responsibility  professionally 
and  legally  for  his  own  acts  or  omissions.  When  the  Union’s  advice  was  ipade 
known  to  the  official  who  instructed  our  member  to  act  in  the  manner  described, 
the  directive  was  withdrawn.” 

A further  example  of  pressure  to  certify  can  be  seen  in  the  following  extract  from 
an  evening  newspaper  in  1951  : — 

“ CERTIFY  BOY? 

An  Outrage — Magistrate 

The  problem  of  17  year  old  Colin  reported  to  be  too  old  for  an  approved 
school,  unsuitable  for  Borstal  and  in  need  of  institutional  training,  came  before 
a magistrate  today. 

Colin,  who  lives  with  his  mother,  had  been  certified  as  feeble-minded  under 
the  Mental  Deficiency  Act  by  a County  Council  doctor,  and  in  need  of  care 
and  supervision.  The  magistrate  said  that  a second  doctor’s  opinion  was  that 
Colin  was  not  a mental  defective. 

A County  Council  solicitor  said  that  if  the  magistrate  made  an  Order  on 
Colin  under  the  Mental  Deficiency  Act  there  was  a vacancy  at  an  institution 
where  he  would  receive  training  and  supervision. 

The  magistrate:  ‘I  refuse  to  do  it;  it  would  be  an  outrage  to  do  it  as  a 
matter  of  convenience  to  dispose  of  a person  who  cannot  be  conveniently 
disposed  of  otherwise.’  ” 

(b)  Safeguards  when  Order  is  made 
20.  Detention  by  order  of  a Court  (Section  8,  1913  Act) 

This  applies  to  anyone  found  guilty  of  an  offence  punishable  in  the  case  of  an 
adult  with  imprisonment  or  any  child  found  liable  to  be  sent  to  an  approved  school 
under  the  Sections  of  the  Children  and  Young  Persons  Act  (1933)  which  correspond 
to  Section  58  of  the  Children  Act  (1908).  In  such  circumstances  the  Court  may, 
on  the  medical  evidence  before  it  (which  may  be,  and  often  is,  that  of  one  doctor 
alone),  make  a detention  order  under  the  Mental  Deficiency  Act. 

It  seems  likely  that  the  provisions  of  Section  8 are  used,  at  times,  by  magistrates 
in  the  belief  that  the  order  which  they  make  for  one  year  will  be  renewed  only  in 
very  exceptional  circumstances,  or,  if  renewed,  will  continue  only  for  a fairly  short 
period. 

Cases  occur  where,  of  two  or  more  young  people  found  guilty  of  the  same  offence, 
one  is  found  to  have  had  special  school  education  or  to  be  rather  backward.  It 
is  not  unusual  in  these  cases  for  the  backward  young  person  to  be  sent  off  to  a 
mental  deficiency  institution,  whilst  the  other,  who  is  guilty  of  the  same  offence, 
is  put  on  probation. 

In  the  same  way,  in  cases  where  young  people  appear  alone,  detention  orders 
are  made  on  those  who  have  had  education  for  the  educationally  sub-normal  in 
circumstances  when  it  is  difficult  to  see  why  the  probation  service  was  not  employed. 

In  the  case  of  Christine,  the  offence — if  it  was  an  offence — was  the  very  minor 
one  of  taking  someone’s  overcoat  to  wear  during  a rainstorm  and  then  arranging 
for  its  return.  The  girl  had  no  previous  convictions  of  any  kind,  yet  no  question 
of  the  probation  service  arose.  The  magistrate  even  refused  to  allow  the  girl  to 
withdraw  her  plea  of  “ Guilty  ”,  as  she  had  been  advised  to  do  when  she  was  able 
to  consult  a lawyer.  She  was  sent,  under  a detention  order,  to  a mental  deficiency 
institution. 
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However,  educational  sub-normality  is  not  a prerequisite  for  a detention  order 
in  a child  offender.  Donald,  with  normal  school  education,  has  now  been  held  for 
8r  years  following  a conviction  at  the  age  of  12  which  we  understand  was  made  for 
“ being  an  accessory  to  the  theft  of  a bicycle  lamp  ", 

Evidence  of  mental  deficiency  will  be  introduced  when  there  is  no  suggestion  of 
mental  abnormality  in  the  offence  which  is  the  subject  of  the  charge.  The  effect 
of  this  may  be  to  initiate  a detention  of  thirty  or  more  years  for  a larceny. 

Thus  a recent  decision  of  a Commissioner  of  National  Insurance^)  gives  details 
of  a case  of  a thirty  years’  detention  for  larceny  and  housebreaking  suffered  by  a 
man  who  was  quite  capable  of  being  sent  out  on  licence,  of  earning  his  own  living 
and  qualifying  to  claim  national  insurance.  He,  however,  may  not  obtain  national 
insurance  if  he  returns  to  the  hospital  for  any  reason.  He  is  held  to  be  still  in  lawful 
custody  because  of  his  criminal  offence.  This  decision  has  recently  been  upheld 
by  the  Queen’s  Bench  Division  in  rejecting  an  application  for  certiorari. 

It  is  a common  practice  for  officers  of  the  Ministry  of  Health  and  Board-  of  Control 
to  inform  parents  or  others  making  complaints  on  this  score,  that  the  detention  of 
the  person  has  nothing  to  do  with  the  offence  and  that  he  or  she  is  being  held  solely 
because  of  his  or  her  mental  condition  and  need  for  care  and  protection.  The 
decision  of  the  Commissioner  of  National  Insurance  makes  nonsense  of  this  claim. 

Perhaps  the  most  remarkable  characteristic  of  this  form  of  detention  is  that  any 
individual  ordered  to  be  detained  (unless  he  has  relatives  or  friends  acting  for  him) 
loses  his  right  to  make  any  appeal  in  connection  with  his  conviction  or  sentence. 

Anyone  convicted  of  an  offence  and  sent  to  prison  is  given  information  concerning 
his  appeal  rights.  He  is  supplied  with  an  appeal  application  form  and  the  services 
of  an  Appeals  Clerk  to  give  him  any  technical  information  he  may  require.  No 
such  facilities  are  given  to  the  person  who,  in  consequence  of  a conviction,  is  detained 
in  a mental  deficiency  institution. 

The  Home  Office  advised  us  in  December,  1953,  after  some  months  of  considera- 
tion, that  they  had  been  informed  by  the  Board  of  Control : — 

“ . . . that  it  has  never  been  regarded  as  any  part  of  the  duty  of  the  institution 
or  hospital  authorities  to  furnish  a patient  with  advice  as  to  his  rights  of  appeal 
against  a decision  of  a Court  and  that  this  has  been  regarded  as  a matter  for 
the  relatives  or  the  patient  and  any  legal  adviser  employed  by  them  . . .” 

From  this  it  is  clear  that  the  patient  without  a legal  adviser  and  without  relatives 
able  and  willing  to  act,  gets  no  facilities  at  all,  although  he  would  have  received 
facilities  if  he  had  been  sent  to  prison.  The  Board  of  Control  had  previously 
informed  us  in  November,  1950,  that  their  records : — 

"...  do  not  contain  particulars  of  any  case  in  which  a conviction  which  has 
preceded  the  making  of  an  order  under  Section  8 of  the  Mental  Deficiency  Act, 
1913,  has  been  set  aside  on  Appeal.” 

We  consider  it  impossible  for  there  not  to  have  been  a number  of  errors  in  the 
course  of  the  many  thousands  of  cases  dealt  with  under  this  Section  in  the  thirty-six 
years  during  which  the  Act  had  then  operated.  In  the  case  of  Desmond  (Section  G : 
Illegal  Detentions),  the  man  was  undoubtedly  detained  illegally  for  twelve  years. 

A further  point  which  arises  is  that  the  fact  that  a judicial  process  is  necessary 
frequently  seems  to  be  forgotten  in  these  cases.  Thus  in  the  case  of  Edward  in 
March,  1951,  the  representative  of  the  mental  deficiency  institution  came  to  collect 
his  ration  book,  after  the  young  man  had  been  found  guilty  and  had  been  medically 
examined,  but  before  the  Magistrates’  Court  had  met  to  decide  if  they  were  going  to 
make  a detention  order.  The  decision  the  Court  had  to  take  was  by  no  means  purely 
nominal,  particularly  as  the  young  man  was  19|  years  old,  had  been  to  a normal 
school  and  there  appeared  to  have  been  no  evidence  that  an  arrested  development 
of  mind  existed  before  he  was  18  years  of  age. 

(’)  Ref.  R(S)  21/53.  ~ 
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21.  Detention  by  transfer  from  approved  school  or  prison  (Section  9,  1913  Act) 

In  the  case  of  detention  orders  made  by  transfer  from  prison  or  approved  school, 
the  Home  Secretary  makes  an  order  based  on  the  evidence  of  two  medical  practi- 
tioners. The  effect  of  this  order  is  to  make  the  sentence  indefinite  “ 

by  administrative  action.  There  is  no  hearing  and.  ge ner ally,  : no  c 
the  family  doctor.  At  the  end  of  1951  only  four  out  of  forty-two  lull  time  Irison 
Medical  Officers  held  psychological  qualifications. 

It  differs  in  its  effect  from  the  certification  of  a convicted ‘Prif  nTt hTsfatas 

unsound  mind,  since  the  prisoner  certified  as  insane  by  averting  fro™  the  stag 
of  a criminal  lunatic  to  that  of  an  ordinary  certified  pel  son  at  the  end  ot  his 
sentence  may  have  his  discharge  ordered  immediately  by  the  nearest  relative  unless 

of  course,  refease  is  barred  on  grounds  that  he  ? tdan8He r°Ul1l tnll^deficient8  8 

No  such  powers  operate  in  respect  of  a person  detained  as  mentally  deficien  . 

A particularly  reprehensible  use  of  the  powers  of  detention  occurs  in  cases  where 
the  detention  is  made  after  completion  of  the  sentence  or  on  the  last  available  day. 


In  the  case  of  Frederick  who  was  sentenced  to  four  years  imprisonment  when 
fifteen  years  of  age,  and  who  had  not  been  reported  earlier  as  being  in  any  way 
mentally1 deficient  ihe  boy  was  allowed  to  serve  two  and  a half  years  of  he 
imprisonment.  A detention  order  was  then  made  a fortnight  before  he  attained  the 
age  of  eighteen.  (Since  there  was  no  previous  evidence  of  deficiency,  this  was  the 
last  date  on  which  a lawful  order  could  have  been  obtained.)  It  remained  in  force 
until  the  Visitors,  when  he  was  twenty-one,  discharged  the  young  man. 

Edmond  was  brought  before  the  Court  on  a charge  of  assault ; although  he  had 
been  reported,  as  a child,  as  needing  special  education,  the  Court  decided  to  punish 
him  as  a normal  person  and  sentenced  him  to  six  months  imprisonment.  It  appears 
that  he  served  the  full  period  of  that  sentence  and  was  then  transferred  to  a mental 
deficiency  institution  where,  by  1950,  he  had  been  kept  another  fifteen  years. 

Frank  was  in  1943,  sent  to  prison  for  three  months  for  theft  and  served  the  term 
of  imprisonment.  Although  proceedings  for  a detention  order  under  Section  9 were 
initiated,  they  were  not  completed.  Possibly  the  Home  Secretary  was  unwilling 
to  make  an  order  on  a man  of  twenty-one  years,  who  had  been  educated  at  an 
ordinary  school  and  in  whose  case  there  appears  to  have  been  no  evidence  of  an 
arrested  or  incomplete  development  of  mind  existing  before  the  age  of  eighteen. 

Nevertheless,  on  completion  of  his  sentence  he  was  not  freed  but  sent  to  an  insti- 
tution where  a detention  order  on  petition,  under  Section  6 was  made,  under  which 
he  has  been  detained  for  a further  eleven  years.  It  is  not  known  how  he  was 
held  to  have  been  “ subject  to  be  dealt  with  ”,  or  what  authority  existed  for  his 
detention  after  completion  of  sentence. 


There  may  have  been  good  grounds  for  punishment  in  some  or  all  of  these 
cases  ; there  may  have  been  good  grounds  for  holding  that  the  man  was  liable  to 
detention  as  mentally  deficient.  There  can,  however,  be  no  justification  tor  rirst 
inflicting  full  punishment  and  then  further  detaining  as  mentally  deficient. 

A further  point  which  arises  is  that  detentions  by  transfer  from  approved  schools 
are  made  where  the  Court  itself  could  not  have  made  a detention  order  under 
Section  8 of  the  Act. 


Gladys  was  brought  by  her  mother  before  the  Juvenile  Court  under  Section  64 
of  the  Children  & Young  Persons  Act  (1933)  after  the  girl  had  had  an  experience 
of  very  grave,  mishandling.  She  was  fifteen  and  a half  years  of  age  and  had  attended 
normal  school.  The  action  was  taken  by  the  mother,  after  consultation  with  the 
National  Society  for  the  Prevention  of  Cruelty  to  Children.  With  the  mothers 
agreement,  an  approved  school  order  was  made  to  operate  until  the  girl  was  eighteen. 
The  Court,  we  understand,  would  not  be  empowered  to  make  a mental  deficiency 
order  in  such  circumstances : nevertheless,  after  the  girl  had  been  a few  months 
in  the  approved  school,  a detention  order  was  made  under  Section  9 of  the  Mental 
Deficiency  Act  without  any  consultation  with  the  mother,  and  the  girl  was  removed 
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to  a mental  deficiency  institution.  This  order,  too,  remained  in  force  until  the 
visiting  justices,  when  the  girl  was  twenty-one,  had  the  facts  presented  to  them 
by  a solicitor.  They  immediately  ordered  the  girl’s  discharge. 

It  should  be  remembered  that  in  all  these  cases  the  child  or  young  person 
has  already  appeared  before  a court  and  the  court  has  decided  to  treat  that  person 
as  within  the  normal  range. 

22.  Detention  based  on  report  on  leaving  school  (Section  2 (1)  (b)  (V),  1913  Act) 

Many  detention  orders  for  the  non-delinquent  feeble-minded  category  occur  on 

the  basis  of  a report  made  at  the  age  of  sixteen  on  completion  of  education  at  a 
school  for  the  educationally  sub-normal.  The  dangers  of  any  definite  classification 
of  these  children  at  the  age  of  sixteen  can  be  seen  from  any  statistics  of  the 
incidence  of  mental  deficiency  in  which  the  figures  for  children  are  separated  from 
the  figures  for  adults.  The  incidence  is  at  least. twice  as  high  for  children  as  it  is 
for  adults  and  selective  mortality  can  only  account  for  a small  part  of  this  differ- 
ence. Moreover,  there  is  a marked  variation  in  the  incidence  throughout  child- 
hood, the  figure  rising  to  a maximum  at  the  age  of  twelve  and  then  falling. 
Clearly,  much  of  what  is  classified  as  sub-normality  in  childhood  is  in  fact  a sign 
of  slower  development  which  is  made  up  in  later  years. 

Detentions  appear  to  be  made  frequently  on  the  basis  of  the  home  circumstances 
rather  than  the  severity  of  the  deficiency.  In  the  case  of  orphans,  we  understand 
that  detention  is  almost  automatic,  irrespective  of  level  of  intelligence.  We  are 
told  that  the  only  alternative  way  of  dealing  with  an  orphan  in  this  situation  is 
for  an  officer  of  the  local  health  authority  to  take  the  child  under  a guardianship 
order. 

Both  Harold  and  Horace  have  told  us  that  although  attending  normal  school 
from  orphanage  up  to  the  outbreak  of  the  last  war,  they  were  evacuated  from  a 
large  city  to  a residential  school  for  the  educationally  sub-normal  in  the  country. 
There  they  were  treated  as  educationally  sub-normal  and  at  the  age  of  sixteen, 
transferred  to  mental  deficiency  institutions.  Neither  of  these  men,  in  correspond- 
ence and  in  interview,  show  any  sign  of  mental  deficiency  or  educational  sub- 
normality which  can  be  recognised  by  a layman.  Harold,  now  discharged,  is  in 
the  army ; Horace,  still  detained  after  thirteen  years,  states  that  he  was  given 
what  may  have  been  an  informal  test  a few  days  before  his  transfer  and  was 
then  taken  to  the  county  headquarters.  He  says  that  he  was  told  he  was  being 
sent  away  for  three  months  to  learn  something  about  carpentry,  after  which  he 
Would  be  put  into  a job.  He  alleges  that  nothing  was  said  to  him  about  the 
purport  of  the  interview  at  the  county  headquarters  and  that  he  did  not  know 
he  was  in  a mental  deficiency  institution  until  his  situation  was  explained  to  him 
by  other  patients. 

23.  Parent’s  consent  (Section  6 (3)  (a),  1913  Act) 

In  the  case  of  a non-delinquent  child  or  young  person,  whose  parents  are  alive 
and  can  be  found,  parent’s  consent  must  be  obtained,  or  be  found  to  be  unreason- 
ably withheld.  Amongst  the  forty-one  statutory  forms  incorporated  in  the  Mental 
Deficiency  Regulations,  there  is  none  for  parent’s  consent  and  local  authorities 
do  just  as  they  please.  Some  local  authorities  have  a printed  consent  form  with 
an  explanatory  footnote  but  this  is  not  a statutory  requirement.  The  standard 
explanatory  footnote  reads  as  follows : — 

“ It  must  be  understood  that  the  consent  to  be  given  above  is  not  in  respect 
of  any  definite  period.  If  an  order  is  made,  it  will  be  considered  by  the 
visiting  justices  in  accordance  with  the  provisions  of  the  Mental  Deficiency 
Act,  1913,  i.e.  at  the  end  of  the  first  year,  again  at  the  end  of  the  second 
year  and  thereafter  (if  the  order  is  continued)  at  the  end  of  each  subsequent 
period  of  five  years.  In  addition,  special  consideration  takes  place  when  the 
patient  reaches  the  age  of  21  years.” 

Although  this  footnote  states  that  the  consent  is  not  in  respect  of  any  definite 
period,  it  does  not  make  it  clear  that  consent  once  given  can  never  be  withdrawn 
and  parents  are  generally  shocked  when  they  later  ascertain  the  consequence  of 
their  action. 
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One  County  Council’s  printed  form  is  in  fact,  not  a f°r“  °°"?entT/°.  a" 
order  at  all  and  would  probably  be  held  to  be  invalid,  if  challenged.  It  is  a 
consent  to  a petition  being  presented  for  an  order  ; it  does  not  specify  if  the  order 
is  to  be  one  of  detention  or  of  guardianship  and  does  not  even  mention  detention 
or  guardianship.  It  would  be  quite  possible  to  obtain  parents  signatuie  to  such 
a form  in  the  belief  that  they  were  consenting  to  guardianship  and  for  the  justice 
to  decide  later  that  the  case  should  be  dealt  with  by  detention.  It  would  even 
be  possible  to  obtain  parents’  signature  without  their  having  any  understanding 
of  what  was  involved. 

The  accounts  given  by  parents  of  verbal  explanations  of  social  workers  endeavour- 
ing to  secure  parents’  consents,  do  not  tell  a pleasant  story  ; in  the  case  of  George 
(later  found  to  be  in  no  way  mentally  deficient),  the  mother  states  she  was  told 
hat  if  She  signed  the  form,  all  it  would  mean  was  that  her  son  would  get  a special 
training  conrfe.  In  the  case  of  Hilda,  both  the  grandmother  and  the  father  have 
asserted  in  writing,  that  they  were  told  that  the  place  to  which  the  girl  would  be 
sent  was  not  really  a mental  deficiency  institution. 

The  brother  of  Iris  states  that  the  cross  of  their  illiterate  father  in  1920  on  a 
document  which  was  not  read  to  him  and  which  he  was  told  was  a consent . to 
a three  years  domestic  training  course,  placed  his  sister  in  detention.  He  states 
she  was  still  held  in  detention  in  1950,  at  the  age  of  50,  although  he  claims  she 
had  been  considered  fit  to  be  in  sole  charge  of  an  invalid,  when  on  licence. 

The  Act  contains  the  provision  that  parent’s  consent  shall  not  be  deemed  to 
be  unreasonably  withheld  if  withheld  with  the  bona  fide  intention  of  benefiting 
the  patient.  The  manner  in  which  this  is  interpreted  is  subject  to  no  check  by 
public  hearing  or  appeal  and  numerous  examples  could  be  quoted  of  parents  who 
have  shown  by  many  years  of  struggle  for  the  freedom  of  their  children,  that 
they  have  no  intention  other  than  that  of  benefiting  their  children,  but  where  never- 
theless. the  decision  was  taken  that  they  were  without  that  intention. 

24.  The  judicial  authority  and  petitions  (Section  6,  1913  Act) 

Just  as  in  the  cases  of  detention  orders  made  by  a court,  there  seems  to  be  no 
realisation  by  some  medical  authorities  that  the  making  of  a detention  order  on 
petition  is  a iudicial  action.  Thus  in  the  case  of  Ivy  (paragraph  43),  the  mother 
was  told  in  a letter  from  the  Medical  Officer  of  Health,  that  a fresh  petition  was 
to  be  presented  to  a magistrate.  The  letter  continued: — ■ 

“If  you  would  like  to  be  present  when  the  documents  are  signed,  I shall 
be  glad  if  you  will  attend  at  my  office  ...  As  soon  as  the  documents  have 
been  completed.  Ivy  will  be  taken  back  to  the  hospital. 


Although  the  girl  was,  at  the  time  the  letter  was  written,  held  in  illegal  detention, 
and  although  there  were  no  categories  in  the  Mental  Deficiency  Acts  under  which 
she  could  conceivably  have  been  held  to  have  been  “ subject  to  be  dealt  with  , 
it  never  occurred  to  the  Medical  Officer  of  Health  that  he  would  have  any  difficulty 
in  getting  a magistrate  to  make  an  illegal  detention  order.  The  experience  of 
Alice  (paragraph  44)  should  be  noted  in  this  connection. 


25.  Detention  on  petition  after  leaving  school 

A number  of  detentions  are  made  after  the  young  person  has  left  school  when 
there  is  no  evidence  of  any  breach  of  the  law,  or  of  an  inability  to  earn  a living. 
Some  of  these  are  made  on  young  people  who  have  gone  through  their  school 
days  without  being  reported  as  educationally  sub-normal  and  it  would  appear  that 
both  the  medical  evidence  and  the  check  made  of  the  evidence  of  fact  is  inadequate, 
especially  in  the  case  of  an  antagonistic  parent. 

Joan  gives  the  following  account  of  the  circumstances  of  her  detention:  she 
had  been  removed  from  her  mother’s  care  at  the  age  of  eleven  months  on  the 
grounds  of  “ cruelty  ”,  Her  mother  got  back  the  custody  of  Joan  when  the  girl 
was  eleven  years  old  but  at  the  age  of  fourteen  she  was,  once  again,  taken  into 
the  care  of  an  uncle.  At  the  age  of  16,  she  returned  a second  time  to  the  mother 
at  the  mother’s  request,  and  endeavoured  to  live  peaceably  with  her  for  about  _ a 
year.  In  1938,  when  nearly  eighteen  years  of  age,  she  found  the  situation  unsatis- 
factory, left  home  and  stayed  the  night  with  a girl  workmate.  She  went  to  work 
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next  morning  intending  to  obtain  a residential  domestic  post,  but  found  that  her 
mother  had  been  to  the  police.  She  was  detained  in  a home  for  a short  period 
and  then  made  the  subject  of  an  order  under  the  Mental  Deficiency  Act.  She 
was  detained  for  nine  years  when,  after  two  unsuccessful  attempts  she  escaped,  took 
on  an  assumed  name,  maintained  an  independent  existence  without  identity  card 
or  ration  book,  then  married  and  established  a home.  She  evaded  detection  for 
the  three  and  a half  years  necessary  for  the  order  to  expire  and  has  since  emigrated. 

This  is  her  independent  medical  report:  — 

“ Joan  was  given  four  tests  and,  whereas  her  attainment  with  verbal  material 
is  not  greatly  above  the  level  at  which  certification  is  considered,  although  not 
usually  undertaken,  when  given  the  full-scale  test,  the  performance  test,  and 
the  matrices,  she  was  well  above  the  level  at  which  certification  under  the 
Mental  Deficiency  Act  would  be  considered. 

Her  performance  I.Q.  is  94,  and  the  Progressive  Matrices  approximate  equiva- 
lent I.Q.  is  90  ; with  the  full-scale  Wechsler-Bellevue  Intelligence  test  she  was 
83.  Her  reading  age  is  over  13.  This  report  confirms  my  own  observation. 
They  indicate  quite  clearly  that  she  has  had  to  pay  the  price  of  a most  un- 
fortunate childhood  and  of  having  an  antagonistic  mother  and  of  being  certified 
incorrectly  as  defective  under  the  Mental  Deficiency  Act.  That  this  is  the  case 
is  confirmed,  in  my  opinion,  by  the  life  she  had  led  and  the  marriage  she  has 
now  attained  following  achieving  her  freedom  as  an  adult  managing  her  own 
affairs.” 

It  is  difficult  to  see  what  authority  existed  for  her  detention  prior  to  the  order 
being  made.  She  alleges  in  the  same  way  as  Harold,  Horace  and  others  allege, 
that  no  explanation  was  given  her  at  the  judicial  hearing  when  the  detention  order 
was  made,  nor  was  she  asked  any  questions  or  given  a chance  to  speak.  It  is 
also  difficult  to  see  how  she  could  lawfully  have  been  found  “ subject  to  be  dealt 
with”.  She  might  have  been  made  the  subject  of  representation  by  her  mother, 
under  Section  2 of  the  1927  Amending  Act,  that  she  was  in  need  of  care  and  training 
not  available  at  home ; whether  or  not  this  was  so,  it  would  seem  that  the  mother’s 
account  played  a considerable  part  in  the  decision  to  apply  for  a detention  order, 
despite  the  history  of  her  childhood. 

There  appears  to  be  no  effective  check  on  the  accounts  given,  as  hearsay  and 
unsworn  evidence,  in  cases  of  this  character. 

26.  Detention  of  orphans  after  leaving  school 

The  safeguards  of  the  Act  appear  to  be  weakest  for  the  orphan  who  presents 
a problem  to  the  local  authority  in  whose  care  he  or  she  has  been  placed. 

According  to  evidence  supplied  by  the  patient  and  confirmed  by  his  married  sister, 
Lionel  was  sent  out  from  the  orphanage  in  which  he  had  been  brought  up,  to  work 
for  a farmer  at  a wage  of  one  shilling  per  week.  He  returned  to  the  orphanage 
and  was.  sent  to  another  situation  where  he  was  accused  of  a theft,  which  he  denies, 
and  says  he  was  beaten  by  the  employer.  He  wrote  to  the  orphanage  asking  to  be 
taken  away ; he  was  then  taken  back  and  a little  later  a detention  order  made  at 
the  Town  Hall.  It  is  difficult  to  see  how  he  could  lawfully  have  been  found  “ subject 
to  be  dealt  with  ”,  but  it  is  not  easy  to  pursue  this  further,  as  the  Board  of  Control 
refuse  to  let  us  see  a copy  of  the  detention  order. 

Here  is  the  conclusion  of  his  independent  medical  report:  — 

“On  the  ‘L’  Revision  he  has  an  I.Q.  of  103.  Both  his  conversation  and  the 
result  of  testing  indicate  quite  clearly  that  he  cannot  be  properly  detained  as 
a defective  within  the  meaning  of  the  Mental  Deficiency  Act  and,  in  my  opinion, 
steps  should  be  taken  immediately  to  deal  with  this  anomalous  situation.” 

This  is  a reference  from  an  employer  for  whom  he  has  worked  on  day-licence:  — 
“I  am  pleased  to  accede  to  the  request  of  Lionel  in  testifying  that  he  has 
given  me  every  satisfaction  during  the  past  six  months  as  a gardener  and 
handyman. 

His  appearance  is  always  neat  and  tidy.  He  is  polite  and  always  willing  to 
undertake  any  task.  He  is  punctual,  reliable  and  conscientious.” 
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and  has  assisted  in  preventing  him  getting  a copy  of  that  report.  (P  g P 

In  the  case  of  another  patient,  the  steps  to  detention  were  summed  ^ 

The  following  independent  medical  report  on  Lilian,  with  normal  school  education, 
aeed  forty,  tells  its  own  story : — A 

“ Lilian  gives  me  to  understand  until 

twelve.  She  was  attending  a normal  school.  f e contI““  she  teUs  me 
she  cached  the  age _o fourteen  and  left  in  ^ „ fenoy 

that  from  the  age  of  iourteen  t0  In® , g nf  seventeen  she  Went  into  service 
leather  merchants  as  a learner  th  g ^ She  then  became  ill  with 

iSirate  Tg7o"e"  'tells  me*1  sL°  waf  ttffied 

Frot^tototory  I am  not  able  to  obtain  evidence  of  a defect  existing  under 

liisaa"'® 

of  five  superior  adult  tests.  She  failed  the  tests  at  a higher  level, 
her  acute  apprehension. 

Nevertheless,  she  is  certainly  not  less  than  a 25  percentile.  To  my  judgment 
she  is  much  higher  than  this. 

The  results  indicate  quite  clearly  that  she  is  not  in  my  opinion,  in  any  sense 
certifiable  under  the  Mental  Deficiency  Act  as  feeble-minded.  The  order  should 

be,  in  my  opinion,  discharged  forthwith.” 

Although  we  drew  the  attention  of  the  Board  of  Control  to  this  case  in  1950, 
the  woman  is  still  under  a detention  order. 

Tt  wnilM  aDnear  that  in  some  areas,  mental  deficiency  institutions  have  become 
dumpTtr  orphans  who  provide  problems  for  local  authorities,  and  that  they  are 
detained,  without  any  reference  to  their  level  of  intelligence. 

(c)  Procedure  on  Review 

27.  Report  by  Visitors  (Section  11,  1913  Act) 

Tt  is  we  believe  general  practice  for  the  Visitors  to  see  in  one  day  all  patients 
in  an  institution  coming  up  for  review  during  the  quarter.  In  the  larger  institutions, 
with  about  two  thousand  patients,  this  means  that  cases  are  reviewed  by  the  Visitors 
Tt  the  rate  If  over  one  hundred  per  day.  In  the  course  of  this  review  the  Visttors 
draw  up  a report  on  each  patient  to  cover  the  following  points:  — 

(a)  His  mental  condition. 

(b)  The  means  of  care  available  if  discharged. 

Th„,  assess  whether,  in  their  opinion,  it  is  still  necessary  for  him  to  be 

detained  and  add  that  opinion  to  their  report.  They  do  all  this  at  the  rate  of  over 
one  hundred  cases  per  day. 

A High  Court  Judge  recently  strongly  criticised  an  Agricultural  Tribunal  which 
in  the  course  of  one  day’s  sitting,  took  a decision  on  the  property  rights  of  fifteen 
landowners.  The  Judge  considered  the  amount  of  time  spent  quite  inadequate  to 
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determine  so  important  a matter.  We  will  not  attempt  to  comment  on  a situation 
where  the  next  five  years’  detention  of  men  and  women  is  largely  determined  on 
the  basis  of  reviews  conducted  at  the  rate  of  over  one  hundred  per  day. 

So  unimportant  has  the  lay  element  become  in  some  areas,  that  in  the  report 
of  the  Statutory  Visitors  for  one  County  all  the  statistical  information  is  in  the 
report  of  the  Medical  Visitors,  where  the  lay  Visitors  are  formally  thanked  by  the 
Medical  Visitors  for  having  attended.  The  accounts  disclose  that  it  is  the  practice 
there  to  pay  the  Medical  Visitors  two  guineas  for  each  report  signed. 

The  Act  provides  that  the  Visitors  shall  report  on  the  means  of  care  that  would 
be  available  if  the  patient  were  discharged.  It  might  be  assumed  that  it  was  the 
intention  of  the  legislature  that  evidence  on  this  should  be  presented  to  the  Visitors 
by  the  parents,  relatives  or  others  able  to  provide  such  care.  The  Regulations  made 
under  the  powers  granted  by  the  Act,  however,  lay  down  that  the  report  on  alternative 
means  of  care  shall  be  presented  by  the  Medical  Superintendent  (Regulation  99  (2)). 
Parents  have  no  right  of  appearance  or  representation.  They  are  frequently  not 
told  when  the  review  will  take  place.  Sometimes,  a social  worker  calls  to  obtain 
information  on  home  conditions,  sometimes  no  visit  is  paid  at  all  and  the  report 
presented  by  the  Medical  Superintendent  is  based  on  either  out-of-date  information 
or  on  hearsay  information. 

It  may  be  that  the  Medical  Superintendents  feel  that  the  cases  still  require 
institutional  care  irrespective  of  the  alternative  means  available,  but  in  that  event 
they  should  argue  the  case  before  the  Visitors,  not  fail  to  provide  them  with  the 
information. 

The  procedure  practised  should  be  contrasted  with  the  assurance  given  by  the 
Home  Secretary^)  on  this  Clause  during  the  Report  Stage  in  the  House  of 
Commons,  when  he  stated:  — 

“In  Clause  11,  there  is  ample  power  in  the  first  year,  the  second  year,  or  at 
any  time,  and  the  parent  of  a child  in  an  institution  has  only  to  write  to  the 
Board  of  Control  and  say,  ‘ My  circumstances  are  such  that  I have  the  means 
to  look  after  it’  and  the  Board  of  Control  would  instantly  consider  the  case 
and  release  the  child.” 

28.  Independent  medical  report  at  parents’  request  (Clause  11  (2),  1913  Act) 

The  1913  Act  provides  that  an  independent  medical  report  may  be  submitted  at 
time  of  consideration  of  renewal  of  an  order  by  any  relative  or  friend  or  by  the 
patient  himself.  Permission  for  an  independent  medical  examination  may  be  refused 
at  any  other  time. 

However,  in  the  case  of  Maurice,  permission  was  granted,  after  a press  campaign, 
for  an  independent  examination  at  the  institution  at  a time  other  than  that  of  the 
periodical  review.  Maurice  was  an  eight  year  old  boy  in  an  institution  for  “ violent 
and  dangerous  ” patients  under  the  direct  management  of  the  Board  of'  Control. 
Their  consent  to  the  examination  was  given  in  the  following  letter  to  the  boy’s 
mother,  in  June,  1952:  — 

“ I am  directed  by  the  Board  of  Control  to  refer  to  your  letter  of  the  30th 
ultimo  and  to  say  they  are  prepared  to  grant  the  necessary  facilities  for  your 
son  to  be  examined  by  an  independent  medical  practitioner  who  should  have 
experience  in  mental  deficiency.  The  examination  would  have  to  be  carried 
out  at  your  expense. 

The  doctor  selected  should  be  asked  to  communicate  direct  with  the  Medical 
Superintendent  with  a view  to  making  the  detailed  arrangements. 

I am  to  add  that  facilities  would  not  be  granted  to  a lay  educational 
psychologist  to  examine  your  son.” 

The  Board  of  Control  has  no  statutory  authority  to  demand  that  the  doctor  under- 
taking the  independent  medical  report  should  have  experience  in  mental  deficiency, 
although  they  appear  to  make  this  point  in  all  letters  to  the  parents  on  this  matter. 
They  are  perfectly  well  aware  that  many  detention  orders  are  made  on  the  evidence 
of  doctors  without  such  experience  and  that  there  are  only  a tiny  handful  of  doctors 
with  such  experience  in  private  practice.  

0)  Hansard,  28.7.1913,  LVI-226. 
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When  we  drew  attention  to  the  fact  that  the  Board  gave  no  indication  o£  how 
parents  could  find  a doctor  with  these  qualifications,  the  Board,  for  a shoit  whU 

^quiries!  employ, 

The  refusal  in  the  Board’s  letter  to 

object  of  the  Board.  . , 

The  expense  of  sending  a doctor  to  an  STrtMS 

it  beyond  the  reach  of  most  peopl  review  for  this  report  to  be  obtained 

alThough^uch  leave 

and  returned  the  same  day  in  the  care  of  a qualified  social  wor  . 

29  Independent  medical  report  at  request  of  patient  (Clause  11  (2),  1913  Act) 
"’since  the  Act  provides  that  - independent  S 

" Bet  such  a report. 

The  “tore  is  no' statator^procedure  whereby  a mental  defective  htoelf  m obtem 

£taut*» 

It^LarCm  this  letter  that  a statutory  right  has  existed  for  some  forty  years 
and  the  Board  is  unable  to  say  how  an  orphan  can  exercise  It. 

Although  financial  reasons  would  prevent  most  patients  from  exercising  this 

SHTSS  — 

to  meet  the  cost  of  the  independent  examination. 

We  had  in  the  meantime,  received  letters  from  Peggy  and  Rose  asking  us  to 

were^^r^^^eived'by^h^phie^s^v^wrote11^!!  th^  inshtuhonVi  September,  1950. 

ton  unabS  to  obtam  £corres- 

copies"^?'  th^corres^rnidenc^o  ^he^^ard^fhconhol'a^ing  them,^  ^Q^nj^nn^ 

tSf ? rePly8was  ^i"ti^  to  grant 

vou  permission  to  visit  these  two  patients. 

7 when  Reginald  made  a written  request  to  the  Board,  through  the  Statutory 
Visitors,  for  an  independent  medical  examination  and  for  legal  aid,  no  notice 
annears*  to  have  been  taken  of  his  request. 

Vhe  failure  of  the  Board  to  give  any  facilities  for  the  exercise  of  this  statutory 
rierht  continues  even  after  an  independent  examination  has  been  made.  Lionel 
l ! indenendent  examination  during  a day’s  absence  from  the  institution, 
he  was  gotag ^stmfght  ”o  the  institution,  he  arranged  for  lie  report  when 
Completed  tgo  bI  forwarded  to  our  Council.  The  report  showed  that  he  had,  an 
intelligence  above  normal  average  and,  in  the  opinion  of  the  experienced  doctor, 
was  not  mentally  deficient.  (Paragraph  26.) 
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In  consequence,  on  28th  November,  1952,  we  wrote  him  to  say  that  we  had 
received  a very  favourable  medical  report  and  would  get  in  touch  with  him  again. 
On  the  10th  December,  having  got  in  touch  with  his  sister,  we  wrote  him  again 
informing  him  that  she  would  be  willing  to  help  him,  and  asking  him  if  our  last 
letter  had  been  received.  Having  had  no  reply  by  the  16th  December,  we  wrote 
again  repeating  the  information  and  enclosing  the  letter  with  a covering  communica- 
tion to  the  Medical  Superintendent.  The  Medical  Superintendent  replied  on  the 
19th  December,  1952,  as  follows:  — 

“ Lionel 

Your  letters  addressed  to  the  above-named  have  been  received  at  this 
hospital  and  at  the  present  time  I do  not  propose  forwarding  them  as  they 
will  only  serve  to  unsettle  this  patient.” 

In  view  of  the  delays,  we  had  ourselves  forwarded  the  report  to  the  Board  of 
Control  with  a note  of  the  sister’s  willingness  to  assist.  They  replied  that  having 
consulted  the  Medical  Superintendent  and  the  Management  Committee,  they  were 
unable  to  discharge  the  order  but  that  it  was  expected  that  as  soon  as  his  condition 
warranted,  he  would  be  allowed  licence. 

In  August,  1953,  we  wrote  to  the  Board  of  Control  drawing  their  attention  to  the 
judgment  in  the  case  of  R.  v.  Statutory  Visitors  to  St.  Lawrence’s  Hospital  (ex  parte 
Prichard)  and  continuing:  — 

“ it  would  now  appear  from  the  judgment  in  this  case  that  the  only  person 
having  a statutory  right  of  appearance  before  the  Visitors  is  the  patient  him- 
self. It  therefore  follows  that  any  interference  with  correspondence  addressed 
to  a patient  containing  evidence  which  the  patient  might  wish  the  Visitors  to 
consider,  constitutes  an  infringement  of  his  statutory  rights  and  we  should 
therefore  be  glad  if  you  would  so  advise  the  Medical  Superintendent  of 

(the  institution  concerned)  and  all  other  Medical  Superintendents.” 

The  Board  of  Control  replied:  — 

“.  . . having  regard  to  the  provisions  of  Regulation  45  (1)  of  the  Mental 
Deficiency  Regulations,  1948,  the  Medical  Superintendent  has  a complete  dis- 
cretion in  regard  to  forwarding  a patient’s  letters,  and  can  withhold  letters 
which  he  considers  it  undesirable  for  the  patient  to  receive.  In  the  circum- 
stances the  Board  are  unable  to  adopt  the  course  suggested  in  the  final  paragraph 
of  your  letter.” 

In  April,  1954,  Lionel’s  sister  informed  us  that  licence  had  still  not  been  granted 
and  we  advised  the  doctor  who  had  examined  him.  On  the  5th  May,  1954,  we 
applied  for  the  Board’s  permission  under  Regulation  48  (1)  for  a visit  to  be  paid 
to  Lionel  for  the  purpose  of  handing  him  personally  a copy  of  the  independent 
medical  report  to  which  he  was  entitled.  On  the  18th  May,  the  Board  replied 
stating  he  had  been  sent  out  on  licence  to  a hostel,  but  ignoring  our  request  for 
permission  to  visit.  We  renewed  our  application  and  received  a reply  that  they 
were  advised  that  “ a visit  just  now  of  the  kind  proposed  might  unsettle  the  patient 
and  retard  the  progress  which  he  is  reported  to  be  making  ” The  Board  considered 
therefore  “ that  it  would  be  unwise  for  the  visit  to  be  made 
We  drew  attention  to  the  fact  that  eighteen  months  previously  we  had  been  told 
that  the  news  that  he  had  a favourable  medical  report  would  “ only  serve  to 
unsettle  the  patient  ”.  We  asked,  in  view  of  the  character  of  our  medical  evidence, 
for  a definite  reply  to  our  application.  The  Board  replied  on  the  14th  July,  1954, 
that  they  were  “ not  prepared  to  grant  the  permission  requested  in  the  Council’s 
letter  of  the  5th  May,  1954”. 

30.  The  hearing  at  the  age  of  twenly-one  (Clauses  11  (2)  and  (3),  1913  Act) 
Within  three  months  of  the  patient  attaining  the  age  of  twenty-one,  his  case 
must  be  examined  by  the  visiting  justices  who  must  then  examine  all  the  circum- 
stances of  the  case.  Patients  who  have  attended  such  a hearing  state  that  it  is 
customary  to  spend  about  ten  minutes  on  this  review.  On  this  occasion,  and  only 
on  this  occasion,  the  justices  have  power  to  discharge  the  order ; otherwise,  at  no 
period  during  the  life  of  a patient,  can  an  order  be  discharged  other  than  by  the 
Board  of  Control. 
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In  a few  areas  there  are  indications  that  where  legal  representation  is  obtained 
or  where  clear  evidence  can  be  presented,  the  justices  are  prepared  to  take  an 
independent  view  ; in  other  areas  the  contrary  is  the  case. 

When  Svdnev’s  case  came  up  for  this  review,  a legal  representative  appointed 
by  the  boy’s  aunt  and  guardian,  attended  to  make  representations.  A en  ance  an 
reriresentation  are  permitted  under  the  Act  at  this  one  hearing.  Despite  the  Uct 
that  the  lawyer  had  notified  his  attendance,  the  following  procedure  was  adop  . 

The  Datient  was  brought  in  to  the  Visitors,  examined  and  after  about  ten  minutes 

procedur °.UtThe^ Visitors  ^ed  SS  had 

examination  ofVe  paSin^s' “absence  ; he  attempte&oss-examm 

f irk 

thev  had  already  made  up  their  minds. 

In  consequence,  the  Mowing  evidence  could  not  be  presented^  to  the  Visitors 
concerning  the  patient’s  record  whilst  absent  from  an  institution . 

(1)  that  he  had  been  passed  by  the  local  police  surgeon  as  suitable  to  be 
taken  on  as  a trainee  for  the  mines ; 

(2)  that  he  had,  in  fact,  been  accepted  and  trained  for  the  mines  , 

(3)  that  the  National  Union  of  Mineworkers  had  obtained  from  the  local 
^ National  Coal  Board  Branch  a statement  that  he  had  behaved  perfectly 

normally  as  a trainee ; „ . „ . , ... 

(4)  that  he  had  been  called  up  for  the  army  and  passed  Grade  A by  the 

Medical  Board. 

The  action  of  the  justices  appeared  to  be  their  normal  procedure. 

The  Act  also  provides  that  where  the  visiting  justices  examine  the  case  at  the 
aee  of  twenty-one  and  do  not  order  a discharge,  the  patient  and  the  parent  are 
permitted  to  make  an  appeal  against  this  decision  to  the  Board  of  Control  within 
fourteen  days.  The  efiectiveness  of  this  appeal  machinery  may ' be ’Judged  from 
the  following  correspondence  between  a mother  and  the  Board  of  Conti  ol  l 
relation  to  the  examination  of  her  daughter,  Sylvia:  — 

In  February,  1951,  the  mother  wrote  to  the  Board  of  Control : — 

“ With  reference  to  the  hearing  in  the  case  of  my  daughter,  conducted  before 
the  visiting  justices  on  the  25th  January,  1951,  I wish  to  advise  you  of  my 
intention  to  appeal  against  the  decision  to  continue  her  detention. 

I should  be  glad  if  you  would  advise  me  of  the  procedure  I have  to  adOTt 
in  order  to  place  before  you  evidence  and  submissions  in  support  of  this 
appeal.” 

Three  weeks  later,  the  Board  replied  in  the  following  terms:  — 

“ I am  directed  by  the  Board  of  Control  to  refer  to  your  letter  of  the  1st 
February  1951,  appealing  against  the  decision  of  the  Visitors  who  recently 
reconsidered  the  case  of  your  daughter  in  consequence  of  her  having  attained 
the  age  of  twenty-one  years  and  to  say  that  they  will  make  enquiries  into  her 
case.  A further  communication  will  be  addressed  to  you  in  due  course. 
Additional  submissions  from  you  are  not  necessary .”  (N.C.C.L.  emphasis) 

After  a further  fortnight,  the  Board  sent  the  following  letter:— 

■■ 1 am  directed  by  the  Board  of  Control  to  refer  to  your  letter  of  the  1st 
February,  1951,  appealing  against  the  decision  of  the  Visitors  who  recently 
reconsidered  the  case  of  your  daughter  in  consequence  of  her  having  attained 
the  age  of  twenty-one  years  and  to  say  that  after  careful  enquiries,  the  Board 
can  find  no  ground  for  interfering  with  the  Visitors’  decision. 

It  should  be  noted  that  the  “ careful  enquiries  ” made  by  the  Board  do  not  include 
the  examination  of  any  evidence  direct  from  the  mother.  She  was  given  no  reply 
to  her  request  to  be  told  how  the  Board  wished  to  have  evidence  submitted.  Thus, 
although  a right  of  appeal  exists,  the  submissions  and  evidence  of  the  appellant 
are  not  heard. 
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This  procedure  also  should  be  contrasted  with  the  assurances  given  by  the  Home 
Secretary(i)  to  the  House  of  Commons  in  1913  when  he  made  it  clear  that  there 
would  be  a hearing  to  these  appeals.  “ The  appeal,”  he  said,  “ will  be  heard." 

(d)  General 

31.  Procedure  and  evidence 

The  basic  weakness  in  the  functioning  of  the  safeguards  lies  in  the  absence  of 
normal  judicial  procedure  for  almost  all  decisions  and  the  secrecy  in  which  decisions 
are  taken. 

Some  decisions  vitally  affecting  the  liberty  of  the  subject  are  taken  without  any 
procedure  at  all  (e.g.  grant  or  revocation  of  licence,  transfer  into  or  out  of  an 
institution  for  violent  and  dangerous  patients,  detention  order  by  transfer  from 
approved  school,  etc.,  withdrawal  of  parents’  visiting  facilities). 

Other  decisions  (e.g.  detention  order  by  petition  under  Section  6,  Hearing  when 
the  patient  is  twenty-one)  require  a judicial  procedure,  but  the  evidence  of  orphans 
!has  been  in  a number  of  cases  that  no  procedure  has  in  fact  been  carried  out 
when  Section  6 detentions  have  been  made  on  them.  Moreover,  no  rules  of  evidence 
apply,  hearsay  evidence  is  not  only  admitted  but  invited  (“facts  disclosed  by 
others  ” are  asked  for  on  the  form)  and  there  appears  to  be  no  right  of  subpoena. 

At  periodical  reviews,  evidence  is  submitted  in  the  form  of  confidential  reports, 
not  disclosed  to  the  patient  and  not  subject  to  counter  evidence  and  cross-examination! 
The  Board  of  Control  takes  its  decisions  in  secret  and  gives  no  reasons  for  its 
decisions,  contenting  itself  with  statements  that  it  is  satisfied  that  the  patient  is 
properly  detained.  At  the  time  of  the  case  of  R.v.  Statutory  Visitors  to  St.  Lawrence's 
Hospital  (1953),  the  Board  stated  that  it  would  receive  representations,  by  counsel, 
if  desired,  at  each  renewal  period.  Such  representations,  however,  have  to  be  made 
without  knowledge  of  the  other  evidence. 

The  extremely  confidential  character  of  the  reports  means  that  it  is  seldom  that 
any  information  leaks  out  as  to  their  contents.  Such  little  information  as  becomes 
available  suggests  that  both  the  Visitors  and  the  Board  have  not  entirely  accurate 
information  on  which  to  base  a decision. 

Moreover,  the  fact  that  all  hearings  take  place  in  private,  without  the  presence 
of  the  press,  removes  an  important  safeguard  against  faulty  procedures  and  decisions 
taken  on  inadequate  evidence. 

It  may  be  urged  that  the  mental  deficiency  legislation  is  protective,  but  so  is 
the  Children  & Young  Persons’  legislation.  Yet  a child  or  young  person  cannot 
be  deprived  of  liberty,  even  for  a limited  period,  under  the  Children  & Young  Persons 
Act  without  a proper  judicial  process,  where  the  press  is  entitled  to  be  present, 
the  individual  being  protected  from  harmful  publicity  by  a ban  on  the  publication 
of  names.  Even  when  a child  is  taken  under  the  care  of  the  local  authority  by 
resolution  under  the  Children  Act  (1948),  the  parents  have  the  right  of  appeal  to 
the  court  for  a rescindment  of  this  decision  at  any  time. 

SECTION  E.— THE  FUNCTIONING  OF  THE  SERVICE  AND  THE  LIBERTY 
OF  THE  SUBJECT 

32.  Employment,  education  and  detention 

The  most  serious  of  all  omissions  in  the  service  provided  by  the  institution,  is 
the  omission  of  education  particularly  for  the  high-grade  adolescent.  To  the  best 
of  our  knowledge,  only  in  one  or  two  institutions  are  any  serious  provisions  made. 
The  Army  Education  Corps  has  recently  had  a number  of  successes  in  over- 
coming illiteracy  in  young  adults.  Nevertheless,  the  relatives  of  a patient,  wishing 
to  learn  to  read  or  write,  will  probably  receive  a reply  from  the  Board  of  Control, 
similar  to  this  letter  sent  to  the  mother  of  Thomas  in  August,  1952:  — 

“ The  hospital  schools  cater  for  all  patients  who  are  under  the  age  of  sixteen 
years  and  are  fit  to  attend.  If  patients  at  a later  age  wish  to  learn  to  read  and 
write  they  are  given  as  much  encouragement  and  assistance  as  possible  by  the 
nurses  in  charge  of  the  wards.” 

So  far  from  providing  him  with  education  for  “ socialisation  ” or  “ rehabilitation  ”, 
his  detention  deprives  him  of  opportunities  which  would  otherwise  be  available. 

(')  Hansard,  28.7.1913,  LVI-226. 
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one  of  the  more  remarkable  suggestionsmadem  ‘Ws“nn^onis  ^educa- 
^VX^That^  hospital 

sssSs  ssrssjssrs 

for  the  future.  Patients  in  mental  deficiency  institutions  are  tner<  need 

fo^  education  SSTS  mV tthetS  aftlrfe  has  completed  his  working 

or  two  patients,  the  “training”  of  the  patient  will .be  teaming tor  tn  f yp_  ^ ^ 
which  the  institution  requires  rather  than  for  tha^  1 h ^ mafas 

should  he  ever  get  discharged  The  high-grade  paueni  lower.gtades  ”.  No 
everything  necessary,  not  only  forSo™  institutions  allow  pocket  money  varying 

ws 

the  Medical  Superintendent t has f more i than  one  unit  " Tb ey  at 

relffiairon^ay-Hcence0  Td^  paid  a wage.  One  or  two  Med, cal 
Sn  nprintendents  use  this  method  to  a.  small  extent. 

In  general,  the  institution  is  so  depended  on^patient  were 

S?»SS  « for  r^ase  to  bring; 

^"t^o^hfch^Jatient8  who  ^ *2  to  exeS 

mendations  of  judged  by  the  following 

Trevor  fr  omtiie  Medical  Suplrinteidelt  in  March,  1952:- 

. 

The  ^atfent  ^^t  ^wdl  that  to  refuse  to  work  overtime  would  hardly  give 

“ satisfaction  ”.  economic  needs  of  the  institution  were  affecting  deten- 

tion was  greeted  with  cries  of  indignation  when ** ^toroard 

situation  ip0  which  the  ^erly  mfirm  in  Londo^we, 

being,  sent  to  Asylums  Board 

occasion  neither  th  yal  Co  elderly  infirm  were  being  certified  and 

hesitated  to  say  that  the  reason  y ^ able-bodied  imbeciles 

directly  from  the  economic  advan- 
tages which -were received.  pe0ple  dosely  associated  with  the  adminis- 

Among  the  aTgu“®,  j S ; v servjce  is  the  suggestion  that  parents  are  only 
tration  of  the  n*  children  home  when  they  are  old  enough  to  be  sent 

concerned  with  getting  i interest  of  the  parent  is  not  the  welfare 

“^rchUen  Wefonom they  wilf  be  able  to  give  to  their 

parents.  high-grade  patients  do  not,  as  a rule,  come  under  the  Menial 

Deficiency  Actunfil  they  leave  school.  With  the  exception  of  a few  problem 
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children,  they  attend  schools  for  the  educationally  sub-normal  or  normal  schools 
up  to  the  age  of  fifteen  or  sixteen.  In  a few  of  the  cases  referred  to  us  by  parents, 
the  children  have  been  at  residential  schools  for  the  educationally  sub-normal  or 
in  the  care  of  the  local  authority,  but  in  the  majority  of  cases  they  have  lived 
at  home  and  been  maintained  by  their  parents  until  they  have  left  school. 

Whilst  one  would  wish  to  give  every  support  to  any  genuine  desire  to  protect 
a young  person  from  exploitation  in  the  rare  case  of  the  unscrupulous  parent, 
it  is  difficult  to  understand  the  viewpoint  of  people  who  are  perturbed  at  the 
possibility  of  this  danger  arising,  but  are  not  in  the  least  perturbed,  either  at  the 
employment  of  patients  in  institutions  for  years  at  a purely  nominal  payment, 
or  at  their  exploitation  on  licence  to  farms,  public  houses,  and  on  domestic  work, 
all  of  which  has  been  going  on  for  forty  years. 

In  the  early  days  of  the  Act,  some  of  the  institutions  were  relatively  specialised 
and  were  named  “ training  colonies  ”,  e.g.  Darenth  Training  Colony. 

Under  the  pressure  created  by  the  “all-types”  institution  with  its  dependence 
on  high-grade  patient  labour,  the  specialisation  broke  down — Darenth  Training 
Colony  became  Darenth  Park  Institution ; the  breakdown  in  standards  forecast  by 
Wedgwood  as  a consequence  of  detention  took  place.  The  cost  per  patient  in  a 
mental  deficiency  hospital  was  in  the  year  ending  31st  March,  1953,  £4  4s.  4d.  per 
week  as  compared  with  £15  4s.  9d.  per  week  for  a patient  in  a general  hospital. 
The  maintenance  cost  in  a mental  deficiency  institution  is  lower  than  in  any  other 
form  of  institution,  and  the  output  of  the  high-grades  is,  undoubtedly,  of  greater 
value  than  their  cost  of  maintenance.  In  other  words,  they  provide  a surplus.  Victor 
earned  over  £6  Os.  Od.  per  week  as  a shoe-repairer  when  outside  the  institution  ; 
inside  the  institution  he  did  exactly  the  same  work  and  received  nothing  beyond  a 
tobacco  allowance.  Christine  had  earned  over  £4  10s.  Od.  per  week  as  a hospital 
ward  maid  outside  the  institution ; inside,  she  did  the  same  work  and  received 
2s.  6d.  per  week. 

It  will  be  recalled  that  the  1931  Committee  on  Colonies  for  Mental  Defectives 
called  for  the  reduction  of  machinery  in  the  laundry  and  the  greater  use  of  hand 
washing  (paragraph  14).  Similar  developments  occur  in  other  departments.  For 
example,  in  one  institution  all  knitted  goods  for  the  patients  are  produced  by 
patients  on  a few  hand-operated  knitting  machines.  It  is  admitted  by  the  hospital 
that  the  technique  learned  would  be  of  no  use  outside  since  such  machines  have 
not  been  used  in  private  industry  for  very  many  years.  However,  it  would  not 
pay  an  institution  to  introduce  power-operated  machines  of  a modern  type  when 
they  can  fulfil  their  needs  by  unpaid  labour.  In  general,  work  is  directed  to  the 
needs  of  the  institution  rather  than  the  needs  of  the  patient  for  training ; this  is 
further  influenced  by  the  fact  that  power-operated  machines  cost  money  to  run 
whereas  patient  labour  has  no  price. 

It  is  true  that  the  patient  may  benefit  to  some  extent  from  what  he  learns  at  his 
work,  but  this  is  incidental ; it  is  the  needs  of  the  institution  which  generally  appear 
to  take  priority. 

One  patient,  after  a period  of  licence  to  another  hospital,  summed  up  the  situation 
in  the  following  words,  “ The  matron  (there)  told  me  once  to  take  up  shorthand 
and  typing,  but  this  sort  of  place  only  trains  you  to  scrub  floors  and  wash  up. 

In  recent  years,  under  pressure  of  public  feeling,  there  has  been  an  increase  in 
the  annual  discharges  of  detention  orders  and  the  figure  has  increased  from  around 
one  thousand  to  around  thirteen  hundred.  At  the  same  time,  there  has  been  a 
marked  reduction  in  patients  allowed  out  on  residential  licence.  The  figures(  ) for 
those  on  residential  licence  for  the  last  four  years  have  been : 


1950 

1951 

1952 

1953 


5,383 

5,266 

5,100 

4,967 


with  a continually  rising  total  under  detention.  In  1952,  the  Ministry  said  that  the 
fall  might  be  due  to  shorter  licence  periods  ; in  1953,  it  merely  reported  the  figure 


for  the  year. 


I1)  Ministry  of  Health  Annual  Report,  1952  and  1953. 
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We  have  seen  no  evidence  to  support  the  Ministry’s  suggestion  that  shorter  periods 
on  residential  licence  are  being  required.  We  have  recently  had  two  cases  reported 
of  continuous  residential  licence  for  nine  years  and  for  seven  years.  We  consider 
that  the  real  reason  is  that  if  more  patients  are  discharged,  fewer  can  be  sent  out 
on  residential  licence,  because  inside  the  institution  the  balance  must  be  maintained 
between  high-grade  and  low-grade  patients  to  ensure  that  there  are  enough  high- 
grades  to  do  all  the  work. 


33.  The  standards  of  care 

Not  only  is  a mental  defective  under  orders  deprived  of  his  liberty  and  of  the 
opportunity  of  obtaining  education  which  might  assist  him  in  his  development,  but 
the  standards  of  care,  protection  and  health  facilities  often  leave  much  to  be 
desired. 


The  following  examples  illustrate  these  standards: 

Violet  was  not  permitted  to  go  licence  to  her  parents  who  were  held  to  be 
unable  to  give  suitable  care  and  supervision.  She  was,  however,  occasionally 
allowed  to  have  short  leaves  with  them.  On  the  occasion  of  one  of  these  leaves 
of  absence,  the  parents  were  perturbed  by  the  condition  of  her  health  which 
had  apparently  not  been  noticed  in  the  hospital.  They  took  her  along  to  the 
village  doctor  who  diagnosed  tuberculosis.  (The  girl  was  then  released  on 
licence  to  her  parents.) 

In  the  case  of  Howard,  his  brother  stated  that  a foot  ulcer  was  left  un- 
bandaged, in  contact  with  a woollen  sock  for  two  months,  until  the  brother 
went  to  see  the  Superintendent  about  it.  The  brother  added  that  the  ulcerated 
condition  spread  to  the  patient’s  hands,  arms  and  other  parts  and  that  for  two 
months  he  had  requested  a transfer  to  hospital  owing  to  insufficient  medical 
staff  at  the  institution.  He  said  that  on  a visit  he  learned  that  an  Inspector  of 
the  Board  of  Control  had  ordered  the  patient  to  hospital  nearly  three  weeks 
previously,  but  the  patient  was  still  in  the  institution. 

The  absence  of  normal  medical  care  often  continues  on  licence.  The  patient 
on  licence  is  still  officially  on  the  books  of  the  hospital ; we  are  advised, 
however,  that  he  is  fully  entitled  to  be  placed  on  the  list  of  a general  practitioner, 
but  it  frequently  occurs  that  no  arrangements  are  made  for  this  when  he  goes 


on  licence. 

Alice  (see  paragraph  44)  like  Violet,  was  not  permitted  to  live  with  her 
parents  who  were  held  to  be  unable  to  give  suitable  care  and  supervision. 
Nevertheless,  whilst  in  the  care  of  the  hospital  and  without  their  knowing  any- 
thing about  it,  she  reached  an  advanced  stage  of  pregnancy.  (.She  was  then 
permitted  to  stay  on  licence  with  her  parents  during  the  latter  stage  of  the 
pregnancy  and  the  period  of  the  birth  of  the  child,  but  the  licence  was 
immediately  cancelled  when  it  was  learned  that  the  girl  was  about  to  marry 
the  father  of  her  child.) 

Lucy  died  in  May,  1954,  as  a result  of  a fracture  of  the  spine  sustained  in  a 
mental  deficiency  institution  in  the  previous  December.  The  coroner’s  jury 
returned  a verdict  of  “ Misadventure,  in  circumstances  not  shown  by  tils 
evidence.”  Her  mental  condition  was  such  that  one  of  the  psychiatrists  who 
had  had  her  under  his  care,  wrote  three  months  before  the  incident  to  her 
mother  saying,  “ I should  say  it  might  be  worth  while  considering  Lucy's  coming 


home  for  good.”  , , 

In  July,  1954,  the  Ministry  of  Health  stated  that  Lucy  sustained  her  injury 
“ after  climbing  over  the  wire  guards  of  the  balcony  banister  ”.  They  added, 
“ Following  this  incident,  the  shape  of  the  wire  guards  surrounding  the  banister 
rail  is  being  altered  to  prevent  any  similar  incident  ”,  We  would  draw  attention 
to  the  words  “ is  being  ”,  in  the  present  tense.  It  would  appear  that  until  we 
had  written  on  behalf  of  the  mother,  seven  and  a half  months  after  the  incident, 
no  action  had  been  taken. 

The  most  remarkable  example  of  the  attitude  of  the  mental  deficiency  administra- 
tion to  its  patients  is  to  be  found  in  the  account  of  the  leucotomy  experiments 
carried  out  at  a mental  deficiency  institution,  which  we  attach  in  an  appendix  to 
this  memorandum. 
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34.  Day  licence 

High-grade  patients  may  also  be  sent  out  on  day-licence  to  local  employers.  Up 
to  the  passage  of  the  National  Health  Service  Act  all  monies  earned  were  paid 
into  the  institution  ; the  patient  might  be  allowed  to  have  a few  shillings  pocket 
money  and  perhaps  a small  amount  banked  for  him  weekly.  With  the  passage  of 
the  National  Health  Service  Act,  this  practice  has  been  stopped.  All  monies 
earned  by  patients  on  day-licence  must  be  credited  to  them ; the  institution  may 
make  a charge  of  up  to  £2  10s.  Od.  per  week  for  “ board  and  lodgings  ”,  the  patient 
will  be  allowed  a few  shillings  for  pocket  money,  and  the  remainder  will  be  credited 
to  his  account. 

Conditions  vary  from  area  to  area  and  from  trade  to  trade,  thus  men  sent 
out  on  building  jobs  receive  by  the  insistence  of  the  trade  union,  full  rates.  On 
the  other  hand,  the  rates  paid  for  agricultural  work  appear  to  be  well  below 
standard  rates  ; it  has  been  alleged  in  one  case  that  the  Committee  which  allocates 
the  labour  and  determines  rates,  includes  some  of  the  farmers  who  are  using 
the  labour.  It  is  difficult  to  check  on  allegations  of  this  kind. 

In  general,  the  rates  paid  appear  to  be  determined  not  by  any  assessment  of  the 
capacity  of  the  patient,  but  by  the  degree  of  trade  union  organisation  in  the  industry 
and  its  ability  to  obtain  agreements.  We  have  not  heard  of  an  employer  in 
organised  industries  refusing  to  take  patient  labour  when  full  rates  are  demanded. 

Complaints  about  conditions  operating  on  day-licence  have  been  made  on  a 
number  of  occasions,  thus  Mr.  Norman  Dodds,  M.P.,  raised  in  Parliament  cases 
of  patients  being  sent  through  his  constituency  from  a nearby  institution  to  local 
farms  in  uncovered  lorries  in  the  pouring  rain ; girls  from  another  institution  com- 
plain that  they  are  sent  out  to  work  at  the  local  cinema  without  breakfast,  at 
weekends. 

The  patient  in  general  will  be  prepared  to  tolerate  any  condition  in  the  hope  of 
later  receiving  residential  licence  and  his  eventual  discharge.  In  particular,  he  would 
be  unlikely  to  feel  himself  free  to  complain  about  his  conditions  of  employment, 
if  he  were  working  for  a senior  member  of  the  administrative  staff  of  the  hospital 
or  a friend  of  the  institution. 

35.  Residential  licence 

Except  in  very  rare  circumstances,  the  Board  of  Control  will  not  discharge  an 
order  until  the  patient  has  successfully  achieved  a period  on  residential  licence. 
Residential  licence  may  be  granted  by  the  Medical  Superintendent  with  the  agreement 
of  two  members  of  the  Management  Committee.  The  Management  Committee 
itself  has  no  power  to  grant  licence  and  relatives  may  be  told  this  if  they  seek  to 
make  representations  on  this  matter  to  a Management  Committee. 

The  conditions  of  the  licence  are  governed  by  delegated  legislation  and  a clause 
is  inserted  in  all  licences,  irrespective  of  the  conditions  which  led  to  the  patient 
being  detained,  stating  that  the  patient  must  at  all  times  receive  adequate  care  and 
protection,  special  precautions  being  taken  to  prevent  the  formation  of  “ attachments 
with  members  of  the  opposite  sex  ”.  The  effect  of  this  latter  clause  is  the  creation 
of  clandestine  associations,  in  which  marriage  cannot  be  envisaged  as  the  outcome 
in  the  foreseeable  future.  When  such  a situation  leads  to  pregnancy,  this  fact 
may  be  produced  as  evidence  that  mentally  deficient  girls  are  always  producing 
illegitimate  children  and  must,  therefore,  be  locked  up  until  past  child-bearing  age. 
In  the  present  conditions,  it  would  be  somewhat  difficult  for  a patient,  under  an 
order,  to  produce  a legitimate  child. 

The  subsequent  treatment  of  these  mothers  and  their  children  was  referred  to 
by  the  National  Association  for  Mental  Health  in  the  following  sentence  from  the 
Association’s  Annual  Report  1952-53:  — 

“It  had  been  represented  to  the  Association  that  the  separation  of  a baby 
from  its  mother  at  birth  (which  is  the  usual  practice  in  the  case  of  a certified 
defective  recalled  to  an  institution  from  licence  on  account  of  pregnancy)  was 
not  always  the  right  solution  either  for  the  mother  or  the  child.” 

It  is  interesting  to  see  that,  after  so  long  a period,  this  matter  is  how  being 
examined. 
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When  high-grade  patients  are  sent  on  licence  to  relatives,  they  are  in  almost 
all  cases  able  to  earn  normal  wages  at  normal  work.  Orphans  however  are  sent 
on  licence  either  to  employers  or  to  hostels  linked  with  the  hospital.  At  times, 
patients  are  refused  licence  to  their  parents  on  grounds  of  unsuitable  home  condi- 
tions ”.  This  may  sometimes  be  true,  but  we  have  known  many  cases  where  it 
has  been  very  difficult  to  understand  the  reason  for  such  assessments.  Once  again, 
one  would  have  greater  confidence  in  the  genuiness  of  the  concern  of  social  workers 
with  home  conditions  if  a similar  concern  were  shewn  at  the  alternative  conditions 
provided  for  patients  sent  on  licence  to  employers. 

A picture  of  these  conditions  can  be  seen  in  the  following  extract  from  a letter 
received  by  us  in  March,  1951,  bearing  the  initials  of  five  patients. 

“ When  we  have  been  working  out  from  the  Colony  on  farms  outside,  we 
don’t  gain  anything  by  it.  You  may  have  a job  which  you  are  swore  at, 
pushed  about  and  made  to  do  the  same  work  as  an  outside  hand  at  very  low 
paid  wages.  We  don’t  gain  anything  by  it.  They  take  80  per  cent,  of  our 
wages  and  we  get  20  per  cent,  which  we  don’t  see.  It  is  supposed  to  be  banked 
for  (us).  We  have  never  seen  any  bank  books.  All  we  get  for  a week  s (work) 
is  an  oz.  of  tobacco  and  when  we  go  out  for  the  day,  we  only  get  5/-.  ... 
Take  our  cases  for  example,  we  have  been  out  on  jobs  hving  with  the 
employer,  which  is  very  hard  life,  you  work  from  early  hours  of  the  morning 
till  late  at  night  very  often  working  70  hours  a week  for  10/-  a week 
pocket  (money)  out  of  which  you  pay  for  hair  cuts,  blades  and  other  things  . . . 
when  living  out  you  get  tonights  (?  two  nights)  off  a week  ; had  to  be  ,n 
by  ten  in  Summer,  nine  in  the  Winter.  If  you  were  five  minutes  late  they 
would  want  to  know  where  you  been.  They  threatened  to  report  to  the 
Institution  for  being  late. 

I have  come  back  to  my  employer’s  house  many  a night  at  ten.  They  were 
out  and  I could  not  get  in  till  they  come  back  which  was  11.30  or  later  than 
that.  There  I would  be  sat  on  the  doorstep  all  the  time.” 


Patients  sent  out  to  private  employers  are  of  course  expected  to  conform  with 
the  requirements  of  the  employer  and  it  is  not  unusual  for  a patient  to  be  refused 
the  opportunity  of  spending  Christmas  with  her  own  family  on  the  grounds  “ that 
her  mistress  cannot  spare  her  ”. 

A number  of  institutions  use  only  situations  fairly  close  to  the  institution  for 
residential  licence  and  insist  that  the  patient  returns  to  the  institution  during  any 
day  or  half-day  off  work. 

The  position  of  a patient  on  licence  to  an  employer  is  one  of  complete  helpless- 
ness. He  may  be  returned  on  any  pretext  and  will,  generally,  tolerate  any  conditions 
rather  than  face  the  prospect  of  return.  Winifred  was  returned  for  “ being  rude 
and  suspected  of  mixing  with  the  opposite  sex  ”.  Anne,  we  understand,  was  returned 
because,  after  five  years  on  licence,  her  employers  discovered  that  she  had  a bad 
temper.’  Agnes  was  returned  for  visiting  a cinema  in  company  with  a young  soldier 
she  had  met  at  church  and  was  held  for  another  four  years. 

We  have  known  cases  where  patients  subjected  to  extreme  exploitation  have 
asked  for  no  action  to  be  taken  on  their  case  because  they  hope  that  if  they  can 
tolerate  the  conditions  for  three  or  four  years,  they  may  get  their  freedom. 

It  is  somewhat  remarkable  in  view  of  this  evidence,  to  hear  claims  that  licence 
represents  only  slight  control  and  that  it  should  not  be  lightly  ended  for  fear  of 
“ exploitation  by  unscrupulous  employer  ”.  In  point  of  fact,  employers  are  some- 
times asked  by  the  social  worker  to  reduce  their  rates.  Thus,  when  Agnes  was 
taken  by  a social  worker  to  her  future  employer,  the  wage  of  £2  10s.  Od.  offered 
by  the  employer  was  reduced  to  £1  0s.  Od.  at  the  insistance  of  the  social  worker. 

Donald  was  sent  out  on  licence  as  a carpenter.  The  welfare  officer  fixed  the 
rate  at  2s.  6d.  per  hour.  Later,  the  firm  on  its  own  initiative,  raised  the  rate 
to  3s.  4d.  per  hour. 

Great  play  has  recently  been  made  about  hostels,  attached  to  hospitals,  to  provide 
licence  conditions  for  orphans  or  for  others  whose  homes  are  considered  unsuitable. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  COUNCIL  FOR  CIVIL  LIBERTIES 


829 


Beatrice  was  sent  out  to  one  of  these  hostels  on  licence.  According  to  the 
information  supplied  by  the  parent’s  solicitor,  she  was  employed  as  a non-residential 
domestic  servant  at  £1  5s.  Od.  per  week  of  which  she  paid  12s.  6d.  to  the  hostel. 
After  a time  she  ran  away  and  immediately  obtained  satisfactory  employment  at 
a wage  of  £6  Os.  Od.  per  week.  She  was,  of  course,  picked  up  by  the  police 
and  returned  to  the  institution  and  no  doubt  credited  with  social  inefficiency,  for 
having  changed  her  job. 

Even  in  the  better  hostels,  the  wage  paid  for  a full  working  week  as  an  agri- 
cultural labourer  is  £3  17s.  6d.  as  against  £6  Os.  Od.  normal  rate. 

The  contrast  between  these  conditions  and  those  obtained  by  patients  on  licence 
to  their  own  homes  and  able  to  make  their  own  arrangements  for  employment 
is  very  marked. 

Christine  on  licence  to  her  mother,  had  no  difficulty  in  getting  employment  in 
a plating  works  at  between  £5  Os.  Od.  and  £6  Os.  Od.  per  week. 

Charles  on  licence  to  his  parents,  earned  nearly  £9  Os.  Od.  per  week  in  industry, 
attended  a training  course,  and  was  selected  for  a supervisory  position  out  of 
twenty-three  applicants.  At  this  point,  the  Board  of  Control,  under  pressure, 
discharged  the  order. 

We  have  known  only  one  case  of  employment  difficulties  for  a patient  in  this 
situation,  and  these  appeared  to  arise  from  the  consequences  of  prolonged  deten- 
tion, rather  than  an  inability  to  obtain  normal  work. 

One  further  point  needs  to  be  made  on  the  treatment  of  a mental  deficient  on 
jicence.  Any  complaint  concerning  his  conduct  is  likely  to  be  accepted  without 
investigation,  and  an  allegation,  even  if  shown  to  be  without  foundation,  may  be 
sufficient  to  warrant  cancellation  of  licence. 

The  following  extract  from  a letter  to  the  father  of  Claude  illustrates  Ihis 
latter  point.  The  letter  was  written  by  the  Ministry  of  Health  in  May,  1950,  and 
stated : — 

“Whilst  on  licence  he  was  charged  with  stealing  a motor  vehicle  and  in 
consequence  his  licence  was  cancelled  and  he  was  returned  to  the  institution." 
— (N.C.C.L.  emphasis.) 

He  was  certainly  charged,  but  was  given  an  absolute  discharge.  He  had  accepted 
a ride  in  a car,  driven  by  acquaintances  and  had  assumed  that  they  had  permission 
to  take  the  car.  His  defence  was  accepted  by  the  Court,  but  he  was,  nevertheless, 
taken  back  by  the  institution. 

In  other  cases,  licensed  patients  charged  with  offences  are  not  tried  but  are 
returned  automatically.  The  same  attitude  appears  to  be  adopted  in  respect  of 
employers’  complaints  and  it  would  seem  from  the  letter  quoted  above  that  this 
attitude  appears  reasonable  to  the  Ministry  of  Health.  In  these  circumstances,  a 
patient  has  no  protection  against  blackmail  and  we  have  heard  one  or  two  very 
disquieting  stories.  It  is,  however,  almost  impossible  to  check  on  them  in  the 
prevailing  conditions. 

In  general  complaints  to  the  Ministry  or  the  Board  of  Control,  concerning 
refusal  or  withdrawal  of  licence  for  inadequate  reason,  is  met  with  the  following 
reply ; — 

I am  to  say  that  the  question  of  licence  is  one  for  determination  by  the 
Superintendent  of  the  institution  with  the  agreement  of  two  members  of  the 
Hospital  Management  Committee  and  the  Minister  (or  the  Board)  is  unable 
to  interfere  with  their  discretion  in  the  matter.” 

36.  Institution  restrictions  and  discipline 

There  are  certain  aspects  of  the  Regulations  governing  mental  deficiency  institu- 
tions which  bear  very  directly  on  the  liberty  of  the  subject.  Arbitrary  interference 
with  visits  is  not  confined  to  visits  in  connection  with  reviews  of  an  order. 

in  a number  of  institutions,  there  seems  to  be  little  encouragement  to  people 
outside  to  take  an  interest  in  the  welfare  of  patients,  thus  when  Rose  was  hired 
out  as  part  of  a gang  of  patient  labour  to  a local  farmer  for  strawberry  picking 
30919  A 12  ’ 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


830 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


she  met  a woman  employed  by  the  farmer  and  the  two  made  friends.  Later 
when  Rose  returned  to  the  institution,  her  acquaintance  wrote  to  the  Medical 
Superintendent  asking  for  permission  to  visit  her.  She  received  a reply  stating, 
“It  is  considered  quite  unnecessary  for  you  to  visit  this  patient ” ; the  word  “ quite ” 
was  faintly  crossed  out  in  ink. 

The  nearest  relative  may  be  barred  from  visiting  a patient  for  an  indefinite  period 
by  the  Board  of  Control,  on  the  basis  of  a statement  made  by  the  institution.  This 
decision  takes  place  without  a hearing  and  without  the  parent  being  given  an 
opportunity  of  stating  his  side  of  the  matter.  Thus,  in  the  case  of  Dora  the  parents 
received  the  following  letter  from  the  Board  of  Control:  — 

“I  am  directed  by  the  Board  of  Control  to  say  they  have  had  under  con- 
sideration representations  that  visits  by  you  to  your  daughter  would  be  contrary 
to  her  interests.  After  careful  consideration  the  Board  concur  in  this  view  and 
accordingly  they  have  decided  that  you  shall  not  be  allowed  to  visit  her  for 
six  months  from  the  date  of  this  letter. 

At  the  end  of  that  period  the  matter  will  be  reconsidered  by  the  Board.” 

The  six  months  expired  at  Christmas  and  the  parents  visited  the  girl  for  one  day 
over  the  Christmas  holidays.  So  far  as  we  are  aware,  there  was  no  untoward 
incident.  Immediately  after  Christmas,  they  received  the  following  letter  from  the 
Board  of  Control:  — 

“ I am  directed  by  the  Board  of  Control  to  refer  to  their  letter  and  to  say 
they  have  reviewed  the  question  of  your  visits  to  your  daughter.  After  careful 
consideration  they  have  come  to  the  conclusion  that  such  visits  would  continue 
to  be  contrary  to  her  interests  and  accordingly  they  have  decided  that  you 
shall  not  be  allowed  to  visit  your  daughter  for  a further  six  months. 

At  the  end  of  that  period  the  matter  will  be  reconsidered  by  the  Board.” 
Asked  by  this  Council  to  state  if  they  had  given  the  parents  a hearing,  the  Board 
replied  that  it  was  not  prepared  to  discuss  the  manner  in  which  it  fulfilled  its 
responsibilities. 

It  is  a practice  in  some  mental  deficiency  hospitals  to  clothe  patients  in  childish 
costumes. 

We  were  informed  that  when  Christine  attended  court,  after  her  mother  had 
instituted  an  appeal  against  her  conviction,  she  was  dressed  not  in  her  own  clothes 
which  were  available  but  in  institution  costume.  No  convicted  prisoner  is  ever  sent 
to  an  appeal  from  prison  wearing  prison  clothes,  when  his  own  clothes  are  available. 

It  is  also  the  practice  in  some  institutions,  when  a patient  is  to  be  discharged,  for 
no  notification  to  be  sent  to  the  nearest  relative.  Thus,  when  Alice  was  discharged 
from  the  institution,  no  notification  of  the  fact  was  sent  to  her  parents  living  one 
hundred  miles  away. 

Escapes  frequently  occur  and  patients  are  often  able  to  show  themselves  quite 
capable  of  maintaining  themselves  without  causing  trouble.  Nevertheless,  the  mental 
deficiency  service  which  appears  to  approve  of  detention  orders  made  on  the  basis 
of  “ social  inefficiency  ” has  not,  to  our  knowledge,  given  attention  to  evidence  of 
social  efficiency  demonstrated  by  an  escaped  patient.  Joan  for  example,  twice 
escaped  and  successfully  maintained  herself  for  lengthy  periods  before  she  finally 
secured  her  release  as  a result  of  a third  escape. 

Evidence  of  successful  employment,  successful  training,  a Grade  “ A ” pass  by  an 
Army  Medical  Board  and  successful  soldiering  during  a period  of  escape  do  not 
appear  to  be  noted.  Escaping  is;  moreover,  not  a reason  for  further  investigation  of 
the  case  to  ascertain  the  reason  for  the  discontent  of  the  patient,  it  is  considered 
to  be  both  a disciplinary  offence,  and  at  the  same  time,  further  evidence  of  deficiency. 

Accounts  of  disciplinary  measures  give  cause  for  disquiet.  The  Board  of  Control 
state  that  there  is  no  code  of  permissible  punishments  in  a mental  deficiency  institution 
and  add  that  they  have  no  knowledge  of  punishment  by  solitary  confinement.  In 
general,  the  institutions  avoid  the  use  of  the  word  “ punishment  ” but  have  several 
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forms  of  special  treatment,  thus  “ solitary  confinement  ” is  not  mentioned  but  “ treat- 
ment by  seclusion  ” is  defined  in  the  Mental  Deficiency  Regulations  as  “ Isolation  in 
a room,  the  door  of  which  is  fastened  or  held  so  that  he  is  unable  to  leave  the 
room  at  will  An  alternative  form  of  “ treatment  ” for  an  absconder  is  transfer 
to  a low-grade  ward  for  some  months. 

We  have  also  had  reports  from  a number  of  sources  of  the  use  of  canvas  clothing 
and  bedding  and  of  days  spent  “ on  the  bucket  ”,  in  which  the  whole  working  day 
of  a patient  is  spent  on  his  knees  scrubbing.  There  is  also  evidence  to  suggest  that 
some  enquiries  should  be  made  on  the  extent  to  which  the  administration  of  opiate 
drugs  both  orally  and  by  hypodermic  means,  is  becoming  general  practice  for  high- 
grades  as  well  as  low-grades,  and  if  the  use  of  these  drugs  has  increased  in  recent 
years. 

37.  State  Institutions  (Section  35,  1913  Act) 

The  Board  of  Control  is  the  Management  Committee  of  two  State  Institutions  for 
mental  defectives  of  allegedly  dangerous  and  violent  propensities.  Unlike  the  inmates 
of  the  Criminal  Lunatic  Institution  at  Broadmoor,  a patient  does  not  need  to  have 
appeared  before  a Court  to  qualify  for  admission,  although  some  of  the  cases  are  held 
as  “ moral  defectives  Over  50  per  cent,  of  the  present  inmates  of  the  two  State 
Institutions  are  under  detention  ordersC1)  not  by  virtue  of  any  appearance  before  a 
Court  or  by  transfer  from  prison  or  approved  school,  but  by  virtue  of  a petition  or 
an  application  by  their  parents  for  institutional  care. 

Among  recent  “ dangerous  and  violent  ” inmates  have  been  Maurice,  a five  year  old 
boy,  Leonard,  a blind  boy  of  about  nine  years  who  was  housed  with  the  adult  patients, 
and  Edwin  a deaf  and  dumb  boy  of  sixteen. 

It  should  be  noted  in  this  connection  that  in  1913,  the  Home  Secretary(2)  gave  an 
assurance  to  the  House  of  Commons  that  the  State  Institutions  would  be  used  only 
for  “ really  dangerous  and  violent  criminals 

Among  others  detained  is  Matthew,  who  we  have  been  informed  from  a number 
of  sources,  secured  a degree  as  Bachelor  of  Arts,  despite  the  fact  that  to  warrant 
detention  in  these  institutions,  he  is  required  to  have  had  an  arrested  or  incomplete 
development  of  mind,  existing  before  the  age  of  eighteen  years. 

It  is  at  times  suggested  that  all  the  people  of  normal  or  superior  intelligence 
detained  in  these  institutions  are  dangerous  characters  with  no  moral  sense.  We 
believe  any  such  suggestion  is  incorrect  in  regard  to  at  least  some  of  the  detainees. 
It  would  appear  that  no  evidence  of  any  specific  act  of  violence  is  required  before 
admission  and  that  the  State  Institutions  are  used  as  ultimate  disciplinary  sanctions 
for  absconders  and  others  who  demonstrate  their  resentment  at  their  loss  of  freedom. 

The  Board  of  Control  in  a letter  of  January,  1955,  stated  that  when  application 
is  made  for  a transfer  into  one  of  the  State  Institutions  from  a mental  deficiency 
institution  in  the  National  Health  Service,  “ no  formal  enquiry  is  held  and  the 
patient  is  not  asked  to  make  a statement”.  The  Board  claimed  that  they  make 
careful  enquiries  into  the  alleged  dangerous  and  violent  propensities  before  accepting 
the  patient,  but  how  this  is  done  under  these  conditions  was  not  made  clear. 

Just  as  there  is  no  formal  procedure  in  respect  of  a transfer  into  the  State  Institu- 
tions, so  there  is  no  formal  procedure  when  a transfer  out  of  these  places  is 
recommended.  In  the  case  of  Francis,  the  Board  of  Control  refused  to  act  on  the 
recommendation  of  its  own  Deputy  Medical  Superintendent  that  the  boy  should  be 
transferred  to  an  ordinary  institution  near  his  home. 

The  fact  that  the  Board  of  Control  is  both  the  Management  Committee  of  these 
institutions  and  the  Statutory  Supervising  Authority,  leads  to  very  unsatisfactory 
situations.  Many  parents  do  not  feel  satisfied  that  a complaint  made  by  them  is 
properly  investigated,  and,  of  course,  anyone  wishing  to  appeal  to  the  Statutory 
Authority  from  a decision  of  the  Management  Committee,  has  to  appeal  from  the 
Board  of  Control  to  the  Board  of  Control. (*) 


(*)  Ministry  of  Health  Annual  Report,  1953. 

(2)  Hansard,  29.7.1913,  LVI-484. 
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38.  Transfer  to  guardianship  (Section  1,  1925  Act) 

A patient  under  guardianship  to  an  employer  will  face  the  same  situation  as  a 
patient  on  licence  to  an  employer.  The  extract  from  the  medical  report  quoted  in 
paragraph  17  indicates  what  the  results  may  be. 

Under  the  1925  Amending  Act,  a patient  who  has  been  put  into  an  institution  tor 
care  and  supervision  with  the  consent  of  the  parents,  may  later  be  transterred  to 
the  guardianship  of  an  employer.  Parents  are  to  be  heard,  if  practicable,  but  their 
consent  is  not  required.  There  is  evidence  of  the  use  of  these  powers  in  a manner 
which  does  not  appear  to  be  in  the  interests  of  the  patient. 

Freda  was  born  to  a blind  father  and  sighted  mother.  At  the  age  of  2f  years 
she  had  screaming  fits.  The  child  welfare  department  was  consulted,  diagnosed 
mental  deficiency,  and  the  child  with  the  consent  of  the  parents  was  removed  to  an 
institution.  The  father  was,  at  that  time,  an  untrained  blind  person.  At  the  age 
of  five,  the  institution  found  that  the  estimate  that  had  been  made  of  the  Childs 
condition  was  somewhat  exaggerated  and  proposed  to  the  parents  that  the  child 
should  go  out  on  licence.  In  view  of  the  blindness  of  the  father,  it  was  first  agreed 
that  the  child  should  go  on  licence  to  another  relative. 

After  a period  the  relative  fell  ill  and  the  girl  was  then  transferred  out  of  an 
area  which  had  special  schools  into  an  area  without  special  schools.  Despite  the 
fact  that  a mental  deficiency  order  would  normally  operate  for  a school  child  only 
when  she  was  incapable  of  receiving  benefit  from  education  at  a special  school, 
Freda,  still  under  a mental  deficiency  detention  order,  was  sent  to  an  ordinary  village 
school.  There  she  learned  to  read  and  write  and  it  is  to  be  presumed  that  she 
therefore  received  some  benefit  from  education  at  an  ordinary  school. 

At  a later  date  the  girl  was  transferred  to  the  guardianship  of  a member  of  a 
Guardianship  Society.  Despite  the  protests  of  her  parents,  she  was  kept  under 
guardianship  over  one  hundred  miles  from  her  home  and  family  until  the  County 
Council,  when  she  was  twenty,  decided  to  transfer  her  to  a new  guardian,  who  was 
also  living  over  one  hundred  miles  from  the  parents’  home.  The  parents  objected 
to  this  transfer  on  the  grounds  that  the  father  was  now  fully  trained,  the  mother 
was  no  longer  going  out  to  work,  and  the  girl’s  own  home  was  available  for  her. 

The  County  Council  thereupon  reversed  its  decision  and  instead  of  continuing 
with  the  transfer  of  the  girl  to  a new  guardian,  declared  that  she  had  become  in 
need  of  institutional  care.  They  succeeded  in  persuading  a magistrate  to  vary  the 
guardianship  order  back  to  a detention  order  and  the  girl  is  now  back  in  the 
institution  from  which  she  started. 

SECTION  F.— INACCURATE  INFORMATION 
39.  Reference  books 

Inaccurate  or  misleading  information  on  the  mental  deficiency  laws  is  to  be 
found  in  reference  books  likely  to  be  consulted  by  those  administering  the  Acts, 
and  in  some  official  documents.  (Particulars  of  the  books  referred  to  in  this 
paragraph  are  given  in  the  footnotes.) 

In  a handbook  for  justices, C1)  prepared  by  justices’  clerks,  within  the  last  four 
years,  there  are  a number  of  serious  omissions  and  some  inaccuracies.  A section 
is  included  under  mental  deficiency  which,  in  fact,  refers  to  the  lunacy  laws.  In  a 
later  section,  after  referring  to  the  special  reports  made  at  the  periodical  reviews 
of  cases,  the  handbook  goes  on  : — 

“ A similar  special  report  is  made  in  respect  of  an  infant  patient  within  three 
months  of  his  attaining  21  years.” 

This  statement  is  quite  wrong.  At  this  period,  the  justices  themselves  decide 
whether  or  not  the  order  is  discharged  and  must  invite  parents  to  a special  hearing, 
where  representation  is  permitted.  If  the  procedure  indicated  in  the  handbook 
represents  current  practice  in  the  area  concerned,  there  is  probably  no  valid 
detention  of  a patient  over  twenty-one.  (See  paragraph  43.) 

(I)  “ Justices  Duties  Out  of  Court  ” (1951)  published  by  North-East  Branch  of  The  Magistrates’ 
Association. 
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^ w?rk  Jpquentiy  usfJ.  f a guide  to  the  law  by  the  policed)  still  gave,  as  late 
as  the  fourth  edition  published  in  1935,  the  definitions  of  the  1913  Act  as  the  ruling 
definitions  of  mental  deficiency,  although  they  were  completely  amended  in  1927. 
The  current  edition  of  this  work  (1954)  contains  the  correct  definitions  and  we  do 
not  know  at  what  date  the  correction  was  made;  undoubtedly  many  police  officers 
were  working  on  incorrect  definitions  for  some  years. 


In  a handbook  on  Juvenile  Courts  by  a clerk  to  justices,!3)  which  by  19S0  had 
proceeded  to  a third  edition,  reference  is  made  to  the  provisions  of  Section  8 of 
the  1913  Act  which  state  that  in  certain  circumstances  the  Court  if  it  finds  the 
charges  proved,  may  make  a detention  order  without  proceeding  to  a conviction. 


This  reference  is  headed  “ Finding  of  Guilt  unnecessary  in  the  Case  of  a Charge  ” 
and  reads  : — 


■ “ Court  ^as  Power  t0  deal  the  case  summarily,  such  proceedings 
(/.<?.  Section  8 Orders)  may  be  undertaken  without  proceeding  to  a conviction 
and  such  a person  shall,  for  the  purposes  of  this  Act,  be  deemed  to  be  a person 
found  guilty  of  an  offence.” 


Not  a word  is  said  about  the  Court  having  to  find  the  charges  proved,  and  anyone 
using  this  as  a guide  would  believe  that  a detention  order  might  be  made  on  the 
basis  of  a charge  whether  proved  or  unproved.  (See  paragraph  45.) 

In  a general  guide  to  Magistrates’  Court  procedure, (3)  recommended  by  eminent 
legal  persons,  and  with  a very  wide  sale,  the  author,  a magistrate’s  clerk  for  many 
years,  describes  mental  deficiency  in  the  following  words:  — 

“ Midway  between  the  sane  and  the  insane  are  the  mentally  deficient.” 

This  description  has  nothing  in  common  with  the  definition  of  the  Act.  It  is  true 
that  attention  is  then  directed  to  the  definitions  of  the  four  categories  in  the  1927 
Act,  but  no  reference  will  be  found  in  the  category  definitions  to  the  general 
definition  of  mental  deficiency  as  an  “ arrested  or  incomplete  development  of  mind 
existing  before  the  age  of  18  years  ”. 


40.  Ministry  of  Health 

In  1951,  the  Ministry  of  Health  produced  a memorandum  (a  copy  of  which  was 
sent  to  an  M.P.)  which  was  alleged  to  indicate  the  elaborate  legal  and  medical 
requirements  which  must  be  fulfilled  before  anyone  could  be  certified  as  mentally 
defective.  The  memorandum  contained  the  statement : — 

“The  justice  who  deals  with  the  petition  is  in  no  way  associated  with  the 
administration  of  the  institution  to  which  the  patient  is  sent,  if  an  order  is 
made.” 

We  were  very  interested  to  read  this,  since  earlier  in  that  year  we  had  produced 
a report  on  mental  deficiency  which  quoted  a case  where  the  magistrate  who  made 
the  detention  order  was  a director  of  the  private  company  which  owned  the 
institution  to  which  the  girl  was  sent. 

We  accordingly  wrote  to  the  Ministry  (October,  1951),  asking  for  the  statutory 
authority  for  the  statement.  They  replied  they  were  unable  to  identify  the  docu- 
ment to  which  we  referred.  We  sent  them  a full  copy  and  they  then  stated  that 
the  paragraph  to  which  we  referred  was  part  of  a memorandum  prepared  for 
departmental  purposes,  which  had  not  been  issued  generally ; they  admitted  that 
the  statement  which  we  quoted  was  not  governed  by  any  enactment  or  regulation, 
but  claimed  that  the  statement  represented  normal  practice. 

We  then  pointed  out  that  the  statement  had,  in  fact,  been  issued  to  an  M.P.  and 
that  we  possessed  the  following  documents  : — 

(a)  Copy  of  detention  order  dated  July,  1943,  signed  by  X.Y.Z.,  a magistrate, 
sending  Gertrude  to  a specified  institution. 

( b ) Photostat  copies  supplied  by  the  Registrar  of  Companies  of  the  list  of 
directors  for  1943-44  of  the  company  owning  the  specified  institution,  which 

included  the  name  of  the  magistrate  among  its  directors. 

0)  “ Police  Law  ” by  C.  C.  H.  Moriarty.  4th  Edition  (1935). 

(2)  “ A Guide  to  Juvenile  Court  Law  ” by  G.  H,  F.  Mumford.  3rd  Edition  (1950). 

(3)  “ The  Magistrate’s  Court  ” by  F.  T.  Giles.  Revised  Edition  (1951). 
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We  asked  the  Ministry  to  confirm  that  in  this  case  an  order  was  made  by  a 
magistrate  who  was  a director  of  a company  owning  the  institution  and  asked  how 
many  others  had  been  detained  under  similar  conditions  and  how  many  were  still 
in  detention.  vvy 

The  Ministry  replied,  confirming  that  the  detention  order  was  made  by  X. 
but  claimed  that  the  order  was  valid  and  the  accompanying  ^curn^ts 
in  order.  They  stated  that  they  could  not  undertake  to  inform  us  how  many  others 
had  been  detained  on  an  order  made  by  a magistrate  who  was  a director  ot  the 
company  owning  the  institution. 

We  would  add  one  further  point.  The  memorandum  had  been  iffiued  front 
the  Head  Office  of  the  Ministry  of  Health,  at  Savile  Row,  and  we : commenced l our 
correspondence  by  addressing  that  office.  At  the  time  the  Board  of  Contrd 
occupied  separate  offices  at  Rutland  Gate.  Our  letter was i diverted .from ^Savile  Row 
to  Rutland  Gate  and  the  reply  was  received  from 

was  signed  in  his  capacity  of  Assistant  Secretary  to  the  Ministry  of  Health  by  an 
official  who  was  at  the  same  time  the  Secretary  of  the  Board  ot  Control. 


41.  The  Statutory  Regulations 

The  Houses  of  Parliament  had  laid  before  them,  on  the  12th  May,  1948,  the 
Statutory  Instrument  1948— No.  1000,  containing  the  Mental  Deficiency  Regulations. 
It  contains  in  the  Schedule,  forty-one  Statutory  Forms.  In  eighteen  ot  the  Forms, 
reference  is  made  to  the  statutory  definitions  of  mental  deficiency,  which  the 
person  signing  the  form  is  called  upon  to  read  in  order  to  ensure  that  the  patient 
is  in  fact,  found  to  be  mentally  deficient  within  the  meaning  of  the  Act.  In  every 
one  of  these  Forms,  the  signatory  is  referred  to  Section  1 of  the  Mental  Deficiency 
Act  of  1913  ; no  reference  is  made  to  the  change  of  definitions  m the  1927  Act,  and 
the  words  “ as  amended”  do  not  follow  the  reference  to  Section  1. 


SECTION  G.— ILLEGAL  DETENTIONS 

42.  Genera] 

We  have  in  the  course  of  this  memorandum,  referred  to  a number  of  cases 
where  independent  medical  reports  have  held  that  the  detained  person  is  not 
mentally  deficient. 

We  have  not  quoted  by  any  means  all  the  reports  in  our  possession  where  this 
finding  has  been  made,  since  many  of  these  cases  merely  further  illustrate  points 
which  we  have  already  made. 

Quite  apart  from  these  cases,  however,  there  is  evidence  suggesting  detentions 
illegal  in  other  respects.  In  many  cases,  there  are  strong  prima  facie  grounds  for 
believing  that  detention  is  illegal,  but  it  is  very  difficult  to  prove  this  many  years 
after  an  original  hearing.  We  give,  however,  particulars  of  a few  cases  where  the 
evidence  appears  to  be  decisive. 

In  presenting  these  cases,  we  would  draw  attention  to  the  comments  of  Lord 
Hugh  Cecilf1)  in  the  1913  debates,  when  he  pointed  out  that  it  was  of  little 
use  to  provide  legal  safeguards  for  people  who  could  not  invoke  the  law  in  their 
aid.  We  consider  it  to  be  essential  in  the  machinery  of  the  future  to  ensure  that 
whatever  legal  safeguards  are  provided,  carry  with  them  the  means  whereby  they 
can  be  invoked.  It  is  clear  from  the  following  examples  that  the  protection  of 
the  liberty  of  the  subject  cannot  be  left  to  a body  of  the  character  of  the  Board 
of  Control. 

43.  Ivy 

In  May,  1954,  Ivy's  mother  wrote  to  the  Board  of  Control,  making  enquiries 
concerning  the  hearing  which  should  have  taken  place  within  three  months  of 
her  daughter’s  twenty-first  birthday  in  January,  1954.  The  mother  had  twice  before 
been  told  she  would  be  advised  of  this  hearing  which  she  had  a statutory  right 
to  attend.  


(>)  Hansard,  28.7.1913,  LVI-220. 
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ou^an^^'ha^th^dptpnt^n repI^  tha/  statutory  requirements  had  not  been  carried 

lith  June , the^otef ‘f  t^th^ho'S  S Xk  £ 
S^coan^ddr^onWaS  t0W  ‘hat  a OTder  had  “ 

Wr0tV°  the  Board  of  Contro1  and  the  Ministry 
Sin  r?KtaV,  ^i  d yu  i5th  Ju.ne>  /skmg  among  other  matters,  what  new  order 
its  fe' and  what  was  /v/s  present  status- we 

thf  PJx*day.  Wednesday,  16th  June,  a letter  was  sent  to  the  mother  from 
the  local  Medical  Officer  of  Health.  The  letter  stated  that  the  previous  order 
had  lapsed  through  a clerical  error”,  that  a temporary  authorisation  had  been 
issued  legalising  her  stay  ,n  the  hospital,  and  that  a fresh  petition  was  to  be 
presented  on  the  following  Wednesday,  23rd  June. 

This  letter  was  forwarded  to  us  and  received  by  us  on  Monday,  21st  June. 

It  appeared  to  us : — 

^ °rd/ m had  Iapsed>  not  as  a result  of  a clerical  error  but  as  a 

Sit  OTpil wt„e  *S  “fjy out  an  important  statutory  requirement  which 
might  well  have  resulted  m the  girl  s release. 

® ‘IS’  M»nt  jhn0nnIy  “temP°raTy  authorisation  ” permitting  detention  under 
iQmM4pti  1 ^eSn°y  A1‘?  18  *e  place  of  safety”  order  (Section  15, 
a?d  jince  t «1S  order  may  be  made  only  for  someone  found 
neglected,  abandoned,  cruelly  treated,  or  without  visible  means  of  support 
it  would  have  no  application  to  a girl  who  had  been  continuously  in  the 
nospnal.  In  consequence,  a second  illegal  detention  was  following  the 

(c)  that  since  the  girl  was  still  in  the  hospital,  she  could  not  possibly  have 
m fVnt0  any  ,oategory  rendennS  tar  “ subject  to  be  dealt  with  ” and 
that  the  proposal  to  present  a petition  on  the  Wednesday,  represented  an 
attempt  to  secure  yet  a third  illegal  detention. 

In  consequence  on  Monday  afternoon,  we  consulted  solicitors  and  a last  attempt 
was  made  to  get  the  Board  of-  Control  to  take  steps  to  end  these  illegalities.  The 
of  sojIcltors.  aad  Save,  over  the  telephone,  the  contents 

read-—  d * d * * day  and  recelved  bJ  us  following  morning,  which 

I am  directed  by  the  Board  of  Control  to  refer  to  your  letter  of  the  18th 
instant  and  to  say  they  regret  that  they  are  unable  to  add  to  the  information 
contained  in  their  letter  to  (/vy',y  mother)  dated  9th  June,  1954.  The  Board 
understand  that  a fresh  petition  has  been  presented  in  this  case  and  that 
(the  mother)  _ has  been  notified  of  the  date,  time  and  place  of  hearing 
If  you  desire  to  enter  into  any  further  correspondence  with  the  Board  on 
this  matter,  they  would  be  obliged  if  you  would  furnish  them  with  some 
evidence  of  your  authority  to  act  upon  behalf  of  the  patient  or  her  relatives.” 

The  representative  of  the  Board  then  refused  to  speak  to  a representative  of 
our  Council. 

In  view  of  this  attitude,  the  father  was  consulted  and  regretfully  decided  that 
it  was  necessary  to  go  to  the  High  Court,  despite  the  possible  disadvantages  to 
the  patient  of  the  ensuing  publicity  to  her  name.  Habeas  Corpus  proceedings 
were  initiated  on  the  following  day,  and  two  days  later  the  girl  was  released  Ivv 
who  had  previously  been  employed  doing  hand  washing  of  soiled  linen  at  the 
institution  laundry  at  2s.  6d.  per  week,  immediately  obtained  emplovment  in  a 
factory  at  £6  10s.  Od.  per  week. 

It  is  clear  from  the  above  that  the  Board  know  of  the  illegal  “ temporary  order  ” 
and  knew  of  the  proposal  to  present  a petition  for  an  illegal  detention  order 
JNot  only  did  they  do  nothing  themselves,  they  refused  to  speak  with  us  when  we 
made  a last  minute  effort  to  get  them  to  act  in  accordance  with  their  declared 
role  as  the  body  concerned  with  the  liberty  of  the  subject. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


836 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


44.  Alice 

Alice  was  educated  at  a normal  school  and  to  the  best  of  our  knowledge,  was 
not  reported  as  educationally  sub-normal.  At  the  age  of  sixteen,  she  stole > some 
eggs  and  was  placed  on  probation.  She  was  required,  as  a condition  of  probation, 
to  attend  a training  centre  to  be  trained  as  a domestic  worker.  In  ■ 

her  home  had  broken  up  through  the  war ; her  father  was  in  the  forces  and  her 
mother  had  gone  back  from  the  West  of  England  to  her 

The  girl  was  sent  out  from  the  training  centre  as  a domestic  servant  and  me 
•from  the  house  sufficient  money  to  pay  her  fare  to  where  her  j 

living.  She  went  to  her  mother,  was  arrested  and  brought  back.  She  was  charged 
before  a Court  and  a detention  order  under  Section  8 of  the  Mental  Deficiency 
Act  was  made. 

She  continued  under  detention  until  after  the  war  when  her  parents  made  several 
apphcationsnfor  to  to  be  released  to  them  as  they  had  now  re-established  then 
home  This  was  refused.  She  was  sent  out  on  licence,  first  to  a hospital  and 
then  as  a domestic  servant  to  a local  doctor.  She  had,  m the  meanttme  met  a 
voung  soldier.  They  wished  to  marry,  but  were  prevented  by  the  Clause  in  the 
licence  forbidding  an  attachment  with  a member  of  the  opposite  sex.  They  had, 
in  consequence  to  maintain  the  clandestine  relationship  which  is  the  only  one 
possible  ' to  detuned  patients  on  licence.  Eventually,  the  girl  found  she  was 
pregnant ; she  ran  away  to  her  parents’  home  and  they  were  able  to  keep  her 
until  the  child  was  born. 

The  voung  soldier  traced  her,  came  down  to  the  village  and  arrangements  were 
made  fo?  thf  marriage.  The  news  of  this  reached  the  authorities  three  days  before 
the  marriage  was  due,  and  an  ambulance  was  sent.  A screaming  gir  was  dragged 
awav  from  her  child,  put  into  the  conveyance  and  taken  back  to  the  institution 
three  days  before  the  wedding  which  would  have  legitimised  the  child.  Having 
pursued  this  interesting  course  of  action,  the  authorities  thereupon  found  to  their 
coiTern  that  there  were  doubts  as  to  whether  or  not  a valid  detention  order 
existed  for  the  girl. 

A welfare  officer  then  called  on  the  parents  and  asked  them  to  sign  a form  in 
connection  with  the  order.  This  they  refused  to  do.  A few  weeks  later,  the 
girl  was  taken  to  the  county  town  where  she  appeared  before  two  doctors  and  a 
magistrate  who,  in  October,  1949,  made  a detention  order. 

Just  as  in  the  case  of  Ivy,  the  girl  was  in  the  hospital  when  the  order  was 
made,  and  there  was  no  category  listed  in  ^ the  Acts  under  which  she  could 
conceivably  have  been  “ subject  to  be  dealt  with 

We  would  add  this  information.  In  June,  1950  (eight  months  after  the  new 
order  had  been  obtained)  we  wrote,  without  knowledge  of  the  new  order,  to 
the  Board  of  Control  on  behalf  of  Alice’s  parents  We  gave  details  of  the  circum- 
stances of  the  original  order  and  asked  for  its  discharge.  The  Board  replied  on 
3rd  August,  1950,  that, 

■‘they  have  made  careful  enquiry  into  the  case  of  the  above-mentioned  patient 
in  the  light  of  the  statements  made  in  your  letter  of  the  21st  June,  and  are 
satisfied  that  Alice  is  properly  detained  at  ...  . Colony  in  pursuance  of  an 
order  under  the  Mental  Deficiency  Acts. 

The  Board  could  not  have  been  unaware  of  the  fact  that  A lice  was  detained 
under  an  order  of  entirely  different  date  to  the  order  to  which  we  referred  in 
^letter  and  it  is  difficult  to  see,  if  they,  in  fact,  made  careful  enquiries,  how 
th^y1  could  have  failed  to  discover  that  the  second  order  constituted  an  illegal 

detention, 

ieeerHino  to  the  Medical  Superintendent,  the  second  “order”  was  “discharged 
by  opemtfon  of  the  law”  on  the  25th  December,  1950,  just  over  a year  after  it 

had  been  made. 
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45.  Desmond 

This  man.  had  a normal  education  and  in  March,  1940,  at  the  age  of  nineteen, 
was  charged  at  a Magistrate’s  Court  with  larceny  of  a bicycle  valued  at  15s.  Od. 
Although  over  eighteen,  and  not  having  been  reported  educationally  sub-normal, 
he  was  sent  to  a mental  deficiency  institution  where  he  was  kept  under  a detention 
order  for  -twelve  years. 

An  examination  of  the  documents  disclosed  these  facts.  The  order  was  in  the 
standard  form  of  a Section  8 order.  It  repeated  the  larceny  charge  and  continued, 
“ and  the  defendant  having  consented  to  be  dealt  with  summarily  the  Court  finds  the 
charge  is  proved ."  It  then  directed  that  he  should  be  sent  to  a mental  deficiency 
institution.  (N.C.C.L.  emphasis.) 

The  extract  from  the  Court  Register,  however,  disclosed  the  fact  that  the  Court 
found  the  charge  proved  by  a somewhat  unusual  method.  They  had  never  tried 
the  case ; they  had  not  even  taken  a plea  from  the  defendant.  There  is  a blank 
in  the  column  for  “ Plea  ”,  and  the  Minute  of  Adjudication  states, 

“ Discharged  to  Mental  Home  ”. 

46.  Gertrude 

(See  paragraph  40.  Inaccurate  Information.) 

In  their  letter  which  confirmed  that  the  detention  order  in  this  case  was  made 
by  X.Y.Z.,  the  Ministry  of  Health  claimed  that  the  order  was  valid  and  the 
accompanying  documents  were  also  in  order. 

We  understand  that  this  statement  is  inaccurate. 

The  order  states  that  the  justice, 

“ having  considered  the  documents  hereto  annexed,  namely : — 


The  consent  in  writing  of  A.B.C.,  the  father  of  the  said  defective. 


We  are  informed  that  the  father  has  stated  on  oath  that  he  did  not  give  consent, 
that  this  consent  has  never  been  produced,  and  it  appears  that  it  has,  in  fact, 
never  existed. 

SECTION  H.— GENERAL 

47.  Waiting  lists 

There  were  in  1952,  3,527  cases  listed  as  urgently  awaiting  accommodation  in 
mental  deficiency  institutions^1)  This  fact  is  sometimes  put  forward  to  counter  the 
evidence  of  wrongful  and  unnecessary  detentions. 

A little  examination  of  the  situation  discloses  a different  picture.  Two-thirds 
of  these  urgent  cases  are  low-grade  children.  It  is  not  possible  to  say  what  pro- 
portion of  the  remainder  is  low-grade ; statistical  information  is  not  plentiful.  As 
the  British  Medical  Journal  has  recently  commented:  — 

“ In  the  present  difficult  circumstances  the  lack  of  adequate  statistical  informa- 
tion about  the  mental  deficiency  service  is  unfortunate,  the  previous  reports  of 
the  Board  of  Control  being  now  replaced,  so  far  as  mental  deficiency  is  con- 
cerned, by  a few  lonely  paragraphs  in  the  general  report  from  the  Ministry 
of  Health.” 

The  existence  of  a long  waiting  list  of  low-grades  is  no  evidence  that  high-grades 
are  not  being  unnecessarily  detained.  At  the  time  of  the  publication  of  the  figure 
of  3 527  urgent  cases  needing  care,  there  were  1,921  beds  lying  vacant.  This  is  not 
merely  due  to  a shortage  of  paid  staff ; in  a situation  where  an  estimated  80  per 
cent,  of  the  domestic  work  and  a good  deal  of  the  nursing  work  is  being  done  by 
high-grade  patients,  a waiting  list  of  low-grades  does  not  diminish  pressure  to  keep 

0 B.M.J.,  2.1.1954. 
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high-grades  in  detention.  It  increases  the  pressure.  There  may  be  a long  waiting 
list  of  low-grade  children  desperately  needing  hospital  care ; there  was  no  waiting 
list  for  Colin,  Christine  and  the  other  high-grade  cases  to  which  we  have  referred. 

This  summer,  considerable  publicity  was  given  to  complaints  of  a magistrate 
that  he  had  to  send  to  prison  a man  with  a mental  age  of  seven  (i.e.  on  the  border- 
line of  imbecility  and  feeble-mindedness)  because  there  was  no  place  in  a mental 
deficiency  institution  for  him. 

At  the  same  times  as  this  man  was  unable  to  be  admitted,  a detention  order  was 
made  on  Gwendoline  aged  fifteen.  She  had  left  a county  secondary  school  a few 
months  earlier  with  a report  which  described  her  as  of  good  intelligence  and  ^average 
ability,  having  short  spells  of  rebellion  against  authority,  but  with  an  open 
nature,  truthful  and  above-board,  independent,  self-reliant,  practical  and  resourceful 
with  plenty  of  common  sense. 

Shortly  after  leaving  school  she  ran  away  from  home,  was  brought  before  the 
Juvenile  Court  as  in  need  of  care  and  protection.  After  a remand  for  medical  and 
psychological  reports,  she  was  made  the  subject  of  a “fit  person  oidei.  The 
County  Council  later  came  to  the  conclusion  that  stronger  disciplinary  powers  were 
needed  and  applied  to  the  Court  for  an  approved  school  order.  After  a further 
medical  and  psychological  examination  this  was  granted  by  the  Court. 

The  girl,  however,  never  reached  an  approved  school.  Despite  the  findings  of 
her  school  report  and  of  the  two  medical  and  psychological  examinations  ordered 
bv  the  Juvenile  Court,  despite  the  results  of  a period  of  observation  in  a County 
Council  hostel,  and  despite  the  decision  of  the  Court,  she  was  transferred  direct 
from  the  classifying  school  under  a Section  9 order  to  a mental  deficiency  institu- 
tion. There  was  no  room  for  a man  with  a mental  age  of  seven  ; there  was  room 
for  a girl  of  good  intelligence,  average  ability  and  plenty  of  common  sense. 

48.  Extension  of  limits  of  mental  deficiency 

It  has  been  pointed  out  (paragraph  13)  that  when  Dr.  E.  .O.  Lewis  in  1925-27 
made  his  estimate  of  the  number  of  mental  deficients  in  this  country,  he  used  as  a 
standard  (though  not  as  a limit),  an  intelligence  quotient  of  60  for  adults,  65  for 
adolescents  and  70  for  children.  It  was  also  pointed  out  that  Lewis  s figures  pro- 
duced an  incidence  which  was  at  least  twice  that  which  would  arise  from  the  figures 
of  the  investigators  of  the  Royal  Commission  of  1904-08.  Dr.  Lewis,  however, 
drew  attention  to  the  fact  that  at  that  date,  a number  of  cases  were  being  detained 
in  mental  deficiency  institutions  with  mental  ages  even  as  high  as  twelve  years 
(corresponding  intelligence  quotient  just  over  85).  (Wood  Report,  Pt.  IV,  page  45.) 
This  apparently  constituted  the  limit  at  which  detention  was  operated,  even  with 
what  were  called  “ temperamental  or  character  defects 

Comparable  figures  since  that  date  do  not  exist,  but  by  1938,  the  Colchester 
survey  showed  some  people  detained  with  intelligence  quotients  of  100  (i.e.  normal 
average). 

The  Medical  Research  Council’s  survey  of  1952  examined  a 5 per  cent,  sample 
of  all  patients  in  twelve  mental  deficiency  institutions  in  the  London  and  surrounding 
area  It  found  the  distribution  by  grade  of  the  adults  was  58  per  cent,  high-grade 
42  tier  cent  low-grade  ; 50  per  cent,  of  the  young  adult  high-grades  had  levels  of 
intelligence  above  70  points.  (A  letter  published  in  the  British  Medical  Journal 
on  the  30th  January,  1954,  disclosed  that,  according  to  Board  of  Control  records, 
60  per  cent,  of  adult  detained  patients  throughout  the  country  are  high-grade  and 
40  per  cent,  low-grade.) 

Moreover  even  to  those  who  would  support  detention  on  such  vague  grounds  as 
“ defect  of  character  ”,  there  is  little  in  the  survey’s  examination  of  the  patients 
records  to  justify  many  of  the  detentions  even  on  these  grounds. 

As  the  British  Medical  Journal  put  it:  — 

“ The  spread  of  the  intelligence  and  character  of  these  individuals  who  have 
been  classed  as  mentally  defective,  overlaps  very  widely  with  that  of  the  general 
population.” 
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It  would  seem  that  high-grade  mental  deficiency  is  rapidly  becoming  a meaningless 
phrase  which  can  be  applied  to  any  member  of  the  population  who  presents  a 
problem  to  authority. 

49.  The  central  administration 

The  situation  which  has  developed  in  the  mental  deficiency  service  arises,  not 
merely  from  a bad  Act,  but  from  a bad  Act,  badly  administered.  There  has  been 
a continued  reduction  in  the  effectiveness  of  the  lay  element  in  the  administration, 
all  effective  power  being  left  in  the  hands  of  the  expert.  Whilst  no  department 
concerned  with  the  ascertainment,  review  and  detention  can  escape  criticism,  the 
major  responsibility  must  undoubtedly  rest  on  the  central  administration  itself  and 
we  would  draw  particular  attention  to  changes  in  the  statutory  composition  of  the 
Board  of  Control  in  recent  years. 

Up  to  1913,  the  central  supervisory  authority  on  all  matters  affecting  the  liberty 
of  the  subject  in  the  field  of  mental  health,  was  the  . Lunacy  Commission,  established 
as  a result  of  the  Shaftesbury  agitation  of  the  1840’s. 

The  changes  in  the  composition  of  the  Board  of  Control  over  the  past  twenty-five 
years  have  broken  down  what  was  considered  by  Shaftesbury  to  be  the  major 
safeguard  of  the  Commission. 

Prior  to  1842,  supervisory  administration  established  by  Act  of  Parliament 
functioned  only  in  the  Metropolitan  and  surrounding  area,  the  Justices  of  the  Peace 
being  called  upon  to  establish  similar  machinery  in  their  areas.  The  history  of  this 
period  is  a history  of  successive  abuses,  in  which  there  is  a gradual  realisation  that 
the  central  supervision  of  institutions  cannot  be  left  in  medical  hands  alone  but 
needs  the  assistance  of  legal  and  lay  elements. 

In  1842,  the  visitation  powers  of  the  Metropolitan  Commissioners  (which  by  then 
consisted  of  barristers  as  well  as  physicians)  was  extended  to  the  whole  country 
and  in  1844,  they  felt  it  necessary  to  present  a lengthy  report  on  their  findings. 
This  resulted  in  the  Shaftesbury  agitation,  the  establishment  of  County  Asylums  and 
of  the  Lunacy  Commission.  This  Commission  consisted  of  three  Medical  Com- 
missioners, three  Legal  Commissioners  and  up  to  five  unpaid  lay  Commissioners. 

In  the  early  part  of  the  20th  Century,  the  number  of  Legal  and  Medical 
Commissioners  was  increased  to  four  each. 

In  1913,  the  Mental  Deficiency  Act  established  the  Board  of  Control,  which 
incorporated  the  existing  Legal  and  Medical  Commissioners  of  the  Lunacy  Com- 
mission and  added  up  to  four  paid  and  three  unpaid  lay  Commissioners.  This 
body  thenceforward  was  the  central  authority  for  both  the  lunacy  and  mental 
deficiency  services  and  at  this  stage  it  preserved  the  balance  between  medical, 
legal  and  lay  representatives. 

A serious  change  was  made,  however,  in  1930  by  Section  11  of  the  Mental 
Treatment  Act.  The  Board  of  Control  was  no  longer  constituted  by  the  fifteen 
Commissioners.  The  Act  laid  down  that  it  should  now  consist  of  a Chairman, 
and  four  Senior  Commissioners ; two  of  these  had  to  be  medical,  one  (at  least) 
legal  and  the  fourth  could  be  a legal  or  a lay  member.  Moreover,  the  Board 
became  by  this  Section,  largely  a self-perpetuating  body,  since  the  Board  itself 
(i.e.  the  Chairman  and  four  Senior  Commissioners)  appointed  the  other  Com- 
missioners, and  it  is  from  these  Commissioners  and  from  other  posts  for  which 
the  Board  makes  the  appointments,  that  future  members  of  the  Board  are  very 
largely  drawn. 

The  reduction  of  the  lay  and  legal  element  was  carried  a stage  further  by 
Section  49  (5)  of  the  National  Health  Service  Act  (1946)  which  enabled  the  fourth 
Commissioner  of  the  Board  of  Control  (who  previously  had  to  be  lay  or  legal) 
to  be  a Medical  Commissioner.  In  consequence  of  the  use  of  this  new  power,  the 
Board  of  Control  today  consists  of  a civil  servant  as  Chairman,  one  Legal 
Commissioner  and  three  Medical  Commissioners. 

From  Question  283  of  the  evidence  of  the  Ministry  of  Health  and  Board  of 
Control  to  the  Royal  Commission,  it  is  clear  that  the  central  administration  wish 
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to  keep  in  control  the  present  Senior  Medical  Commissioners  and  are  not  sure 
if  they  want  a Legal  Commissioner  at  all.  They  clearly  do  not  envisage  any  lay 
Commissioners. 

This  is  not  merely  a return  to  the  situation  prior  to  the  establishment  of  the 
Shaftesbury  safeguards  of  1845,  it  is  a return  to  the  situation  of  1774  when  medical 
Commissioners  functioned  alone.  It  ignores  all  the  experiences  which  . 

incorporation  of  legal  and  lay  Commissioners  with  the  Medical  Commissioner  in 
the  central  administration. 

We  would  direct  the  attention  of  the  Royal  Commission  to  the  evmence  of 
the  Earl  of  Shaftesbury  before  the  Select  Committee  of  the  House  of  Commons 
on  Lunatics  in  1859,  when  he  said: — . . 

“The  lay  element  was  considered  to  be  of  very  great  importance  indeed  m 
the  working  of  the  Commission  and  I can  say  from  long  experience  in  this 
matter  that  the  non-professional  element  not  only  upon  the  Commission  but 
among  the  visiting  magistrates  in  the  country  and  in  every  possible  department 
r dating  to  the  ctre  and  treatment  of  lunatics,  is  of  the  most  indispensable 
importance,  and  without  it,  I am  quite  certain,  that  the  whole  system  of  the 
management  of  lunatics  would  fall  into  the  greatest  disorder  and  we_  should 
relapse  into  many  of  the  errors  from  which  we  have  been  extricated. 


SECTION  I.— SUMMARY 


50.  Summary 

The  Mental  Deficiency  Act  of  1913  provided  for  the  detention  of  all  grades 
of  mental  deficients  including  the  high-grades,  who  had  not  previo^ly  been  subject 
to  detention.  Only  a minority  of  these  high-grades  come  under  detention  and 
those  who  are  detained  lose  their  liberty  as  a result,  in  the  majority  of  cases 
of  their  social  circumstances.  The  detention  provisions  were  based  largely  on 
eugenics  considerations  resting  on  theories  of  racial  purity  which  are  not  now 
generally  advocated. 

Exceptional  steps  were  taken  to  get  the  Bill  through  Parliament  which  demanded 
a number  of  procedural  safeguards  to  limit  the  use  of  the  detention  powers. 
(Sections  A & B)  The  effectiveness  of  these  safeguards  was  broken  down,  by 
statutory  regulations,  by  administrative  practice,  by  extension  of  the  limits  of 
mental  deficiency  and  by  the  establishment  of  advantages  to  the  institution  in  the 
indefinite  detention  of  high-grade  patients.  (Section  C.) 

The  practices  of  institutions  involve  additional  restrictions  on  liberty.  (Section  E.) 
The  deprival  of  freedom  on  unsworn  and  unchallenged  allegations  deprives  the 
individual  of  elementary  safeguards  and  cannot  be  justified  on  grounds  that  the 
legislation  is  protective.  (Section  D.) 

The  deprival  of  education  and  the  exploitation  of  patient  labour  challenges 
the  claim  that  the  interests  of  the  patient  are  paramount.  (Section  E.) 


This  situation  has  resulted  in  the  detention  for  many  years  of  men  and  women 
who  would'  probably  not  have  been  held  to  be  mentally  deficient  by  the  standards 
operating  when  the  Act  was  passed  or  by  standards  acceptable  to  the  general 
public  of  this  country  at  this  moment.  (Paragraphs  13  and  48.) 

The  judicial  and  administrative  procedures  are  often  farcical  in  their  brevity 
and  nominal  character,  and  at  times  not  even  the  formal  legal  requirements  are 
carried  out.  (Sections  D.  & G.) 

The  Board  of  Control  the  body  which  describes  itself  as  concerned  with  the 
liberty  of  the  subject,  not  only  fails  to  take  steps  to  deal  with  this  situation,  it 
refuses  facilities  to  enable  patients  to  exercise  their  legal  rights  (paragraph  29) 
and  fails  to  intervene  even  when  its  attention  is  drawn  to  a palpably  illegal  deten- 
tion. (Paragraph  43.) 

No  one  can  estimate  the  amount  of  human  suffering  and  of  endless  frustration, 
which  has  been  visited  on  the  weakest  and  most  defenceless  sections  of  the  com- 
munity by  the  administration  of  this  Act. 
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SECTION  J.— PROPOSALS  FOR  FUTURE  SERVICES 
(a)  General  Proposals 

51.  Voluntary  admissions 

There  will  probably  be  widespread  agreement  on  the  need  to  provide  institutional 
care  for  the  mentally  deficient  on  a voluntary  basis  at  the  instance  of  parents  or,  if 
a high-grade  adult,  at  the  instance  of  the  patient  himself.  It  should,  however,  be 
noted  that  there  is  nothing  in  law  to  stop  this  operating  now.  The  only  thing  that 
prevents  it  is  the  refusal  of  the  central  authority  to  accept  voluntary  admission. (l) 
(Paragraph  14  ( b ).) 

We  can  see  no  advantage,  however,  in  proposals  which,  whilst  providing  for 
voluntary  admissions,  reserve  powers  of  detention  on  as  wide  or  on  even  wider 
grounds  than  are  provided  in  the  1913  Act.  If  these  are  accompanied  by  proposals 
to  extend  still  further  the  interpretation  of  the  definitions  of  mental  deficiency, 
then  what  will  result  will  be  not  a genuine  voluntary  service  but  one  in  which  all 
the  present  abuses  still  exist  and  in  which  they  can  be  extended.  Only  the  appearance 
will  be  slightly  disguised. 

We  recommend  that  voluntary  admissions  be  permitted  to  all  services  for  the 
mentally  deficient.  Entry  should  be  at  the  instance  of  parents,  where  the  patient  is 
low-grade  or  high-grade  and  under  eighteen  and  at  the  instance  of  the  patient 
himself  if  high-grade  and  over  eighteen. 

We  hold,  however,  that  this  development  will  be  of  little  real  value  unless  drastic 
changes  are  also  made  in  respect  of  the  powers  of  detention. 


52.  Definition  of  mental  deficiency 

It  is  not  disputed  that  a large  number  of  people  are  detained  whose  level  of 
intelligence  is  well  within  the  normal  range.  It  is  now  being  suggested  that  their 
presence  in  institutions  is  due  to  the  fact  that  they  are  psychopaths,  or  “social 
problem  ” cases,  but  detention  of  people  within  the  normal  range  is  not  limited  to 
delinquents  and  others  whose  conduct  gives  rise  to  concern. 

As  the  British  Medical  Journal  pointed  out  in  its  annotation  to  the  report  of  the 
1951  Medical  Research  Council  Survey(2):  — 

“ The  reason  usually  advanced  for  the  continued  detention  of  these  patients 
is  that  they  constitute  a ‘social  problem’  group.  In  fact  the  survey  suggests 
that  social  problem  cases  make  up  only  a small  proportion  of  the  total.” 

Of  the  58,000  in  detention,  at  least  30,000  (60  per  cent,  of  adults)  are  high- 
grades.(3)  The  Medical  Research  Council  Survey  showed  that  more  than  half  of 
the  young  adults  in  the  sample  tested  were  above  the  generally  accepted  intellectual 
limits  of  mental  deficiency.  Yet  only  6,666  patients  altogether  have  entered  the 
institutions  through  a court  order  or  by  transfer  from  approved  schools(4)  etc.,  and 
many  of  these  will  have  appeared  on  only  minor  offences,  or  as  being  in  need  of 
care  and  protection. 


As  the  British  Medical  J ournal(2)  puts  it : — 

“ Is  the  fact  that  a small  proportion  of  patients,  certified  as  mentally  defec- 
tive, are  “ difficult  ” an  adequate  reason  for  detaining  for  an  indefinite  period 
others  who  might  become  so?  ” 


In  point  of  fact  an  “ inability  to  make  an  adequate  social  adaptation  ” appears 
to  have  meant,  in  the  case  of  Lionel,  a failure  to  keep  the  first  two  unsatisfactory 
jobs  provided  by  the  local  authority.  In  the  case  of  Joan,  it  apparently  meant  an 
inability  to  live  with  a mother  who  had  been  found  guilty  of  cruelty  to  the  girl ; 
in  the  case  of  Betty,  it  meant  joining  a trade  union.  __ 


(1)  Other  than  for  short  periods  under  Circular  5/52. 

(2)  2.1.1954. 

(3)  B.M.J.,  Corresp.  Tizard  & O’Connor,  30.1.1954. 

(4)  Ministry  of  Health  Annual  Report,  1952. 
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In  a number  of  cases,  it  would  appear  to  be  the  excuse  used  by  officers  of  local 
authorities  to  get  rid  of  cases  liable  to  cause  them  headaches.  The  proposals  to 
extend  the  use  of  this  criterion  for  future  detentions  are  a grave  and  dangerous 
threat  to  the  liberty  of  the  subject. 

There  can  be  no  objective  standards  of  “ social  efficiency  ”.  That  which  one 
person  may  consider  socially  efficient  may  appear  to  another  thoroughly  undesirable. 
In  consequence,  to  use  “ social  inefficiency  ” as  a criterion  is  to  set  up  a series 
of  subjective  criteria,  varying  from  individual  to  individual.  There  is  certainly  no 
evidence  that  the  standards  of  the  local  health  authorities  or  the  mental  deficiency 
service  have  any  transcendental  value. 

If  it  suits  the  fashion  of  some  psychiatrists  to  classify  in  one  group  the 
intellectually  retarded,  the  maladjusted  adolescent,  the  orphan  who  cannot  be 
“fitted  in”,  the  juvenile  delinquent  and  the  woman  who  joins  the  trade  union, 
under  the  general  heading  of  “ social  inefficiency  ”,  that,  of  course,  is  their  affair. 

Forty  years  ago  their  predecessors,  classified  together  the  consumptive,  the 
intellectually  retarded  and  the  sufferer  from  migraine  under  the  general  heading 
of  “ national  degeneracy  ”.  Forty  years  hence,  their  successors  will  doubtless  have 
evolved  a new  classification  containing  new  categories. 

When,  however,  individuals  are  to  lose  their  liberty  or  be  subjected  to  legal 
restrictions  on  the  basis  of  classifications  such  as  these,  it  is  time  that  the  ordinary 
people  of  this  country  put  a stop  to  such  nonsense. 

We  recommend  that  in  law  the  term  " mental  deficiency”  shall  apply  only  to  a 
serious  sub-normality  of  intelligence , existing  and  evidenced  before  the  age  of 
eighteen  years. 

S3.  Classifications  of  mental  deficiency 

Prior  to  1913,  the  high-grade  or  feeble-minded  mental  deficient  was  not  subject 
to  detention  or  to  any  legal  limitations.  The  1913  Act  evolved  the  same  machinery 
for  the  high-grade  patients  as  for  the  low-grade  imbeciles  and  idiots. 

In  general,  the  same  institution  is  used  for  all  types  of  cases  mainly  on  grounds 
of  economy.  We  hold  that  there  is  nothing  to  be  said  in  favour  of  this  general 
classification  if  the  interests  of  the  patients  are  to  be  considered  at  all.  The  type 
of  care  and  assistance,  the  type  of  institution,  and  the  appropriate  general  require- 
ments are  completely  different  for  the  two  categories.  The  only  advantages,  which 
accrue  from  the  general  classification  are  the  advantages  to  the  administration  of 
the  institution  ; the  disadvantages  to  the  patients  are  manifold,  and  the  confusion 
created  in  the  public  mind  has  assisted  in  bringing  about  the  present  deplorable 
state  of  affairs. 

There  would  appear  to  be  general  agreement  that  the  term  “ moral  defective  ” 
has  no  justification  and  should  be  abolished.  We  would,  however,  add  that  the 
confusion  in  the  public  mind  concerning  mental  deficiency  has  been  greatly  assisted 
by  the  practice  of  including  within  the  category  of  mental  deficiency  at  all  grades, 
individuals  whose  gross  behaviour  abnormalities  have  been  such  that  they  would, 
prior  to  1913,  have  been  classified  as  of  unsound  mind. 

There  are  only  a small  number  of  such  cases,  and  without  entering  into  any 
clinical  arguments,  we  would  point  out  that  the  social  consequence  of  classifying 
these  people  with  the  ordinary  mental  deficient  has  been  disastrous.  A single 
individual  within  this  category  engaging  in  an  act  of  irrational  violence  is  sufficient 
to  cause  the  gravest  doubts  as  to  whether  all  those  classified  as  mental  deficients 
are  not  equally  dangerous.  The  classification  is,  moreover,  unfair  to  the  individual 
so  classified.  If  he  is  not  to  be  held  in  inappropriate  conditions  of  custody,  he 
must  be  sent  to  one  of  two  institutions  reserved  for  all  defectives  of  violent  or 
dangerous  propensities.  He  may  be  hundreds  of  miles  from  home  with  his  friends 
and  relatives  unable  to  visit  him,  whereas  had  he  been  classified  as  of  unsound 
mind,  he  would  be  held  in  appropriately  secure  conditions  within  reasonable 
distance  of  his  home. 

We  would  add  one  point  on  the  terms  used.  Whilst  we  have  every  sympathy 
with  tht  feelings  of  parents  who  object  to  the  use  of  terms  which  have,  colloquially, 
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a derogatory  meaning,  we  would  urge  extreme  caution  in  the  use  of  terms  which  in 
“Sy.  °™mary  every  day  meaning  differ  markedly  from  their  special  meaning 
witmn  future  legislation.  To  use  such  terms  as  “ backward  child  ” for  an  imbecile 
°r  , PeoP  ® m special  care  ” for  the  mental  deficient,  is  to  run  the  risk 

that  the  interpretation  given  to  these  terms  by  the  justices,  administrators,  etc.,  will 
approximate  to  their  general  everyday  meaning  rather  than  the  special  meaning  they 
are  intended  to  have  within  the  legislation.  3 


We  recommend  that  in  future  legislation  a clear  distinction  be  made  between  low- 
grade  mental  deficiency  on  the  one  hand  and  high-grade  on  the  other,  with  separate 
institutions.  y 


That  the  term  " moral  defective  ” be  abolished. 

That  people  with  gross  behaviour  abnormalities  be  dealt  with  as  persons  of 
unsound  mind. 

That  the  greatest  care  be  used  in  the  choice  of  terms  to  ensure  that  the  terms 
which  are  used  in  future  legislation  shall  be  terms  whose  normal  everyday  meaning 
does  not  differ  from  the  meaning  they  are  intended  to  have  within  the  legislation. 


54.  Safeguards  if  general  reserve  powers  of  detention  are  maintained 

We  make,  in  later  sections,  a number  of  proposals  which  we  believe  will  make 
unnecessary,  with  few  exceptions,  the  retention  of  powers  of  detention  of  the 
character  which  at  present  operate  within  the  mental  deficiency  service. 

We  appreciate  that  this  may  appear  to  be  an  extremely  bold  step,  and  are  there- 
fore indicating  a number  of  proposals  which  on  the  basis  of  what  is  disclosed  in  the 
earlier  sections  of  this  memorandum  are  the  minimum  essential  to  reduce  abuses, 
if  reserve  powers  of  detention  are  maintained. 

In  putting  forward  these  proposals,  however,  we  do  not  believe  that  they  will 
satisfactorily  deal  with  the  situation,  though  they  will  undoubtedly  reduce  the  present 
abuses.  They  are  additional  to  the  proposals  made  earlier  in  regard  to  definition 
classification  and  voluntary  admissions  (paragraphs  51,  52  and  53)  and  to  the 
proposals  made  later  in  regard  to  detention  of  offenders  against  the  law  (para- 
graphs 61  and  62):  — 

(a)  The  strengthening  of  the  judicial  character  of  all  procedures  in  respect 

of  detention  and  review,  and  the  establishment  of  special  procedure 
before  an  individual  is  classified  as  dangerous  or  violent. 

( b ) Ascertainment  only  after  testing  by  qualified  personnel  and  consultation 
with  family  doctor  and  with  school. 

(c)  The  right  of  the  appropriate  relative  to  direct  release  at  any  time,  subject 

only  to  a barring  certificate  on  grounds  that  the  patient  is  dangerous 
and  unfit  to  be  at  large  with  right  of  appeal. 

(d)  Medical  Superintendent  to  have  right  of  discharge  at  any  time. 

( e ) Three  members  of  Management  Committee  to  have  absolute  right  of 

discharge  at  any  time. 

(/)  A clause  to  deal  with  escapes,  similar  to  the  fortnight  escape  clause  in  the 
1890  Lunacy  Act. 

(g)  Biennial  reviews  of  order  by  the  Visitors  after  the  first  two  annual 
reviews  ; Visitors  to  have  the  absolute  right  of  discharge  at  all  review 
periods. 

(h)  Provision  for  periodical  appeal  to  the  courts  by  the  patient  against 
continued  detention,  similar  to  that  provided  by  the  1940  Scottish 
Amending  Act,  but  with  the  right  of  the  press  to  be  present  and  to 
report,  subject  to  the  omission  of  names,  as  in  reports  of  cases  in 
Juvenile  Courts. 

(0  Increased  lay  representation  at  all  stages  of  the  administration. 

00  The  complete  transformation  of  the  Board  of  Control,  with  equal  repre- 
sentation to  lay,  legal  and  medical  elements. 
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(k)  No  institutions  to  be  under  the  management  of  the  Board  of  Control. 

(/)  Separate  institutions  for  high-grade  and  low-grade  cases.  Payment  of 
wages  for  all  work  done  at  rates  agreed  with  the  trade  unions,  and  an 
end  to  the  advantages  to  the  institution  in  prolonged  detention  of  high- 
grade  cases. 

(m)  The  provision  of  education  and  training  as  a statutory  obligation  for  all 
trainable  cases,  with  the  aim  of  rehabilitation. 

( n ) A judicial  investigation  in  respect  of  any  allegation  of  an  offence  against 
the  law  by  a patient  in  detention  and  a properly  constituted  administrative 
inquiry  into  any  other  allegations  that  affects  the  character  and  record 
of  a detained  patient. 

(o)  All  employment  on  licence,  day  or  residential,  to  be  on  terms  and 
conditions  agreed  with  the  appropriate  trade  unions.  The  licence  clause 
forbidding  attachments  with  members  of  the  opposite  sex  to  be  abolished. 

(p)  Any  patients  successfully  completing  two  years  on  residential  licence  to  be 
discharged. 

(q)  Any  patient  who  believes  himself  to  be  unreasonably  refused  an  opportunity 

of  licence  to  have  the  right  of  appeal  to  an  independent  authority. 

(r)  Right  of  independent  medical  examination  at  own  expense  at  any  time. 

Right  of  independent  medical  examination  at  renewal  periods  at  expense 
of  State. 

(, s ) A statutory  obligation  on  the  administration  to  supply  patients  with  full 
information  on  all  their  rights  and  to  provide  facilities  for  the  exercise 
of  these  rights.  A statutory  bar  on  the  use  of  delegated  legislation  or 
administrative  rules  to  prevent  a patient  from  using  his  rights. 


(b)  The  High-Grade  Non-Delinquent 

55.  Are  reserve  detention  powers  needed  ? 

To  suggest  that  reserve  powers  of  detention  may  not  be  needed  at  all  in  respect 
of  high-grades,  except  for  the  offender  against  the  law,  may  seem  a very  bold 
proposal,  but  the  citizen  of  the  Republic  of  Eire  would  undoubtedly  consider  that 
proposals  to  institute  such  detention  were  very  remarkable.  He  would  be  joined 
in  that  opinion,  we  understand,  by  the  citizens  of  most  of  the  countries  of  the 
world  who  have  managed  to  provide  care  for  high-grade  mental  deficients  without 
imposing  special  legislative  restrictions. 

Moreover,  no  such  powers  of  detention  existed  in  this  country  up  to  1913,  and 
they  have  operated  since  then  only  for  a relatively  small  proportion  of  the  cases, 
the  remainder  having  been  able  to  maintain  themselves  satisfactorily  without  any 
legislative  restriction  upon  their  freedom. 

In  view  of  the  experience  of  the  1913  Act  and  of  its  operation,  we  feel  it  essential 
to  re-examine  the  arguments  for  detention  advanced  at  that  time  and  such  arguments 
as  are  put  forward  today,  bearing  in  mind  the  general  advance  in  the  social  services 
since  1913  and  the  advances  in  the  general  standard  of  education  and  social 
responsibilities. 

56.  The  eugenics  argument 

The  current  trend  of  public  opinion  on  theories  of  racialism  is  such  that  the 
argument  for  detention  on  eugenics  grounds  is  seldom  put  forward  openly  today. 
It  is  difficult  to  realise  the  extent  to  which  this  argument  was  advanced,  for  the 
detention  proposals  of  the  1913  Act  and  the  extent  to  which  it  provided  the  basis 
of  the  approach  of  the  Wood  Committee  to  the  problem  of  the  adult  defective. 

We  believe,  however,  that  in  practice,  this  argument  is  not  as  dead  as  it  might 
appear  and  that  the  eugenics  conceptions  are  still,  in  fact,  held  in  private. 
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We  believe  that  it  is  necessary  to  bring  this  argument  out  into  the  open  and 
examine  it  and  lurthermore,  we  consider  that  detention  on  grounds  of  eugenics 
should  be  explicitly  rejected,  not  only  because  of  its  cruelty  but  also  because : — 

(a)  Even  assuming  that  the  diagnosis  of  mental  deficiency  could  be  relied  on 
in  cases  held  in  detention  as  “socially  inefficient”,  there  is,  as  Penrose 
has  pointed  out,( ) no  precise  genetics  of  social  inefficiency  and  the  claim 
invalid  Can  Preven^e(^  on  the  basis  of  genetic  theory  is  essentially 

(b)  There  is  considerable  conflict  of  expert  opinion  on  the  proportion  of  cases 
of  mental  deficiency  believed  to  arise  from  hereditary  factors  and  the 
proportion  believed  to  be  due  to  non-hereditary  factors. 

(c)  The  great  majority  of  cases  of  all  grades  are  born  to  parents  who  cannot 

themselves  be  classed  as  mentally  deficient^1) 

(cf)  The  actual  proportion  of  children  of  mentally  deficient  parents  who  are 
themselves  mentally  deficient,  is,  “ a matter  of  dispute  which  cannot  be 
settled  so  long  as  definitions  of  defect  vary  ”.(1) 

(e)  The  1913  Act  did  not  provide  for  the  detention  of  all  mental  deficients, 
and  the  selection  is  based  mainly  on  social  circumstances.  To  suggest 
that  this  group  alone  should  not  be  permitted  to  reproduce  is  to  provide  a 
biological  disguise  to  irrational  prejudices  and  conceptions. 

We  recommend  that  detention  on  eugenics  grounds  should  be  explicitly  rejected 
because  of  its  cruelty,  the  uncertainty  of  its  basis,  and  the  extent  to  which  it  can  be 
used  to  satisfy  irrational  prejudices  and  conceptions. 


57.  The  argument  based  on  illegitimate  births 

It  was  strongly  urged  in  the  debates  before  the  passing  of  the  1913  Act  that  one 
of  the  grave  social  problems  for  which  legislation  was  needed  arose  from  the 
dangers  of  mentally  deficient  young  women  producing  a number  of  illegitimate 
children.  This  argument  was  heavily  overlaid  with  the  eugenics  theories  prevalent 
at  that  time,  but  is  still  put  forward  in  terms  of  the  need  for  protective  detention. 

An  examination  of  the  facts,  however,  suggests  that  whatever  may  have  been 
the  situation  in  1913,  there  is  no  large  problem  today.  It  was  to  deal  with  this 
category  that  the  clause  was  inserted  in  the  Act  of  1913,  rendering  a woman 
“ subject  to  be  dealt  with  ” if  she  gave  birth  to  an  illegitimate  child  whilst  in 
receipt  of  poor  relief.  This  clause  vanished  with  the  National  Assistance  Act  of 
1946,  and  is  the  only  category  of  people  “ subject  to  be  dealt  with  ” which  has  been 
abolished.  We  have  seen  no  representations  suggesting  any  major  problem  resulting 
from  this. 

Moreover,  although  the  Board  of  Control  has  not  considered  the  abolition  of 
the  category  to  be  a ground  for  failing  to  renew  detentions  made  previously  under 
this  category,  the  1951  survey  of  the  Medical  Research  Council(2)  showed  that  of 
the  total  of  females  in  institutions,  in  the  sample  tested,  only  3-8  per  cent,  had 
either  been  pregnant  or  had  contracted  a venereal  disease.  Further,  this  figure  of 
3-8  per  cent,  would  include  those  cases  where  pregnancy  had  resulted  from  the 
conditions  of  licence.  (Paragraph  35.) 

In  point  of  fact,  the  practice  of  detaining  high-grade  women  “until  they  have 
passed  the  child-bearing  age”  is  operated  not  so  much  because  the  woman  has 
had  an  illegitimate  child  but  because  as  in  the  case  of  Helen,  someone  thinks  she 
looks  as  though  she  might  have  one. 

We  would  emphasise  that,  in  any  event,  the  woman  became  “ subject  to  be 
dealt  with”  not  because  she  had  an  illegitimate  child,  but  because  she  had  it 
“ whilst  in  receipt  of  poor  relief  ”.  It  meant  the  imposition  of  two  moral  standards, 
where  the  consequences  depended  on  the  size  of  the  family  income. (*) 

(*)  “ The  Biology  of  Mental  Defect  ”,  p.  234. 

(2)  B.M.J.,  2.1.1954. 
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We  believe  that  such  cases  as  may  arise,  should  be  dealt  with  by  advice  and 
assistance  and  by  the  use  of  the  Children  and  Young  Persons  Act  if  the  mother  is 
under  age. 

We  recommend  that  in  cases  of  high-grade  mental  deficiency  ( where  it  has  always 
been  recognised  that  the  mental  condition  itself  is  no  grounds  for  detention ) then 
the  production  of  an  illegitimate  child  should  be  no  grounds  for  detention,  whatever 
the  size  of  the  family  income. 

58.  The  argument  based  on  inability  to  be  self-supporting 

The  Ministry  of  Health^)  justifies  detention  of  high-grades  capable  of  work 
in  the  following  words : — 

“ Where  there  is  unemployment,  defectives  are  the  first  to  fall  out  of  work ; 
the  fact  that  patients  can  work  does  not  always  mean  that  industry  has  a place 
for  them  ”,  and  “ not  all  who  are  returned  as  ‘ employed  ’ in  the  hospital,  are 
capable  of  self-supporting  work  in  the  community.” 

This  is  certainly  an  argument  in  support  of  provisions  for  care.  It  is  hardly 
an  argument  in  support  of  detention.  We  have  seen  no  facts  to  suggest  that  people 
not  capable  of  fully  maintaining  themselves  would  refuse  to  avail  themselves  of 
reasonable  facilities  for  care,  as  they  do  avail  themselves  with  other  types  of 
disability. 

The  argument  about  the  effects  of  future  unemployment  parallels  the  concern 
expressed,  prior  to  1913,  on  the  “ ins  and  outs  ” and  in  particular  on  those  able 
to  maintain  themselves  in  a seasonal  job  in  summer  but  who  returned  to  the  work- 
house  for  the  winter. 

We  have  never  been  able  to  appreciate  the  force  of  the  argument  that  a man 
should  be  locked  up  in  summer  because  he  requires  institutional  care  in  the  winter. 
We  have  similar  difficulties  in  appreciating  the  modern  counterpart  of  this  argument 
as  advanced  by  the  Ministry  of  Health  in  regard  to  future  unemployment.  Even 
if  there  were  general  unemployment  and  this  statement  were  true,  it  would  appear 
to  be  an  argument  for  the  provision  of  care  not  of  detention.  It  is  certainly  not 
an  argument  for  detention  when  employment  is  available. 

We  would,  however,  be  glad  to  know  what  evidence  there  is  in  support  of  the 
statement.  If,  of  course,  mental  deficiency  is  defined  in  terms  of  social  inefficiency, 
then  the  first  to  fall  out  of  work  will  become,  by  virtue  of  the  definition,  mentally 
deficient.  We  see  little  point  in  developing  such  a circular  argument.  It  certainly 
does  not  demonstrate  that  the  high-grades  at  present  held  in  institutions  would  be 
the  first  to  fall  out  of  work.  As  Professor  Penrose(2)  has  put  it: — 

“If  mental  defect  is  to  be  defined  in  terms  of  social  incompetence,  those 
relatively  incapable  of  maintaining  themselves  in  a competitive  society,  are, 
by  definition,  mentally  defective.  The  inference  that  the  same  people  would  be 
incompetent  in  a different  environment  or  according  to  different  standards  is 
unjustified.” 

We  believe  that  far  too  pessimistic  a view  is  held  by  the  mental  deficiency  service 
on  the  possibilities  of  normal  employment  for  high-grade  mental  deficients  at 
present  employed  in  institutions  and  on  licence.  The  great  majority  of  high-grade 
mentally  deficient  never  enter  an  institution  and  the  circumstances  under  which  the 
detained  cases  become  “ subject  to  be  dealt  with  ” seldom  have  any  relation  to  their 
capacity  to  obtain  employment. 

The  evidence  of  testimonials  from  employers  in  respect  of  high-grade  mental 
deficients  who  have  obtained  work  on  licence  or  during  periods  of  escape,  appears 
to  be  ignored  by  the  authorities  and  detentions  continued  despite  this  evidence. 

There  are,  of  course,  difficulties  in  respect  of  normal  employment  where  patients 
detained  from  early  years,  are  first  introduced  to  such  employment  after  a long 
period  of  institutionalisation  but  if  a young  man  is  locked  up  at  the  age  of  fifteen 
and  then  introduced  to  normal  employment  for  the  first  time  in  his  late  30’s,  then 

(x)  Ministry  of  Health  Annual  Report,  1953,  p.  127. 

(2)  “ Biology  of  Mental  Defect  ”,  p.  12. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  COUNCIL  FOR  CIVIL  LIBERTIES 


847 


it  would  appear  to  be  more  reasonable  to  assume  that  the  difficulties  with  which 
he  may  be  confronted  arise  from  the  prolonged  detention  rather  than  from  an 
assumed  innate  deficiency  in  his  mind. 

We  held,  moreover,  that  evidence  of  the  need  for  help  is  not  evidence  of  the 
need  for  detention.  It  is  not  so  interpreted  in  any  other  sphere  and  we  consider 
that  it  should  not  be  so  interpreted  in  the  field  of  mental  deficiency. 

We  consider,  however,  that  there  is  a need  for  the  extension  of  education  and 
training  facilities  beyond  the  age  of  sixteen,  for  the  high-grade  cases,  and  the 
provision  of  hostel-type  accommodation  associated  with  centres  of  normal  industry 
and  with  sheltered  workshops,  for  those  needing  such  help  either  for  a short  or  a 
long  period. 

We  recommend  that  in  cases  of  high-grade  mental  deficiency  ( where  it  has  always 
been  recognised  that  the  mental  condition  itself  is  no  grounds  for  detention ) then 
neither  an  assumption  that  there  will  be  employment  difficulties  nor  evidence  of  such 
difficulties  should  be  grounds  for  detention. 

We  further  recommend  that  institutional  care  should  be  offered  in  such  circum- 
stances on  the  same  voluntary  conditions  as  operate  for  other  forms  of  disability  ; 
that  all  institutional  care  shall  include  educational  and  training  facilities  beyond  the 
age  of  sixteen,  and  that  the  main  objective  shall  be  the  provision  of  hostel-type 
accommodation  associated  with  centres  of  industry  and  agriculture  and  with  sheltered 
workshops. 

59.  The  argument  based  on  lack  of  satisfactory  home 

We  have  never  been  able  to  understand  why  young  people  living  in  an  unsatis- 
factory horpe  or  with  unsatisfactory  parents  or  who  are  without  parents,  should 
therefore  lose  their  liberty.  We  can  understand  why  alternative  means  of  care 
should  be  provided.  We  can  understand  why,  subject  to  proper  legal  safeguards, 
they  should  be  removed  from  an  unsatisfactory  environment  and  given  residential 
care  until  adult  in  the  same  way  as  any  other  children  would  be  cared  for.  We 
cannot,  however,  understand  why  they  should  be  locked  up. 

The  cases  quoted,  in  the  1913  debate,  of  feeble-minded  children  being  returned 
at  the  age  of  sixteen  to  unsatisfactory  homes  from  which  they  had  been  taken  as 
children,  demonstrated  the  limitations  of  the  Children  Act  of  1908  and  the  con- 
sequences of  such  return  would  have  been  also  bad  for  normal  young  people.  The 
whole  situation  had  to  met  later  and  was  in  fact  met  by  the  Children  and  Young 
Persons  Act  of  1933. 

We  consider  that  to  be  born  of  unsatisfactory  parents  or  to  be  without  parents 
is  no  cause  for  being  deprived  of  one’s  liberty. 

We  recommend  that  in  cases  of  high-grade  mental  deficiency  (.where  it  has  always 
been  recognised  that  the  mental  condition  itself  is  no  cause  for  detention ) then  the 
fact  that  the  individual  is  an  orphan,  or  has  unsatisfactory  parents  or  home  conditions 
should  be  no  grounds  for  detention. 

We  further  recommend  that  any  such  situation  should  be  dealt  with,  by  proceed- 
ings under  Children  and  Young  Persons'  legislation,  under  which  the  individual 
remains  in  the  care  of  the  local  authority  up  to  the  age  of  eighteen  years,  the  local 
authority  determining  his  residence  up  to  that  age. 

60.  Summary  of  arguments  and  reply 

We  believe  that,  apart  from  the  argument  on  grounds  of  eugenics,  the  arguments 
for  the  detention  of  high-grades  which  were  put  forward  in  1913,  appear  only  as 
arguments  for  the  provision  of  care.  No  new  arguments  have  been  since  produced 
to  justify  these  detention  provisions.  There  was  undoubtedly  a need  for  better 
provision  of  care  for  the  feeble-minded  in  1913  and  support  was  clearly  given  to 
the  Bill  by  many,  on  these  grounds,  without  a full  realisation  of  the  extent  to 
which  it  attacked  the  liberty  of  the  subject. 

An  examination  of  the  cases  quoted  at  this  time  however  demonstrates  that  they 
represented  extreme  forms  of  general  weaknesses  in  the  social  services  and,  to  some 
extent,  the  campaign  around  the  Mental  Deficiency  Bill  acted  as  a diversion  from 
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the  consideration  of  the  reports  of  the  Royal  Commission  on  the  Poor  Law  and 
the  other  issues  of  general  social  reform  with  which  the  country  was  confronted. 

A workhouse  environment  bore  harshly  not  only  on  feeble-minded  children  but 
on  all  children.  Seasonal  and  sometimes  long  term  unemployment  without  insurance 
schemes  bore  harshly  not  only  on  the  feeble-minded  but  upon  all  subjected  to  it. 
The  limitations  of  the  Children  Act  of  1908  affected  not  only  the  feeble-minded 
child  from  an  unsatisfactory  home,  it  affected  all  children  from  unsatisfactory  homes. 

These  social  problems  have  had  to  be  met,  since  1913,  on  a general  scale  and 
it  is  in  the  light  of  such  legislation  as  the  Children  and  Young  Persons  Act,  the 
National  Insurance  Act  and  the  National  Assistance  Act,  that  we  can  see  the  main 
answers  to  the  problems  of  care  that  were  posed  in  1913.  Some  form  of  residential 
care  will  probably  always  be  needed  for  some  high-grades,  although  its  form  should 
differ  from  that  of  the  present  institutional  regime  and  should  approach  more 
closely  a hostel  system  with  sheltered  workshops. 

There  will,  of  course,  be  occasional  examples  of  people  who  overestimate  their 
capacity  and  endeavour  to  live  outside  the  sheltered  environment  when  they  are 
not  quite  capable  of  doing  so.  Occasionally  an  aged  man  or  woman  is  found 
wandering  because  of  a similar  overestimate  of  capacity.  There  are  no  proposals, 
however,  to  lock  up  all  old  people,  just  in  case  they  do  the  same  thing,  nor,  for 
that  matter,  do  we  lock  up  the  old  man  and  woman  found  wandering.  We  do 
not  detain  the  blind  man  or  any  other  section  of  the  handicapped.  We  offer 
them,  so  far  as  it  is  available,  the  training  and  assistance  they  need.  There  is  no 
basis  for  the  detention  of  the  feeble-minded  in  circumstances  where  others  would 
not  be  detained. 

The  fundamental  objection  to  the  detention  powers  of  the  1913  Act  is  that  it 
creates  a class  of  people  who  may,  at  any  time  within  their  lives,  lose  their  liberty 
not  by  virtue  of  any  change  in  their  mental  condition,  but  either  by  virtue  of 
circumstances  over  which  they  have  no  control  or  by  virtue  of  circumstances  which 
do  not  involve  a breach  of  the  law. 

This  situation  is  bad,  because:  — 

(a)  So  far  from  providing  the  individual  with  assistance,  it  demands  of  him, 

adherence  to  additional  sets  of  rules,  to  which  few  normal  people  could 
adhere. 

( b ) Whatever  safeguards  are  established,  abuses,  conscious  or  unconscious,  will 
always  develop. 

(c)  It  leads  to  resistance  to  classification  for  services  that  may  be  needed  for 

fear  of  the  consequent  disadvantages.  Today  there  is  resistance  by  both 
parents  and  teachers  to  classification  of  a child  for  special  education  for 
the  educationally  sub-normal  which  might  benefit  the  child,  for  fear  of 
the  consequences  of  such  a classification  in  later  life. 

Atherley- Jones  in  the  Commons  debate  in  1913,  said  of  the  Mental  Deficiency 
Bill:  — 

“ There  is  no  such  legislation  in  any  other  civilised  country.”  (Paragraph  6.) 

Some,  but  not  all  British  Dominions,  have  adopted  similar  measures  since  then. 
Although  they  appear  to  apply  its  provisions  on  a more  limited  scale,  criticisms 
similar  to  those  voiced  in  this  country,  have  been  made  in  teachers’  organisations 
in  Australia  (where  some  but  not  all  States  have  such  an  Act).  Of  the  rest  of 
the  world  we  know  of  legislation  capable  of  detaining  the  high-grade  mental  deficient 
only  in  Denmark,  Sweden  and  in  some — possibly  all — States  of  the  U.S.A.  In  the 
latter  country,  however,  the  term  “mental  deficient”  is  more  rigidly  defined  in 
most  cases  than  under  the  English  law  and  it  is  significant  that  in  Massachussetts 
quite  recently  the  law  has  been  changed  to  allow  the  courts  to  intervene  and  end 
detentions  (similar  to  those  operating  in  this  country)  of  thirty  years  or  more  arising 
out  of  truancy  and  petty  larceny.  (In  1935,  only  Denmark — throughout  the  whole 
of  the  world — had  a higher  incidence  of  mental  defectives  in  institutions  than  this 
country.) 
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We  cannot  be  certain  that  the  above  list  is  exhaustive,  but  we  know  that  Eire 
has  no  detention  provisions  for  high-grade  mental  deficients,  and,  to  the  best  of 
our  knowledge,  in  the  majority  of  countries  such  provision  as  is  made  for  the 
care  of  high-grade  mental  deficients,  is  done  without  detention  powers. 

We  recommend  that  in  future  legislation  for  the  care  of  the  mentally  deficient 
no  detention  powers  shall  operate  for  the  high-grade  cases  except  where  there  has 
been  an  offence  against  the  law. 

(c)  The  Offender  against  the  Law 
61.  Detentions  arising  from  convictions 

We  consider  that  a mentally  deficient  child  or  adult  offender  against  the  law 
should  be  entitled  to  all  the  benefits  of  the  probation  and  allied  services  in  the 
same  way  as  any  other  individual.  Similarly,  we  hold  that  there  is  no  justification 
for  indefinite  detention  of  offenders  because  the  child  or  adult  has  been  held  to 
be  mentally  deficient. 

A detention  order  for  a sub-normal  child  should  only  be  made  by  the  Court 
under  the  same  circumstances  as  would  cause  it  to  issue  an  approved  school  order. 
It  would  probably  be  desirable  that  the  order  should  be  of  the  same  form  for 
all  children  but  that  where  evidence  of  incomplete  development  of  mind  had  been 
presented  to  the  Court,  under  conditions  which  would  allow  the  parents  to  offer 
opposing  evidence  if  they  so  wished,  and  the  Court  felt  that  the  evidence  was 
adequate,  they  should  be  entitled  to  make  a recommendation  that  the  child  should 
be  detained  in  a special  school  for  sub-normal  children. 

In  the  event  of  a child  or  young  person  under  the  age  of  eighteen  having  been 
sent  to  an  approved  school  or  other  place  of  detention  by  order  of  a Court  and 
having  been  considered  at  a later  date  to  be  sub-normal,  the  child  should  first 
be  sent  to  a classifying  school  for  a period  of  observation  and,  if  the  classifying 
school  agrees  with  the  estimate,  the  case  should  be  remitted  to  the  Juvenile  Court 
which  made  the  original  decision  and  the  parents  should  be  entitled  to  offer 
evidence  to  the  contrary,  if  they  so  desired.  The  final  decision  would  rest  with  the 
Court.  All  such  orders  should  lapse  at  the  age  of  eighteen,  subject  only  to  a 
continuation  on  the  basis  of  a certificate  that  the  individual  was  dangerous  and 
unfit  to  be  at  large  or  where  the  offence  for  which  the  child  or  young  person  came 
before  the  Court,  was  of  such  grave  social  consequence  as  would  lead  to  a decision 
that  the  detention  did  not  terminate  at  the  age  of  eighteen  in  the  case  of  a person 
held  to  be  of  full  mental  development. 

If  an  adult  is  found  guilty  of  a criminal  offence,  punishable  by  imprisonment, 
and  there  is  evidence  of  sub-normality  of  intelligence,  the  Court  should  have  powers 
to  make  a special  detention  order. 

In  such  cases,  the  Court  must  proceed  to  a conviction  and  should  fix  a maximum 
time  limit  on  the  detention  which  should  not  be  greater  than  the  period  of  imprison- 
ment that  could  be  ordered  in  respect  of  an  individual  of  full  mental  development 
except  in  those  cases  where  the  power  of  the  Court  to  order  imprisonment  is  of 
less  than  two  years  in  which  case  a detention  order  for  two  years  may  be  made 
by  the  Court. 

No  detention  order  made  by  a Court  shall  continue  beyond  the  duration  of  the 
period  fixed  by  the  Court  unless  the  patient  is  certified  as  being  dangerous  and 
unfit  to  be  at  large. 

In  the  case  of  an  adult  above  the  age  of  eighteen  having  been  sent  to  prison 
or  Borstal  institution  and  having  been  then  considered  to  be  mentally  deficient,  he 
shall  be  sent  first  to  a classifying  institution  and,  if  the  classifying  institution  confirms 
the  opinion  of  the  prison  doctors,  the  case  shall  be  referred  back  to  the  Court 
which  passed  the  original  sentence,  for  a decision  on  a variation  of  the  sentence 
but  the  total  time  detained  shall  not  exceed  the  original  sentence  or,  in  the  case  of 
shorter  sentences,  two  years,  except  where  a certificate  is  issued  that  the  patient 
is  dangerous  and  unfit  to  be  at  large. 

All  certificates  that  the  patient  is  dangerous  and  unfit  to  be  at  large,  to  be  subject 
to  appeal.  (Paragraph  62.) 
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Conditions  to  be  fulfilled 

All  three  of  the  following  conditions  should  be  fulfilled  to  warrant  such  a 
detention  : — 

(a)  A conviction  for  an  act  in  breach  of  the  law,  such  as  could  carry  with  it  a 

sentence  of  imprisonment,  or  a finding  by  a Juvenile  Court  such  as  would 
warrant  an  approved  school  order. 

(b)  Evidence,  after  testing  by  qualified  personnel,  of  serious  sub-normality  of 
intelligence. 

(c)  If  the  individual  is  over  eighteen,  documentary  evidence  of  the  existence  of 

such  condition  before  the  age  of  eighteen,  and  of  its  persistence  up  to  the 
time  of  last  examination  before  reaching  eighteen. 

We  recommend  that  mental  deficiency  detentions  by  order  of  a Court  should  only 
be  made  when  detention  or  imprisonment  would  be  ordered  by  the  Court  in  respect 
of  a person  of  normal  mental  development. 

That  the  duration  of  such  detentions  should  not  be  greater  than  that  which 
would  be  ordered  in  the  case  of  an  individual  of  full  mental  development  except 
that  where  the  power  of  the  Court  to  order  imprisonment  is  limited  to  a period  of 
less  than  two  years,  it  should  be  lawful  to  order  a detention  not  exceeding  two  years, 
and  that  release  shall  automatically  be  granted  at  the  end  of  the  period  fixed  by 
the  Court  except  where  a certificate  is  issued  that  the  patient  is  dangerous  and 
unfit  to  be  at  large,  with  provision  for  appeal. 

We  further  recommend  that  powers  to  order  these  detentions  shall  operate  only 
where  there  is  evidence,  after  testing  by  qualified  personnel  ( and  consultation  where 
possible  with  school  and  with  family  doctor),  of  serious  sub-normality  of  intelligence 
and  of  its  existence  before  the  age  of  eighteen  years. 

62.  Public  danger 

The  question  must  inevitably  arise  as  to  whether  there  is  a need  for  mental 
deficiency  legislation  to  protect  the  public  against  possibly  dangerous  patients.  The 
short  answer  to  this  is  that  the  community  found  the  existing  legislation  quite 
adequate  for  the  purpose  of  its  protection  up  to  1913. 

This  argument  was  not  advanced  in  support  of  the  Act  of  1913,  the  one  case 
of  violence  mentioned  in  the  Commons  debate  was  in  fact  an  act  by  a man  who 
had  been  detained  under  the  Lunacy  Act,  and  then  discharged. 

Without  entering  into  any  clinical  argument,  we  believe  it  would  be  better  from 
every  point  of  view  to  detain  people  who  indulge  in  irrational  acts  of  violence 
under  the  legislation  for  people  of  unsound  mind,  just  as  they  were  so  detained 
prior  to  1913. 

There  is  some  reason  to  believe  that  the  loose  manner  in  which  the  present 
definitions  of  mental  deficiency  are  interpreted,  leads  to  a small  number  of  people 
who  are  dangerous  being  classified  as  mentally  deficient  and  detained  in  institutions 
intended  for  harmless  patients. 

It  is  significant  that  in  a recent  much  publicised  case  of  murder  by  a mental 
deficient  on  licence,  the  man  has,  since  the  occurrences  and  after  considerable 
observation,  been  placed  in  a criminal  lunatic  asylum  as  of  unsound  mind  ; he  is 
no  longer  treated  as  a mental  deficient  and  has  not  been  sent  to  a State  Institution 
for  defectives  of  dangerous  and  violent  propensities. 

We  hold  that  the  decision  in  such  cases  should  be  a practical  assessment  of 
“ unsoundness  of  mind  ”,  not  a clinical  assessment  of  origins  of  the  condition  in 
which  frequently,  both  mental  illness  and  mental  deficiency  are  involved. 

We  believe,  however,  that  owing  to  the  confusion  which  has  existed,  it  is  necessary, 
at  present,  for  a barring  certificate,  similar  to  that  operating  under  Section  74  of 
the  Lunacy  Act,  to  be  provided  for  under  mental  deficiency  legislation.  We,  never- 
theless, consider  that  in  view  of  the  loose  manner  in  which  patients  are  today 
classified  as  “violent  and  dangerous”  for  admission  to  State  Institutions  (para- 
graph .37)  a properly  constituted  appeal  body  should  be  established  to  hear  evidence 
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from  all  sides  and  we  further  believe  that  any  such  finding  should  be  followed 
by  proceedings  under  the  legislation  for  those  of  unsound  mind  within  a reasonable 
period. 

We  recommend  that  the  proposals  given  in  the  preceding  .paragraph  shall  be 
accompanied  by  the  introduction  of  a certificate  barring  release  where  there  is  a 
finding  that  the  patient  is  dangerous  and  unfit  to  be  at  large; 

That  there  shall  be  constituted  a suitable  body  to  hear  appeals  against  such 
findings ; 

And  that  proceedings  shall  be  initiated  within  a fixed  period  ( say  three  months ) 
for  continued  detention  to  be  undertaken  under  the  legislation  for  those  of  unsound 
mind. 

(d)  The  Low  Grades 

63.  A special  legal  status 

If  there  are  removed  from  the  categories  of  idiots  and  imbeciles  those  whose 
behaviour  is  such  as  to  warrant  detention  as  of  unsound  mind,  we  are  left  with 
a section  who  are  likely  to  need  continued  care  throughout  their  lives.  Such  cases 
were  previously  provided  for  in  part,  by  the  Idiots  Act  of  1886  but  it  is  very 
doubtful  from  the  wording  of  this  Act  if  formal  detention  powers  continued  after 
the  age  of  twenty-one. 

For  some  time  the  low-grade  mental  deficient  has  had  a special  status  (whether 
inside  an  institution  or  outside)  which  approximates  to  that  of  a “ young  person  ” 
(e.g.  in  respect  of  the  franchise  and  of  protection  in  regard  to  sexual  matters). 
We  believe  that  the  low-grade  case  should  be  given  a formal  legal  status  equivalent 
to  that  of  a “ young  person  ”,  whose  place  of  residence,  institutional  or  otherwise, 
should  be  determined  by  his  parents  or  guardians.  He  could  receive  the  protection 
of  the  Children  and  Young  Persons  Act  at  any  age  and  could  be  removed  from 
an  unsatisfactory  home  if  this  became  necessary.  We  believe  that  this  status  could 
be  granted  by  a judicial  decision  at  the  age  of  sixteen  and  should  be  subject  to 
periodic  judicial  review. 

We  give  below  (paragraph  65)  our  views  on  education  for  the  lower-grades,  and 
we  also  hold  to  the  view  that,  with  suitable  training,  the  majority  of  imbeciles 
could  be  more  usefully  employed  than  at  present  and  could  be  accommodated, 
where  their  own  homes  were  not  available,  in  a special  type  of  institution,  approxi- 
mating as  far  as  possible  to  well  supervised  hostels. 

We  recommend  that  for  low-grade  cases  (idiots  and  imbeciles)  there  should  be 
established  a special  legal  status  of  child  or  young  person  at  the  age  of  fourteen 
or  sixteen,  subject  to  periodic  review. 

(e)  The  Future  Service 

64.  Principles  of  the  service 

The  following  basic  principles  should  operate:  — 

(a)  As  far  as  possible,  the  services  which  exist  for  the  normal  citizens  who 

need  special  help  of  any  kind,  should  be  used  to  provide  for  the  mental 
deficients.  Where  special  services  become  necessary,  they  should  exist 
as  departments  of  the  appropriate  general  service.  The  provision  of  all 
such  facilities  to  be  made  compulsory  and  not  left  to  the  discretion  of 
local  and  central  authorities.  Conditions  within  such  services  should  be 
at  least  as  good  as  those  for  people  in  comparable  services  for  other 
sections  of  the  community. 

(b)  The  underlying  approach  should  follow  the  lines  of  the  recent  report  of 

the  Committee  to  examine  the  position  of  Epileptics  and  Spastics  and 
the  World  Health  Organisation’s  specialised  memorandum  on  “ The  Mentally 
Sub-Normal  Child  ”.  A wide  variety  of  both  day  and  residential  services 
should  be  made  available  and  the  closest  liaison  should  exist  between  the 
specialist  services  and  the  school,  the  family  doctor  and  the  rehabilitation 
services  of  the  Ministry  of  Labour. 

(c)  Financial  assistance  should  be  based  on  the  principle  of  need  and  should 

not  be  in  the  hands  of  the  administration  of  the  service. 
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65.  Care  as  children  and  education 

We  believe  that  the  absence  of  day  nursery  accommodation  for  mentally  deficient 
children  forces  the  parents,  in  many  cases,  to  put  their  children  into  institutions. 

We  believe  that  the  exclusion  of  trainable  children  from  the  education  services  as 
“ ineducable  ” is  unjustified,  and  that  the  absence  of  education  for  these  children 
and  the  shortage  of  schools  for  the  educationally  sub-normal  hinders  the  develop- 
ment of  the  children.  We  consider  that  the  absence  of  educational  facilities  for 
those  over  the  age  of  sixteen  is  quite  unwarranted. 

We  recommend  that  day  nursery  accommodation  should  he  provided  for  mentally 
deficient  children  under  school  age ; 

That  all  of  school  age  other  than  idiots  should  be  entitled  to  education  in  schools 
run  by  the  education  authority ; 

And  that  there  should  be  the  same  obligation  on  the  authority  to  provide  this 
education  as  rests  on  it  to  provide  normal  education. 

We  further  recommend  that  further  education  and  training  be  available  to  all 
mental  deficients  up  to  the  age  of  eighteen  or  nineteen  in  day  continuation  centres; 

And  that  special  educational  facilities  should  be  available  when  requested  for 
those  of  more  advanced  years. 

66.  Assistance  services 

We  believe  that  the  term  “ statutory  supervision  ” and  the  ideas  underlying  it  are, 
like  the  principles  of  licence,  part  and  parcel  of  the  conception  of  a mentally  deficient 
person  as  someone  permanently  “ on  probation  ”. 

We  recommend  that  the  provisions  for  “ statutory  supervision  ” should  be  abolished 
and  replaced  by  a service  of  care  to  which  the  mental  deficient  will  willingly  go  for 
help  and  advice,  in  a spirit  of  confidence  and  trust. 

67.  General  outline  of  requirements 

The  following  is  an  outline  of  the  proposed  services  for  which  accommodation  is 
required.  It  is  given  for  the  purpose  of  clarification,  so  that  it  may  be  examined 
with  a view  to  ascertaining  how  far  it  meets  all  needs.  It  should  be  borne  in 
mind  : — 

(i)  That  some  of  the  basic  accommodation  already  exists  in  the  present  hospitals, 

institutions  and  hostels  although  much  conversion  will  be  needed  ; 

(ii)  that,  particularly  with  children,  the  provision  of  day  accommodation  may 
enable  quite  a number  to  be  removed  from  the  residential  accommodation 
which  they  now  occupy  ; 

(iii)  that  many  high-grades  under  a more  liberal  scheme  will  be  absorbed  in 
the  general  population,  and  institutional  accommodation  will  be  freed. 

Children  and  young  persons 

(a)  All  grades  up  to  five  years 

Residential  nurseries,  day  nurseries  and  nursery  schools. 

(b)  Idiots  over  five  years 

Hospital  accommodation. 

(c)  All  sub-normal  children,  other  than  idiots 

5-16  Special  schools  and  educational  centres  for  all  (day  and  residential). 

16_19  Day  continuation  centres,  with  hostel  accommodation,  where  needed. 
(Special  type  of  accommodation  for  imbeciles,  where  required.) 

(d)  Delinquents 

(1)  Special  schools 

(a)  For  those  found  guilty  of  an  offence  warranting  detention  (or  otherwise 
liable  to  an  approved  school  order) ; 

{b)  for  those  already  subject  to  an  approved  school  order,  who  are  con- 
sidered to  be  mentally  deficient  provided  this  finding  is  endorsed  by  the 
Court  which  made  the  original  order. 
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(2)  Special  accommodation 

(a)  For  those  detained  in  consequence  of  offences  of  such  gravity  as  to 
warrant  detention  continuing  beyond  the  age  of  eighteen,  in  the  case 
of  a person  of  normal  mental  development. 

(b)  For  those  detained  in  consequence  of  the  issue  of  a certificate  that  they 
arc  dangerous  and  unfit  to  be  at  large. 

Adults 

(a)  Idiots 

Hospital  accommodation  under  National  Health  Service  Act. 

(b)  Imbeciles 

Accommodation  of  special  hostel-type  for  those  unable  to  live  at  home  associated 
with  the  provision  of  simple  work  and  of  training  facilities  for  simple  tasks, 
which  should  also  be  available  to  those  living  at  home. 

(c)  Feeble-minded 

(i)  Training  and  educational  centres,  for  any  age,  with  hostel  accommodation 

where  needed. 

(ii)  Hostel  accommodation,  associated  for  part  of  the  inhabitants  with  work 
schemes,  as  in  the  case  of  schemes  for  the  physically  disabled ; other 
inhabitants  taking  up  private  employment  in  vicinity ; sheltered  work 
schemes  also  to  be  available  for  those  living  at  home. 

(iii)  Smaller  hostel  units  for  those  able  to  obtain  private  employment  but 
without  relatives  or  homes. 

(d)  The  adult  offender  against  the  law 

(i)  Classifying  institutions. 

(ii)  Training  centres  for  those  convicted  of  an  offence. 

68.  Transitional  measures 

In  the  course  of  carrying  through  major  changes  in  the  mental  deficiency  services 
such  as  are  recommended  in  this  memorandum,  special  attention  will  have  to  be 
paid  to  the  transition  period. 

It  is  not  possible  to  offset  years  of  institutionalisation,  the  absence  of  education, 
and  the  limited  character  of  training  in  the  course  of  a month  or  two.  Staff  must 
be  obtained  for  the  actual  process  of  resettlement  and  for  the  replacement  of  high- 
grade  labour  in  the  running  of  the  institution. 

We  recommend : — 

(a)  That  education  ( especially  to  overcome  illiteracy)  and  training  specifically 
directed  to  suitable  employment  should  be  started  as  early  as  possible  for 
the  high-grades. 

(b)  That  a rapid  extension  of  hostel  facilities  be  undertaken. 

(c)  That  special  rehabilitation  courses  be  initiated  for  high-grades  who  have 

been  detained  for  lengthy  periods,  bearing  in  mind  the  experiences  gained 
in  the  general  psychiatric  rehabilitation  centres  and  in  the  industrial 
rehabilitation  units. 

( d)  The  recruitment  of  teams  of  social  workers  and  rehabilitation  personnel  to 
assist  in  the  resettlement. 

(e)  That  a period,  of  two  years  be  established  for  the  carrying  through  of  the 

transition,  but  that  the  aim  should  be  to  complete  the  process  so  far  as 
the  younger  patients  are  concerned,  in  a shorter  time. 

(f)  Conclusions 

69.  The  future  for  the  mentally  deficient 

The  mentally  deficient  have  in  the  course  of  history  filled  a number  of  very 
varied  roles,  ranging  from  especially  holy  children  of  God  to  the  illegitimate  offspring 
of  the  Devil. 

Community  care  for  the  low-grades  began  early  in  the  Nineteenth  Century  and  by 
the  end  of  that  Century  a start  was  being  made  in  the  provision  of  special  education. 
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training  and  care  for  the  high-grades.  Apart,  however,  from  some  of  the  education, 
the  services  were  provided  by  private  charity  and  were  quite  inadequate  for  the 
needs. 

It  is  a tragedy  that  when,  in  the  most  advanced  countries,  the  public  services 
stood  ready  to  take  over  the  care  of  these  people,  there  should  have  been  a revival 
of  ancient  prejudice,  disguised  as  scientific  theory,  which  saw  in  the  mentally 
deficient  the  condemned  of  nature. 

In  consequence,  for  the  last  forty  years,  the  advances  which  might  have  accom- 
panied public  responsibility  have  been  hindered  by  legislation  which,  whilst 
ostensibly  protective,  has  been,  in  fact,  largely  oppressive.  Moreover,  this  legisla- 
tion has  been  visited  upon  a wider  and  wider  section  and  has  proved  to  be  still 
more  oppressive  as  it  has  affected  numbers  whose  difference  from  the  normal 
becomes  more  and  more  difficult  to  recognise. 

It  would  be  easy  to  be  diverted  from  the  position  of  the  genuinely  mental  deficient 
in  pursuing  only  these  latter  cases. 

We  believe  that,  grave  as  is  this  particular  problem,  to  see  in  it  the  only  issue 
would  be  to  ignore  our  responsibility  to  the  genuinely  mentally  deficient.  The  idiot, 
the  imbecile  and  feeble-minded  are  an  integral  part  of  the  human  race ; their 
existence  constitutes  an  unspoken  demand  upon  us.  The  extent  to  which  we  guard 
their  right  to  the  fullest  and  most  useful  life,  the  extent  to  which  we  guarantee  to 
them  the  maximum  freedom  which  they  can  enjoy  and  the  extent  to  which  we 
help  their  families  to  give  them  the  love  they  need,  is  a measure  of  the  extent  to 
which  we  ourselves  are  civilised. 


APPENDIX 

An  account  of  the  leucotomy  experiments  on  forty-three  mentally  deficient  patients  in  St. 

Lawrence’s  Hospital,  Caterham,  taken  from  “ The  Journal  of  Mental  Science  ”,  October,  1948:— 
“ The  results  have  been  rather  unsatisfactory.  On  the  43  patients  under  consideration* 
5,  or  13-15  per  cent.,  died  between  one  day  and  nearly  one  year  after  the  performance  of 
the  operation  . . . In  4 of  the  remaining  38  cases,  there  was  a considerable  increase 
in  the  frequency  and  severity  of  their  epileptic  fits  . . . In  addition  to  these  4,  3 more 
patients  who  had  been  free  from  epilepsy  prior  to  the  operation  started  having  fits  afterwards 
. . . Three  patients  showed  and  still  show  a remaikable  improvement.  One  of  them 
should,  at  least  in  my  opinion,  be  excluded  from  the  statistical  point  of  view  ...  In 
this  case  some  degree  of  arachnoiditis  was  found  at  the  operation  and  a large  amount  of 
fluid  released.  The  following  dramatic  improvement  is,  in  all  probability,  due  to  cessation 
of  intracranial  pressure  . . . The  two  other  cases,  however,  must  be  regarded  as  star 
successes.  One  girl,  a high-grade  imbecile  with  a superimposed  psychosis  of  the  paranoid 
type,  had  been  emotionally  unstable,  extremely  troublesome  and  abusive,  had  screaming 
fits,  and  required  frequent  seclusion.  However,  nearly  two  years  after  the  operation,  she 
works  well  in  the  laundry.  She  is  still  noisy  and  troublesome  at  times,  but  incomparably 
better  than  before  . . . The  other  girl,  a low-grade  imbecile  with  schizoid  mannerisms, 
emotionally  very  unstable,  used  to  have  outbursts  of  screaming  lasting  for  several  days. 
She  is  now  quiet  and  well  behaved,  and  is  doing  a g^eat  deal  of  useful  work  in  the  ward. 
Since  the  performance  of  the  operation,  nearly  three  years  ago,  we  have  had  no  trouble  at 
all  with  her.  . . . Seven  of  our  patients,  or  18-41  per  cent,  can  be  regarded  as  slightly 

or  very  slightly  improved.  . . . Thirteen  of  the  patients,  or  34  ■ 19  per  cent,  are  absolutely 
unchanged,  and  consume  the  time  of  our  nursing  staff  just  as  much  as  before.  . . . t. 
Twelve,  or  31-56  per  cent,  are  worse  or  much  worse.  They  have  deteriorated  mentally,  if 
such  a thing  was  still  possible,  are  now  filthy  in  their  habits,  and  are  real  terrors  in  the  wards. 
They  are  spiteful,  aggressive,  use  obscene  language,  they  are  exceedingly  destructive,  and 
many  of  them  have  to  be  kept  under  restraint.  . . . Three  other  patients,  two  male 
and  one  female,  became  so  much  worse  after  the  operation  that  they  had  to  be  certified 
under  the  Lunacy  Act  and  sent  to  mental  hospitals.” 
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Examination  of  Witnesses 


4149.  (Chairman):  We  are  very  much 

obliged  to  you  for  your  very  full  memo- 
randum. It  may  take  us  some  time  to  go 
through  it  but  we  will  do  so  as  quickly 
as  possible.  I think  we  shall  have  to 
ask  you  some  questions  about  some  of 
the  particular  cases  you  bring  forward  but 
we  shall  try  to  confine  ourselves  to  the 
aspects  of  those  cases  which  are  illustra- 
tive and  treat  them  as  illustrations  with- 
out embarking  on  an  examination  of  the 
whole  circumstances  of  the  case.  Would 
you  like  to  make  any  general  statement 
before  I begin  to  go  through  your  memo- 
randum?  (Miss  Allen):  One  thing  I did 

want  to  emphasise  was  the  fact  that  the 
cases  we  have  chosen  have  not  been  chosen 
because  of  the  merit  of  the  persons,  their 
intelligence  or  anything  else  but  because 
the  particular  aspect  of  the  case  to  which 
we  want  to  draw  your  attention  is  an  illus- 
tration of  a general  point  we  want  to  make. 
I would  also  like  just  to  say  how  glad 
we  are  to  have  this  opportunity  of  giving 
evidence  before  the  Royal  Commission.  We 
have  been  pressing  for  some  time  for  a 
public  inquiry  into  the  law  relating  to 
mental  deficiency  and  its  administration  and 
we  are  very  happy  to  give  evidence  on  this 
occasion.  We  are  all  speaking  for  the 
National  Council  for  Civil  Liberties  whose 
primary  concern  is  the  liberty  of  the  sub- 
ject ; we  speak  not  only  for  our  members 
and  supporters,  but  also  we  are  the  mouth- 
piece of  the  parents  and  relations  who  have 
written  to  us,  asking  us  to  take  up  the 
cases  of  their  relations  in  institutions.  We 
are  also  speaking  for  the  professional  people, 
clergymen,  doctors,  lawyers  and  people  who 
have  asked  us  for  help  ; also,  last  but  not 
least,  for  the  patients  inside  asking  for  us 
to  represent  their  rights  and  interests  and 
hoping  that  as  n result  of  your  delibera- 
tions they  may  get  their  freedom.  We  shall 
be  very  glad  to  answer  any  questions  you 
put  to  us  so  that  all  the  points  shall  be 
as  clear  as  we  can  make  them  to  the 
Commission. 

4150.  (Chairman):  I do  not  think  we 
need  to  ask  any  questions  on  your  introduc- 
tory Section  A.  I only  want  to  ask  one 
question  on  Section  B,  which  is  largely 
concerned  with  history.  I find  it  a little 
difficult  to  follow  or  agree  with  your 
handling  of  statistics  by  quotation  from  the 
report  of  the  Royal  Commission  on  the 
Feeble-Minded  published  in  1908.  I think 
it  might  take  us  too  far  if  we  started  arguing 
about  detailed  statistics  but,  right  at  the 
beginning,  there  is  one  point  which  rather 
intrigued  me — your  summary  of  the  mean- 
ing of  paragraph  232  of  the  Royal  Com- 
mission’s Report,  where  you  refer  to  the 
situation  which  Dr.  Tredgold  found  in  the 
London  institutions.  Surely  that  is  a mis- 


understanding of  Dr.  Tredgold’s  argument? 
His  actual  conclusion,  I think,  was  that 
5 per  cent,  of  the  inmates  of  county  asylums 
were  idiots  and  imbeciles  who  ought  not 

to  be  there  at  all. (Mr.  Haskell):  That 

is  correct. 

4151.  He  did  not  deal  with  the  numbers 
in  the  imbecile  asylums  and  workhouses.  I 
only  advance  this  because  it  is  the  begin- 
ning of  your  argument  against  the  sur- 
prising growth  in  the  interpretation  of 

mental  deficiency. If  I may  make  the 

point,  it  says  here,  “The  pressure  on  the 
County  Council  asylums  thus  continues  to 
increase,  yet  not,  in  1905  or  1906,  at  the 
high  rate  of  former  years,  while  of  the 
whole  number  of  people  certified  as  ‘ in- 
sane ’,  a smaller  proportion  of  4 imbeciles  ’ 
is  maintained  by  the  Metropolitan  Asylums 
Board  . . He  suggests  that  the  proportion 
in  the  Metropolitan  Asylums  Board  institu- 
tions is  smaller  than  in  the  London  County 
institutions. 

4152.  What  you  say  in  your  evidence  is 
that  only  5 per  cent,  of  those  in  the 
London  institutions  were  idiots  or  imbeciles. 

1 think  that  follows.  In  fact  we  are 

giving  a point  there  in  so  far  as  he  says 
the  proportion  is  smaller  in  the  Metropoli- 
tan Asylums  Board  asylums. 

4153.  No,  I think  that  is  a misunderstand- 
ing. The  assumption  as  to  the  administra-. 
tive  organisation  of  that  day  was  that  im- 
beciles should  be  in  the  imbecile  asylums 
run  by  the  Metropolitan  Asylums  Board, 
and  he  was  commenting  on  the  undesirable 
slop  over  from  that  into  the  county  asylums. 
1 agree  with  you  on  that ; he  was  point- 
ing out  that  there  was  that  5 per  cent.,  but 
his  suggestion  here  is  that  the  percentage  is 
even  lower  in  the  Metropolitan  Asylums 
Board’s  institutions.  I think  I must  draw 
attention  to  the  fact  that  it  is  commented 
throughout  this  document  (R.C.F.M.  Report) 
that  the  term  “ imbecile  ” as  applied  to  per- 
sons in  asylums  under  the  Metropolitan 
Asylums  Board  is  being  applied  mainly  to 
the  mentally  infirm  and  there  is  strong  com- 
ment being  made  by  the  doctors  on  the 
thorough  undesirability  of  accommodation 
which  was  intended  primarily  for  imbeciles 
being  used  for  the  mentally  infirm.  The 
point  is  made  throughout. 

4154.  (Sir  Russell  Brain):  Can  we  ask 
what  you  mean  by  London  institutions — 
institutions  for  those  of  unsound  mind  or 

for  mental  defectives? Under  the 

Metropolitan  Asylums  Board  there  were  a 
number  of  institutions  intended  for  imbeciles 
who  were  certified  under  the  Lunacy  Act, 
under  the  old  laws  dealing  specifically  with 
accommodation  in  workhouses — because,  the 
Metropolitan  Asylums  Board  institutions 
were  still  technically  workhouses— and  the 
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majority  of  people  in  them  were  held 
under  the  old  Section  24.  I can  get  the 
quotations,  if  you  like,  from  the  Royal 
Commission  Report. 

4155.  {Chairman):  I was  only  anxious  to 
bring  out  that  Dr.  Tredgold’s  reference  was 
not  to  5 per  cent,  of  persons  in  all  London 
institutions,  but  to  5 per  cent,  of  those  in 

county  asylums. 1 am  still  not  convinced 

that  you  would  not  get  the  same  figure  or  a 
smaller  proportion  from  the  Metropolitan 
Asylums  Board  because  the  declared  figure 
was  not  in  fact  very  different  from  this. 

4156.  You  are  quoting  a document.  I 

was  only  anxious  to  get  your  quotation 
right. 1 accept  that. 

4157.  {Sir  Cecil  Oakes):  Are  you  sug- 

gesting it  was  not  imbeciles  and  idiots  who 
occupied  places  at  Tooting  Bee,  St.  Law- 
rence’s, Leavesden  and  such  places? 1 

will  get  you  the  quotation  for  this.  They 
were  being  used  wrongly  to  provide  accom- 
modation for  the  aged  people  who  were 
being  removed  from  the  workhouses. 

4158.  {Dr.  Rees):  But  the  bulk  of  their 
patients  were  still  mentally  defective,  were 

they  not? So  far  as  I can  gather,  no. 

There  was  a complaint  made  at  one  point, 
either  by  Tooting  Bee  or  Leavesden. 

4159.  But  at  Leavesden  and  St.  Law- 
rence’s they  always  catered  for  the  mentally 

defective? The  complaint  made  in  this 

document  was  that  although  they  were  tech- 
nically for  imbeciles  the  interpretation  which 
was  being  given  to  the  word  “imbecile” 
was  such  as  to  bring  into  the  institution 
the  aged  and  infirm,  rather  than  the  young 
imbecile.  I think  I can  find  you  the 
quotation. 

4160.  {Chairman)  : I do  not  think  we 
need  spend  too  much  time  on  that.  Passing 
to  Section  C there  again  I note  in  passing 
that  in  paragraph  10  you  quote  the  Medical 
Research  Council’s  sample  test  of  the  level 
of  intelligence  and  you  also  quote  some 
subsequent  correspondence  but  I see  you  do 
not  quote  some  correspondence  which  to 
some  extent  called  in  question  that  Medical 

Research  Council  Report. You  mean  the 

correspondence  in  the  British  Medical 
Journal?  As  I recollect,  it  took  two  forms  ; 
one  was  a challenge  to  the  validity  of  the 
general  statistics,  in  which  cases  were 
quoted  from  hospitals  in  which  the  statis- 
tical distribution  as  between  low-grade  and 
high-grade  differed  from  that  of  the  Report, 
and  the  second  raised  this  general  question 
as  to  whether  you  can  in  fact  use  the  test 
of  the  level  of  intelligence  as  the  main  basis 
for  the  determination  of  mental  deficiency, 
and  tended  to  raise  again  the  issue  of  social 
implications. 

4161.  I only  wanted  in  passing  to  point 
out  that  it  was  easy  to  attach  too  much 
weight  to  the  particular  sample  test  you 


quoted. We  have  of  course  dealt  with 

and  answered  the  type  of  argument,  as  we 
see  the  argument,  in  respect  of  social  in- 
efficiency being  advanced  as  the  basis  of 
assessment  for  mental  deficiency. 

4162.  I was  thinking  of  the  other  tests. 
In  paragraph  12  you  talk  about  the  com- 
plete authority  of  the  Medical  Superinten- 
dent to  censor  and  hold  up  correspon- 
dence, as  he  sees  fit,  and  you  quote  Regu- 
lations 45,  47  and  48  of  the  Mental  Defi- 
ciency Regulations,  but  you  do  not  quote 
Regulation  44  which  forbids  him  to  censor 
correspondence  addressed  to  certain  people. 

I think  that  ought  to  be  brought  out  at 
the  same  time. That  is  the  Lord  Chan- 

cellor, the  Minister,  the  Board  of  Control, 
the  person  who  placed  him  or  made  the 
petition,  the  Chancery  Visitors  or  other 
Visitors  and  the  Committee  of  Manage- 
ment; they  are  merely  the  formal  bodies 
to  which  he  is  entitled  to  write. 

4163.  Not  the  person  who  petitioned? 

In  general  and  in  most  cases  today  that 
is  the  officer  of  the  local  authority,  other 
than  for  Section  3 orders  ; it  is  merely  one 
of  the  various  authorities  who  has  been 
concerned  with  his  detention  and  he  has  the 
right,  it  is  true,  to  write  to  the  various 
authorities. 

4164.  The  point  of  course  comes  again  in 
your  paper ; I think  your  conclusion  really 
is  that  there  ought  to  be  somebody  who 
might  be  called  a guardian  ad  liteml — - 
The  original  statutory  regulations  introduced 
by  the  Home  Office  in  1913  and  1914  put 
a limitation  upon  this  right.  If  the  Medical 
Superintendent  held  up  a letter  in  connec- 
tion with  a patient  he  had  to  retain  that 
letter  and  produce  it,  with  his  reasons,  to 
the  next  Commissioner  of  the  Board  of 
Control  or  Visitor  who  called  and  explain 
why  he  had  done  this,  and  this  in  fact 
did  provide  in  the  early  stages  some  control 
of  this  absolute  authority  over  all  letters 
other  than  the  particular  ones  you  have 
mentioned,  but  that  was  modified  after  the 
original  statutory  regulations  were  in- 
troduced. 

4165.  We  shall  come  back  to  the  point 
later.  Just  again  in  passing,  as  we  are  talk- 
ing about  the  law,  does  Section  11  of  the 
Aot  entitle  the  mental  defective  to  an  inde- 
pendent medical  report?  I think  it  only  re- 
quires the  Visitors  to  read  a report  if  one  is 

presented. It  is  the  Board  of  Control 

which  must  consider  it.  I think,  as  a docu- 
ment which  the  Board  is  entitled  to  have, 
you  can  say  the  defective  has  a right  to 
have  it.  Perhaps  Mr.  George  might  like  to 
elaborate  that  point. 

4166.  {Sir  Cecil  Oakes):  I.  cannot  quite 

follow  your  answer. The  document  is 

not  one  for  submission  to  the  Visitors. 
The  independent  medical  report  which  may 
be  submitted  by  the  patient,  relative  or 
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friend  is  one  for  submission  to  the  Board  of 
Control.  The  Board  of  Control  is  called 
upon  to  consider  two  reports  ; that  from  the 
Medical  Superintendent  and  from  the 
Visitors,  and  in  addition  the  independent 
medical  report  obtained  by  the  patient  or 
any  of  his  relatives. 

4167.  If  obtained? If  obtained. 

4168.  (Chairman):  The  words  in  fact  are, 

“ An  order  shall  remain  in  force  for  a year 
after  the  date  when  under  the  preceding 
provisions  of  this  Section  it  would  have 
expired,  and  thereafter  for  successive 
periods  of  five  years,  if  at  the  end 
of  each  period  of  one  and  five  years 
the  Board  ” — you  are  right,  it  is  the 
Board,  not  the  Visitors — “after  consider- 
ing such  special  reports  and  certifi- 
cate as  is  hereinafter  mentioned  and  the  re- 
port of  any  duly  qualified  medical  practi- 
tioner, who,  at  the  request  of  the  defective 
or  his  parent  or  guardian  or  any  relative 
or  friend,  has  made  a medical  examination 
of  the  defective.  ...”  I am  only  pointing 
out  that  it  stops  short  of  conferring  a legal 
right  on  the  defective  to  get  a medical  re- 
port on  each  of  these  occasions. (Mr. 

George):  Perhaps  I ought  to  come  to  the 
aid  of  Mr.  Haskell  at  this  point.  I cannot 
see  where  it  falls  short  in  the  way  the 
Chairman  has  indicated.  T wonder  if  we 
could  have  some  guidance  on  this. 

4169.  I am  not  a lawyer  and  I am  not 
entitled  to  interpret  the  law,  but  if  it  says 
that  certain  action  shall  be  taken  after  con- 
sidering any  independent  medical  report 
which  may  be  made  at  the  request  of  the 
patient,  that  is  not  conferring  on  the  patient 

a right  to  have  a report. 1 should  have 

thought  it  was.  I would  not  for  one 
moment  hesitate  to  advise  in  that  sense.  If 
that  attitude  is  adopted  officially,  I would 
have  said  that  was  just  the  sort  of  abuse 
which  we  spend  a lot  of  time  unravelling 
and  exposing,  such  an  attempt  to  deny  such 
limited  rights  as  a patient  does  get  under 
these  Acts. 

4170.  This  is  purely  a question  of  legal 
interpretation,  but  I think  the  terms  of  your 
memorandum  are  too  broad.  We  come  in 
paragraph  13  to  your  handling  of  the  Wood 
Committee’s  Report  and  I confess  that  that 
has  rather  surprised  me.  For  instance  about 
half  way  through  paragraph  13  you  give  a 
quotation  and  you  then  have  a paragraph 
which  is  in  complete  contradiction  to  the 
quotation.  You  accuse  the  Wood  Com- 
mittee of  extending  the  definition  of  mental 
deficiency  to  include  four  million  of  the 

population  of  this  country. (Mr. 

Haskell ):  We  say  “sub-normality”. 

4171.  The  Wood  Committee  positively 
said  that  of  that  four  million  not  10  per 
cent,  could  possibly  be  certified  as  mentally 

defective. We  draw  attention  to  that  later 

on  as  a modification  of  the  general  state- 
ment, as  an  indication  of  confusion  of 


thought,  but  the  specific  words  of  the  Report 
are  these : “ The  overwhelming  majority  of 
the  families  thus  collected  will  belong  to 
that  section  of  the  community  which  we 
propose  to  term  the  ‘ social  problem  ’ or 
‘ sub-normal  ’ group.  This  group  comprises 
practically  the  lowest  10  per  cent,  in  the 
social  scale  of  most  communities.”  There 
is  an  accusation  of  sub-normality  there 
thrown  against  the  lowest  10  per  cent,  in  the 
social  scale  of  the  community. 

4172.  You  have  completely  misconceived 
the  argument.  The  argument  is  much  the 
strongest  argument  which  has  been  adduced 
against  the  eugenic  argument ; you  ought  to 
quote  it  in  your  favour  instead  of  against. 
The  whole  argument  is  that  whatever  force 
there  may  be  in  the  eugenic  argument  it  is 
no  guide  to  policy  because  on  the  eugenic 
argument  you  would  have  to  segregate  or 
otherwise  prevent  the  propagation  of  as 
much  as  10  per  cent,  of  the  population,  a 
very  small  proportion  of  whom  are  mentally 
deficient  but  who  all  might  be  carriers  on 

the  eugenic  argument. 1 must  make  this 

point  in  regard  to  that,  that  the  whole  con- 
cept of  the  extension  of  social  inefficiency  as 
basis  for  a diagnosis  of  mental  deficiency 
is  based  on  the  fact  that  you  have  10  per 
cent  of  the  lowest  social  scale  of  the  com- 
munity whom  it  would  be  desirable  to  have 
potentially  certifiable,  not  necessarily  certi- 
fied, but  potentially  certifiable.  The  whole 
statement  is  quite  specific.  It  is  this 
whole  subnormal  group  which  comprises 
10  per  cent  of  the  social  scale  in  most  com- 
munities ; we  cannot  accept  the  fact  that 
they  are  not  saying  in  this  Report  that 
10  per  cent  of  the  population  is  sub-normal, 
even  though  they  do  say  not  necessarily 
certifiable  by  standards  which  are  at  present 
accepted. 

4173.  You  say  a little  further  on5>  “ This 
they  consider  to  be  somewhat  impracticable.” 
Why  do  you  use  the  word  “somewhat”? 

I should  have  thought  the  obvious  thing 
would  have  been  to  use  the  word  they  them- 
selves used,  to  say  it  is  “ obviously  im- 
practicable.” That  is  their  conclusion  as 
the  reductio  ad  absurdum  of  the  eugenic 
argument. 1 cannot  accept  they  are  re- 

ducing it  to  the  absurd  because  they  are 
in  fact  maintaining  to  quite  an  extent  the 
principle  of  segregation  and  of  limitation 
of  marriage,  and  part  of  the  basis  upon 
which  they  do  it  is  the  eugenics  argument. 

4174.  I would  ask  any  impartial  person 
to  read  this  passage  of  the  Report  and 
form  his  own  opinion.  At  the  end  of  para- 
graph 13  you  quote  a passage  from  the 
Wood  Report  in  support  of  your  conten- 
tion that  the  mixed  composition  of  mental 
institutions  is  recommended  solely  or  mainly 
on  the  grounds  of  economy.  But  why  do 
you  stop  in  the  middle  of  a sentence?  You 
quote,  “ In  an  institution  taking  only  low- 
grades,  the  whole  of  the  work  has  to  be 
done  by  paid  staff”.— — Yes,  I have  the 
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quotation  here ; it  goes  on,  “ in  one  taking 
only  high-grades  the  output  of  the  work  is 
greater  than  required  for  the  institution 
itself  and  there  is  difficulty  in  disposing  of 
it.”  This  is  still  the  economic  argument. 

4175.  The  words  which  you  have  omitted 
are,  “ in  one  taking  only  high-grades  the 
output  of  work  is  greater  than  is  required 
for  the  institution  itself  and  there  is  diffi- 
culty in  disposing  of  it.”  That  is  not  the 

the  economic  argument. 1 think  it  is. 

What  other  basis  is  there?  It  is  not  being 
suggested  there  is  a benefit  to  the  patient 
as  a result  of  mixing  the  grades  in  this 
way.  The  argument  is  that  otherwise  there 
are  administrative  difficulties. 

4176.  It  is  an  argument — it  may  be  sound 

or  not — in  favour  of  a self-supporting  insti- 
tution where  the  work  which  is  a necessary 
therapeutic  part  of  any  mental  deficiency 
colony  can  be  done  and  consumed  within 
the  colony. Yes. 

4177.  It  is  not  a ground  of  economy  in 

the  narrow  sense  that  it  costs  less. As  we 

point  out,  they  thereby  establish  an  interest 
in  the  retention  of  the  higher-grades 
because  of  the  value  of  their  work  to  the 
institution.  Whether  they  are  retained  con- 
sciously or  deliberately  or  not  is  not  the 
point ; the  point  is  that  that  is  the  effect 
of  it.  An  institution  is  created  which  takes 
all  types  and  grades,  with  high-grade  defec- 
tives to  do  the  work  and  make  everything 
necessary  not  only  for  themselves  but  also 
for  the  lower-grades,  and  in  consequence 
the  situation  is  created  of  the  self-supporting 
institution  in  which  there  is  a requirement 
for  a certain  proportion  of  high-grades  to 
maintain  that  institution. 

4178.  You  are  not  addressing  yourself 

to  the  argument  in  favour  of  that.  How 
are  you  going  to  have  a high-grade  institu- 
tion in  which  the  inmates  get  the  neces- 
sary satisfaction  of  productive  work  and 
services  if  their  work  can  only  be  disposed 
of  on  the  outside  market?  It  is  the  prob- 
lem of  prison  labour  again. Exactly,  but 

I do  not  think  basically  the  treatment,  or 
the  employment  or  the  training  of  the 
high-gradcs  should  function  in  such  a way ; 
I think  it  should  be  contributed  to  and 
built  up  as  part  of  the  local  needs  of 
industry  and  agriculture,  and  I cannot  accept 
this  idea  of  the  necessity  for  holding  large 
numbers  of  high-grades  under  detention 
for  work  done  within  the  institution. 

4179.  That  is  quite  another  argument. 
You  may  deny  the  necessity  of  having  de- 
tention in  institutions  for  high-grades,  but, 
granted  that  you  have  an  institution  for 
high-grades,  you  will  run  up  against  that 
difficulty  and  that  is  the  argument  of  the 

Wood  Committee’s  Report. In  point  of 

fact  by  doing  that,  by  putting  it  forward 
as  an  argument  on  grounds  of  economy . . . 


4180.  (Sir  Cecil  Oakes):  It  was  not  put 

forward  on  grounds  of  economy.  It  was 
merely  an  observation  of  fact.  It  was  a 
factual  observation,  not  a suggestion  at 
all  for  administration. It  was  a sugges- 

tion that  there  should  be  a concentration 
on  the  all-types  institution  from  then  on, 
and  in  fact  it  led  to  that,  and  the  1931 
Departmental  Committee  which  followed 
applied  these  principles  and  the  whole  basis 
of  the  huge  institution  of  800  to  2,000  and 
more  beds  was  developed  and  strengthened 
by  this  on  the  grounds  that  it  is  economical. 

4181.  (Chairman):  By  “ economical”  do 
you  mean  that  as  a matter  of  political 
economy  that  is  the  way  to  run  an  institu- 
tion? If  you  mean  it  is  cheaper— your 
meaning  of  “ economy  ” — that  is  not  the 

argument. 1 think  the  words  speak  for 

themselves:  “The  local  mental  deficiency 
authority  has  to  provide  for  all  grades  of 
defect,  all  types  of  cases  and  all  ages  and 
the  institution  which  cannot  or  will  not  take 
these  cases  for  one  reason  or  another  is 
of  no  use  to  the  authority.  An  institu- 
tion which  takes  all  types  and  ages  is 
economical  because  the  high-grade  patients 
do  the  work  and  make  everything  neces- 
sary not  only  for  themselves  but  also  for 
the  lower-grade”.  Whatever  might  have 
been  the  intention,  the  effect  is  to  create  a 
situation  in  which  there  is  an  interest  in 
retaining  the  high-grade  defective  in  de- 
tention because  of  the  usefulness  of  his 
work  to  the  institution. 

4182.  I only  wish  to  make  _ the  point 
that  you  are  not  justified  in  talking,  as  you 
do  in  the  whole  of  the  rest  of  your  memo- 
randum, as  if  the  argument  in  favour  of 
an  all-types  institution  was  the  argument 

that  it  is  cheaper  to  run. What  is  the 

other  argument? 

4183.  I will  not  go  over  it  again. 

The  argument  is  (a)  it  is  cheaper  to  run 
and  (b)  if  you  separate  them  off  you  have 
to  have  paid  labour  in  order  to  look  after 
the  low-grades  because  in  institutions 
taking  only  low-grades  the  whole  of  the 
work  has  to  be  done  by  paid  staff.  There 
is  also  the  administrative  problem  which 
arises,  if  you  have  an  institution  catering 
only  for  high-grades,  in  determining  what’ 
is  to  be  done  with  the  work  produced.  They 
are  administrative  issues  and  economic 
issues ; they  are  not  issues  of  the  therapeutic 
value  of  mixing  the  grades  within  the 
institution. 

4184.  (Dr.  Rees):  Is  it  your  view  that 
occupation  which  is  of  economic  value  to 
the  institution  cannot  be  of  therapeutic 

value  to  the  patient? Certainly  it  can 

be  of  therapeutic  value  to  the  patient,  but 
it  could  be  whether  the  institution  was 
limited  to  one  category  or  not.  That  is 
not  the  point  at  issue,  but  whether  the 
work  which  is  of  therapeutic  value  is  done 
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under  the  terms  laid  down  by  the  Wood 
Report  on  the  all-types  institution,  or 
whether  it  is  directed  specifically  towards 
the  forms  of  training  which  the  patient 
needs  and  requires  and  which  will  be  of 
best  use  to  him  in  later  life.  You  get  the 
situation  here  when  the  Ministry  says  that 
practically  every  woman  who  goes  out  on 
licence  goes  out  to  do  domestic  service, 
which  indicates  the  limitations  which  this 
imposes  on  the  type  of  training  provided 
for  women. 

4185.  {Mr.  Simon):  Would  you  not  agree, 

other  things  being  equal — in  other  words  if 
work  benefits  the  high-grade  patient— that 
there  is  no  objection  to  the  self-supporting 
institution?  You  have  said  their  work 
should  be  used  to  benefit  “local  industry 
and  agriculture”.  If  you  are  going  to 
expect  them  to  perform  an  economic  bene- 
fit, why  should  you  not  have  a benefit 
to  the  institution  rather  than  to  local  in- 
dustry and  agriculture? Because  the 

question  of  their  freedom,  the  period  for 
which  they  are  to  be  detained,  rests  pri- 
marily upon  the  administration  of  the  in- 
stitution. You  are  placing  far  too  high 
a temptation  upon  the  Medical  Superinten- 
dent, who  is  confronted  with  the  need  to 
maintain  his  labour  force. 

4186.  That  is  a different  question  ; it  is 
the  question  whether  one  should  reform 
the  procedure  for  discharge. . If  one  gets  a 
satisfactory  procedure  for  discharge,  I take 

it  you  would  have  no  objection? 1 think 

that  in  any  case  any  procedure  for  dis- 
charge must  depend  to  quite  an  extent  upon 
the  views  of  the  Medical  Superintendent 
and  so  long  as  there  is  an  economic  ad- 
vantage to  the  institution  in  the.  retention 
‘of  high-grade  patients  on  unpaid  labour 

then  I think  you  will  still  have  an  unsatis- 
factory situation. 

4187.  {Chairman):  That  argument  seems 
to  be  the  reason  why  you  use,  if  I may  say 
so,  carefully  selected  passages,  from  the 
Wood  Report,  so  as  to  make  it  purely  a 

question  of  cheapness. No,  Sir,  you  have 

merely  quoted  me  from  these  particular 
paragraphs.  Is  there  an  argument  of  the 
therapeutic  value  to  the  high-grade  patient 
in  mixing  him  with  the  low-grades.  I 
have  not  met  it. 


4188.  I am  not  on  that  point  at  all. 

That  is  our  concern.  Our  point  is 

that  it  is  the  administrative  requirements 
of  the  institution, 

4189.  Your  proposal  is  that  no  high- 
grade  patient  should  be  detained  at  all 
unless  he  has  broken  the  law.  Therefore 
you  would  get  rid  of  the  problem  of  an 
institution  altogether.  But  if  you  stop  short 
of  that,  the  argument  of  the  Wood  Report 
would  always  remain  true,  that  you  cannot 
run  institutions  for  high-grade  patients  un- 
less their  labour  can  to  a large  extent  be 
absorbed  within  the  institution.  As  we 


see  it,  there  are  two  methods  of  tackling 
this.  We  have  within  our  recommenda- 
tions, as  you  will  notice,  made  an 
alternative  suggestion,  if  the  idea  of  ending 
the  detention  of  the  non-criminal,  non- 
delinquent high-grade  is  not  acceptable.  We 
have  suggested  that  the  basis  of  any  deten- 
tion powers  for  high-grades  should  be  a 
form  of  training  much  more  directly  related 
to  their  needs  and  not  to  the  needs  of  the 
institution ; it  could  be  provided  in  a par- 
ticular type  of  hostel,  in  some  cases  accom- 
panied by  sheltered  workshops  of  the  type 
Remploy  have  adopted  in  regard  to  the 
physically  disabled,  providing  the  type  of 
work  most  physically  suitable  for.  them  when 
they  are  discharged.  I do  not  think,  on  that 
basis,  the  problem  of  disposal  of  the 
products  of  the  labour  will  arise.  I 
think  that  it  can  be  done  on  the 
same  basis  as  that  on  which  Remploy 
operates.  {Miss  Alien):  I think  there  is 
another  point  my  colleagues  have  over- 
looked and  that  is  that  we  have  also  sug- 
gested that  mental  defectives  employed 
within  the  institution  should  be  paid  at  a 
rate  agreed  with  the  trade  unions.  If  they 
are  paid  the  amount  they  are  worth,  that  is 
to  say  the  amount  they  get  when  they  are 
out  on  licence  or  something  of  that  sort 
we  have  given  you  examples  of  the  wages 
they  get— then  there  would  be  no  danger 
at  all  of  there  being  any  temptation  to  keep 
highrgrades  in  because  they  were  cheaper,, 
and  I think  that  is  a very  important  point. 
We  can  give  you  very  many  examples  of 
women  outside  doing  domestic  work,  or  in 
factory  work,  earning  quite  a decent  wage ; 
they  go  back  after  being  out  on  licence  but 
when  they  are  back  they  do  not  earn  any- 
thing. If  they  were  paid  by  the  institution 
then  a great  deal  of  this  problem  would  end. 


4190.  {Mr.  Simon):  Does  not  that  dispose 
of  the  argument  of  Mr.  Haskell?  I under- 
stood him  to  say  his  objection  to  the  mixed 
institution  was  that  it  resulted  in  an  econo- 
mic advantage  to  the  Medical  Superinten- 
dent in  retaining  the  patient.  If  you  pay  for 
the  labour  inside  your  institution  in  that 
way,  would  you  then  have  any  objection  to 

the  mixed  institution? {Mr.  Haskell T):  I 

think  there  are  grave  dangers  arising  from 
a number  of  points  of  view  on  the  mixed 
institution.  It  would  not  work  unless  the 
individuals  came  from  outside  as  paid  stall, 
say  from  a completely  different  section  of 
the  institution,  and  received  wages  for  the 
work  they  are  doing ; if  it  were  done  that 
way  there  would  be  certain  advantages. 
But  there  is  also  the  disadvantage  which 
runs  through  this  of  the  amount  of  con- 
fusion created  in  the  public  mind  when 
they  think  in  terms  of  the  low-grades,,  and 
there  is  also  the  grave  disadvantage  arising 
from  this  actual  mixing  of  grades  which  is 
resented  by  their  parents  to  quite  an  extent, 
not  so  much  perhaps  by  the  patients  them- 
selves but  certainly  by  their  relatives. 
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4191.  (Sir  Russell  Brain):  You  feel  that 
on  therapeutic  grounds  the  high-grade 
patients  should  not  be  in  the  same_  insti- 
tutions with  the  low-grades,  and  that  if  that 
is  true,  if  there  are  economic  or  adminis- 
trative advantages  in  mixing  them,  they  are 
outweighed  by  the  therapeutic  considera- 
tions?  By  the  considerations  of  what  is 

considered  desirable  by  the  patient  and  his 
relatives.  But,  in  addition,  if  there  are 
points  where  that  need  not  operate — you 
may  be  able  to  convince  me  on  that — then 
in  order  to  protect  the  patient  against  being 
held  an  unnecessarily  lengthy  period  of 
time,  if  detention  powers  are  maintained 
there  should  be  no  economic  advantage  to 
the  institution  or  economic  disadvantage  to 
the  patient  on  the  basis  of  using  his  unpaid 
labour  continuously  within  the  institution. 

4192  (Mr.  Simon):  I am  leaving  aside 
the  economic  argument  because  I gather 
from  what  Miss  Allen  said  that  this  could 
be  dealt  with  by  paying  the  patient.  It  is 
not  purely  a therapeutic  argument  from 

your  point  of  view? There  is  also  the 

point  of  view  of  the  patient  and  his  rela- 
tives, the  sort  of  social  consequences  of  this 
and  the  confusion  created  in  the  public 
mind  by  having  one  term  and  one  type  of 
institution  to  cover  everyone  from  the 
mildly  deficient  high-grade  right  down  to 
the  idiot  and  imbecile  so  that  in  general  the 
term  mentally  defective  may  conjure  up  in 
the  public  mind  someone  with  a marked 
appearance  of  mental  deficiency. 

(Chairman):  I think  we  are  getting  a 
little  wide  of  the  point  now.  We  shall 
come  to  all  that  when  we  come  to  your 
recommendations.  I was  only  trying  to 
make  the  point  that  your  use  of  the  Wood 
Report  tended  to  create  prejudice  rather 
than  to  reveal  the  real  arguments  in  favour 
of  a change. 

4193.  (Dr.  Greenwood  Wilson):  One 

small'  point  on  the  question  of  high-grade 
labour.  Have  you  a scheme  for  the  pay- 
‘ment  of  such  labour?  Do  you  suggest,  for 
instance,  that  high-grade  labour  should  get 
paid  as  much  as  a so-called  normal  person, 

or  would  you  have  differential  rates? 1 

think  that  is  a matter  that  would  have  to  be 
discussed  with  the  trade  unions  in  the  indus- 
tries concerned.  I believe  they  have  been 
able  to  reach  reasonable  agreement  in  the 
Remploy  case  and  in  industrial  rehabilitation 
units,  and  I believe  the  trade  unions  would, 
to  the  best  of  my  knowledge,  be  only  too 
glad  to  give  what  assistance  they  could  to 
getting  this  problem  solved.  In  general  I 
would  say  the  high-grade  patient  who  goes 
out  on  licence  to  organised  industry  does 
seem  to  be  able  to  get  the  normal  rate  and 
to  hold  the  job  at  the  normal  rate.  The 
lads  who  go  out  to  building  sites,  for 
example,  get  the  ordinary  builder’s  rate  and 
I believe  the  lads  we  have  met  from  Darenth 
are  able  to  hold  their  jobs  quite  well  there. 


4194.  (Mr.  Simon):  They  should  be  more 
efficient  labour,  should  they  not,  if  the 
scheme  is  being  properly  run,  the  ones 
allowed  out  on  licence,  than  the  ones 
retained?  The  argument  is  that  when  you 
let  a patient  out  on  licence  for  work  he 
gets  the  market  rate  ; it  does  not  follow  that 
the  ones  you  retain  arc  really  market  rate 
labour,  because  the  ones  who  get  out  on 
licence  should  be  the  most  efficient?- — I 
would  not  say  in  point  of  fact  that  they 
were  the  ones  who  are  more  efficient;  1 
might  say  that  there  might  be  more  tempta- 
tion to  keep  them  in.  In  skilled  jobs  such 
as,  for  instance,  boot  repairing,  that  does 
happen. 

4195.  (Chairman):  There  is  no  evidence 

in  your  memorandum  that  the  temptation 
does  operate? We  have  referred  to  over- 

time being  worked  in  some  of  the  skilled 
occupations,  particularly  boot  repairing  and 
bakehouse  work. 

4196.  When  we  come  to  that  wc  can  deal 
with  the  point.  Section  D— here  wc  begin  to 
come  into  your  individual  cases.  In  the 
case  of  Albert  in  paragraph  17  I should 
say,  as  an  old  civil  servant,  that  the  Board 
of  Control’s  letter  is  badly  worded,  but  you 
do  not  really  mean  to  say  that  there  is.no 
test  of  average  mental  age  if  the  patient 

is  aged  22? Certainly  not,  we  quite 

agree.  What  it  should  say  is  that  his  mental 
age  is  considerably  below  that  of  the  normal 
adult,  not  that  it  is  below  22. 

4197.  We  then  come  to  the  case  of  Alice. 
In  so  far  as  it  is  quoted  here  you  seem  to 
quote  it  as  an  illustration  of  a mental 
defective  being  found  after  the  age  of  18 
to  be  a mental  defective  without  previous 

evidence  of  defect? We  are  not  quoting 

it  at  this  point  except  as  an  indication  of 
(a)  what  that  girl  has  done,  and  (/>)  what  the 
report  says  of  her ; and  wc  say  it  gives.  an 
inadequate  picture  and  an  extremely  limited 
picture  of  her  capacity. 

4198.  You  say  that  the  value  of  that  may 
be  assessed  by  the  fact  that  Alice  had  been 
educated  at  a normal  school  and  reached 
standard  5.  I am  always  a little  suspicious 
when  people  say  they  reached  a certain 
standard.  The  standard  organisation  of 
schools  went  out  just  about  the  time  Alice 
was  born,  and  considering  the  area  where 
she  was  educated,  would  you  have  expected, 
whatever  her  mentality  was,  that  she  would 
have  been  educated  otherwise  than  at  a 

normal  school? No,  but  she  reached  that 

standard,  as  I understood  it  from  the 
parents.  They  are  possibly  still  using  an 
old  form.  You  still  get  this  business  of 
standard  5,  6 or  7 referred  to  by  the  parents. 
She  was  a girl  capable  of  writing  a quite 
normal  letter.  She  was,  I would  say  quite 
frankly,  not  the  brightest  person  I have  met, 
probably  in  the  more  backward  section  of 
the  normal  range,  so  far  as  I could  see  in 
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the  conversations  I had  with  her,  but  quite 
capable  of  making  normal  assessments. 

4199.  Your  information  is  derived  from 

her  parents? And  from  my  own  observa- 

tion. We  were  given  the  full  school  par- 
ticulars, and  we  had  the  documents  too. 

4200.  You  mention  that  at  the  end  of 
1948,  by  which  time  Alice  was  25  years  of 
age,  she  was  out  on  licence  and  was  found 
to  be  a satisfactory  nursemaid.  You  do  not 
mention  that  she  had  been  ascertained  to  be 

mentally  defective,  seven  years  before? 

No,  but  this  is  a report  dated  from  this 
period.  The  medical  report,  we  quote,  was 
a medical  report  of  this  date. 

4201.  You  do  not  go  back  more  than  two 
months.  I do  not  know  whether  you  are 
aware  of  what  her  previous  history  was? 
— —Yes,  we  quote  it  later. 

4202.  You  arc  aware  that  before  she  was 
18  and  found  to  be  mentally  defective  she 
had  been  prosecuted  for  larceny  on  three 
occasions,  though  that  is  not  evidence  of 

mental  defect,  I know? T know  of  two 

occasions ; we  refer  to  details  later  on. 
(Miss  Allen)'.  The  point  is  surely  that  a 
number  of  young  people  are  backward  in 
their  early  teens,  there  is  no  doubt  about 
it,  it  is  shown  by  the  figures.  Whilst  it 

is  perfectly  possible it  seems  to  have  been 

the  case — that  Alice  was  backward  in  her 
early  years,  she  was  not  in  the  bottom  form 
of  the  normal  school.  But  given  that  she 
was  not  extremely  brilliant,  what  matters  is 
what  the  last  test  said.  What  you  have  got 
to  allow  for  is  the  fact  that  she  had  grown 
out  of  her  backwardness  and  the  point  we 
arc  trying  to  make  is  that  about  the  same 
time  as  this  test  was  made  which  showed 
the  results  we  have  quoted,  she  was  doing 
these  things.  We  suggest  that  the  things 
she  was  doing  and  the  testimonials  she  had 
showed  that,  however  backward  she  may 
have  been  originally,  she  had  by  then 
caught  up ; that  is  the  point.  That  is  why 
we  have  taken  the  two  things  at  the  same 
period.  It  would  have  been  misleading  to 
have  given  something  earlier. 

4203.  You  have  taken  a report  towards 
the  end  of  Alice's  life  as  a certified  mental 
defective.  She  was  in  fact  discharged  about 
a year  afterwards.— — There  were  various 
things  which  happened. 

4204.  I know  there  were,  but  you  intro- 
duce something  quite  different.  We  will 

oomc  to  that  in  a moment. (Mr. 

Haskell.)  We  arc  saying  this  is  the  capacity 
of  the  girl,  to  the  best  of  our  knowledge 
at  that  time  and  this  is  the  report.  That 
report,  we  say,  was  taken  in.  conditions 
when  the  girl  was  in  some  emotional  stress, 
and  that  it  was  the  basis  on  which  she  was 
in  fact  later  to  be  taken  back,  to  the 
institution  on  the  eve  of  her  marriage  and 
that  the  picture  which  it  gives  is  a limited 


picture  of  what  her  capacity  was,  both  by 
her  record  and  from  our  own  experience  of 
her. 

4205.  I agree  it  is  a limited  picture.  It 
does  not  say  the  worst  or  the  best  abotft 
her.  Many  of  these  reports  which  one 
reads,  if  they  are  read  apart  from  the 
circumstances,  do  strike  one  as  rather  per- 
functory, I know  that.  Then  we  come  to 
the  case  of  Betty  which  you  say  is  an 
instance  of  a defective  being  recalled  to.  an 
institution  because  she  joined  a trade  union. 
Do  I understand  that  Betty's  account  of  the 
requirements  of  the  National  Union  of 

Domestic  Workers  was  accurate? 1 do 

not  know.  I have  only  got  the  medical 
report. 

4206.  I am  not  going  on  the  medical 
report.  I am  going  on  the  quotation  you 

put  in  your  memorandum? It  is  a 

quotation  from  the  medical  report. 

4207.  I am  speaking  on  no  more  than 
that.  I should  have  thought  this  was  an 
illustration  of  one  of  two  things,  either 
a girl  who  was  quite  incapable  of  under- 
standing what  trade  unionism,  was  or 
what  trade  union,  rules  were,  or  a 
girl  who  was  being  exploited  by  an 

irresponsible  agent  of  a union. 1 

should  need  more  evidence  before  I 
accepted  that  because  I have  merely 
a medical  report  and  at  worst  the  most  the 
medical  report  says  is  that  she  joined  the 
trade  union  which  required  certain  hours 
and  conditions,  and  her  employers,  who 
did  not  seem  to  like  this  situation,  made 
certain  complaints  as  to  the  manner  in 
which  she  was  spending  her  time  and 
money  and  the  recommendation  is  that  she 
be  returned  to  an  institution.  Basically  I 
can  see  very  little  to  complain  of  here 
other  than  the  fact  that  the  girl  joined  a 
trade  union  when  she  was  on-  licence. 

4208.  f Mr.  Simon):  You  do  know  who 

her  employer  was?  It  was  not  a private 
employer? No,  it  was  an  institution. 

4209.  A charitable  institution? Yes; 

we  do  not  think  that  is  an  argument 
against  the  facts  produced. 

4210.  (Chairman):  It  is  obvious,  is-  it  not, 
that  the  hours  insisted  on  by  the  union, 
if  they  are  accurately  stated,  would  make 

any  domestiq  service  quite  impossible? 

No.  I would  like  to  make  it  clear,  this  is 
the  point  at  issue,  that  the  medical  report 
arises  in  consequence  of  a letter  sent  by  the 
patient  to  the  Board  of  Control,  requesting 
her  discharge.  There  appears  to  have  been 
no  issue  raised  in  regard  to  the  consequence 
of  the  girl’s*  joining  a trade  union  until 
after  she  made  this  request.  In  other  words 
it  is  not  an  issue  which  is-  raised  by.  the 
employer  with  the  trade  union  to  say, 
“ Here  are  some  difficulties  in  the  agree- 
ments I have  made  with  you  and  I would 
like  to  discuss  them.”  They  are  discussed 
behind  the  back  of  both  the  patient  and 
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the  trade  union,  with  the  employer,  with 
a view  to  getting  the  girl  recalled ; that 
seems  to  be  the  issue.  The  point  of  the 
complaint  by  the  employer  is,  “ I cannot 
keep  this  girl  because  of  the  conditions 
which  you  as  a trade  union  demand” 
She  should  have  raised  that  with  the  union 
first.  The  initiative  should  have  come  from 
the  employer,  not  arise  as  a result  of  the 
girl  writing  to  the  Board  of  Control  asking 
for  her  freedom. 

4211.  That  i9  probably  true.  She  should 

have  written  to  the  union,  but  it  is  another 
thing  to  say  that  the  person  who  wrote 
this  report  recommended  she  should  be  re- 
called because  she  joined  a union. 

What  are  the  issues  here  which  are  raised? 
Firstly,  the  Board  of  Control  say  they  re- 
ceived a letter  from  the  patient  requesting 
discharge  and  they  wrote  as  follows  for 
a report : “ The  Board  would  be  glad  to 
receive  a medical  report  on  the  patient’s 
character,  social  adaptability”  etc.,  “An 
indication  of  the  grading  of  the  mental  age 
of  the  patient  would  be  of  assistance  to 
the  Board  in  considering  the  question  of  dis- 
charge.” The  report  stated,  “The  patient 
is  a feeble-minded  girl  employed  as  a 
domestic  worker”  who  became  unsettled  and 
wanted  a change  and  went  to  the  institution 
concerned.  They  agreed  to  give  the  girl  a 
trial  as  a domestic  worker  in  the  institution. 
She  was  then  given  30s.  Od.  a week.  “ Some 
months  ago  a male  employee  persuaded 
Betty  and  three  other  domestics  to  join  the 
National  Union  of  Domestic  Workers.” 

4212.  (Mr.  Simon):  There  is  an  important 

sentence  you  have  left  out? “ She 

appeared  to  settle  down,  and  her  work  was 
reasonably  satisfactory  although  she  needed 
supervision  and  could  not  be  trusted  for  any 
task  calling  for  foresight  or  initiative” — 
that  is  the  employer’s  statement.  Then: 
“ Some  months  ago  a male  employee  per- 
suaded Betty  and  three  other  domestics  to 
join  the  National  Union  of  Domestic 
Workers.  This  had  disastrous  results  as  far 
as  Betty  was  concerned.”  Then  follows  the 
extract  which  we  quote  in  the  document. 
Then  the  doctor  says : “ During  my  inter- 
view with  her  she  was  alternately  sullen  or 
openly  defiant.  She  has  always  been 
garrulous  . . . Yesterday  she  was  full  of 
a Mr.  K.  from  the  Union  who  would  see 
she  got  her  rights,  etc.,  and  any  attempt  at 
reasoning  . . . was  obviously  quite  wasted 
on  her  in  her  present  mood.”  Then  we  go 
on : “ The  employer  tells  me  she  cannot 
continue  to  keep  the  girl  and  has  asked  for 
her  to  be  moved.”  The  issue  which  is  raised 
there,  the  action  which  prompts  this,  is  the 
fact  that  the  girl  joins  a trade  union  ; the 
rest  are  vague  and  indefinite  statements  such 
as  “ she  was  garrulous 

4213.  {Chairman):  It  was  a report  of  a 
social  worker  dealing  with  a social  problem. 
I should  say  it  was  rather  a good  report. 
This  is  the  sort  of  thing  which  you  are 


likely  to  have  in  the  conditions  which  you 
want  created,  which  you  later  recommend, 
the  community  care.  You  will  have  these 
feeble-minded  women  out  in  employment 
liable  to  be  involved  in  trade  unionism 
which  they  do  not  understand,  and 
dependent  upon  their  employer  having  the 
gumption  to  talk  to  the  trade  union  about 
it,  and  dependent  too  on  the  character  of 
the  local  agent  of  the  union.  This  is  the 
sort  of  problem  which  you  are  likely  to 

have  continually  arising. 1 believe  in 

quite  a number  of  cases  of  defectives  in 
employment  on  licence  the  trade  unions 
receive  them  into  membership.  I think  you 
will  find  every  person  who  goes  out  from 
Darenth  to  a building  centre  is  accepted. 

' 4214.  This  was  a case  under  guardian- 
ship.  But  daily  licence  is  an  even  firmer 

restriction  than  guardianship.  I do  not 
accept  that.  Why  should  she  not  have  the 
protection  of  a trade  union? 

4215.  I return  to  the  question,  which  you 
have  not  answered.  Were  these  actually 
the  requirements  of  the  trade  union  or  only 

a garbled  version? 1 do  not  know.  It 

may  be  a garbled  version,  or  the  employer’s 
version  of  the  girl’s  version,  but  the  point 
is  there  is  no  evidence  here  that,  having 
been  confronted  with  this  situation  in  which 
these  things  are  being  said,  the  doctor  who 
saw  fit  to  put  these  things  into  the  report 
went  to  the  trade  union  representative  to 
hear  his  views,  because  he  might  have  had 
a very  different  picture  of  the  capacity  of 
the  girl. 

4216.  {Mr.  Simon):  It  is  very  difficult  for 
the  medical  officer  when  he  is  told  by  the 
employer,  the  employer  being  of  this  type  in 
this  case,  that  she  could  not  perform  her 
duty  any  longer  to  this  girl.  You  did  not 
read  the  sentence,  “ as  she  reasonably 
points  out  ” — that  is  the  employer — “ she 
cannot  supervise  the  patient  adequately 
during  those  long  off-duty  periods,  and  her 
interest  in  the  opposite  sex  coupled  with  a 
considerable  amount  of  spending  money, 
makes  this  desirable.”  If  the  employer 
feels  she  cannot  perform  the  duty  laid  on 

her,  what  are  the  authorities  to  do? 

This  medical  report  does  not  arise  out  of 
any  action  of  the  employer  but  out  of  the 
action  of  the  girl  in  applying  for  her 
discharge. 

4217.  {Chairman):  It  does  not  matter 
what  it  arises  out  of,  but  what  is  contained 

in  the  report. Exactly,  and  there  is  no 

means  of  verifying  whether  this  is  a genuine 
situation  or  what  it  is. 

4218.  You  have  taken  no  steps  to  verify 

it  before  bringing  it  forward  as  an  illus- 
tration?  We  are  bringing  it  as  an  illus- 

tration of  the  sort  of  matter  introduced 
into  these  reports  in  which  there  is  no 
verification  made,  and  cannot  be  made, 
unless  they  are  also  prepared  to  go  to  the 
representatives  of  the  workers  as  well.  We 
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say  that  the  position  of  the  employee  under 
guardianship  or  on  licence  living  with  the 
private  employer  is  one  of  helplessness.  In 
many  cases  those  people  are  helpful  people 
who  may,  as  we  know,  have  fought  after- 
wards for  their  employees’  release  but  there 
are  other  cases  where  it  appears  they  are 
mainly  concerned  with  getting  cheap 
labour,  and  the  fact  that  this  was  a charit- 
able institution  in  this  case  does  not  alter 
the  fact  that  all  sorts  of  things  happen  in 
private  employment. 

4219.  ( Lady  Adrian ):  Have  you  been 

able  to  lind  out  whether  the  union  officials 
knew  she  was  under  guardianship,  whether 
they  made  any  attempt  to  get  in  touch 
with  her  guardian? No. 

4220.  You  have  not  approached  the  trade 

union  to  find  out  their  side  of  the  situa- 
tion?  No. 

4221.  (Sir  Cecil  Oakes):  Your  complaint 
in  this  case  really  is  that  the  administrative 

machine  docs  not  work  adequately? 

That  it  works  in  a manner  which  can  be, 
and  possibly  in  this  case  was,  grossly 
unfair  to  the  patient.  And  the  type  of 
things  introduced  into  the  medical  report  in 
fact  are  not  things  dependent  on  the 
opinion  of  a doctor  on  something  he  can 
diagnose  as  symptoms,  but  matters  which 
go  far  beyond  this  field  and  bring  into 
play  a whole  number  of  issues. 

4222.  You  realise  that  is  a matter  which 

legislation  can  never  control? 1 am  not 

so  sure.  I think  where  that  type  of  matter 
is  raised  then  the  form  of  investigation 
should  not  be  what  is  claimed  here,  mainly 
a medical  report  on  a subject  which  to  a 
large  extent  is  not  medical.  If  you  are 
going  to  make  an  investigation  of  that  kind 
you  should  have  proper  investigating 
machinery  to  do  so. 

4223.  Again,  is  that  not  a matter  of  the 
creaking  of  the  machine  when  you  set  it 

up,  that  is  my  point? 1 agree  both  the 

administration  and  the  law  are  inadequate. 

4224.  (Mr.  Simon):  It  would  be  reason- 

able, would  it  not,  for  a medical  report  to 
include  the  statement  that  a guardian,  or  an 
employer  in  the  position  of  a guardian, 
could  no  longer  perform  her  duty,  and  give 
the  reason? Yes. 

4225.  Was  this  really  doing  more? 

Yes,  it  builds  up  a whole  case.  What  that 
woman  is  being  asked  to  do  is  to  make 
a report  on  a situation  in  which  a girl’s 
application  for  her  discharge  was  to  be 
considered.  The  fact  that  the.  employer  here 
says,  “ I cannot  keep  this  girl  ”,  and  says 
it  presumably  at  this  stage,  is  not,  I think, 
relevant  to  the  main  point  as.  to  whether 
that  girl  was  capable  of  standing  on  her 
own  feet  or  not.  It  is  only  one  of  a whole 
number  of  opinions  and  it  could  well  be 
biased  or  prejudiced  if  the  recruitment  into 
the  field  of  trade  unionism  was  resented 
by  the  employer,  as  it  might  have  been 


and  sometimes  is  even  in  these  fields ; that 
could  easily  have  caused  a bias  in  the 
presentation  of  facts,  whatever  the  qualities, 
of  the  individual  making  that  report  may 
have  been. 

4226.  It  is  a fact  that  should  have  been 

included? In  what  the  employer  said, 

but  together  with  that  there  should  have 
been  alternative  opinions  including  perhaps 
the  opinion  of  Mr.  K.  who  was  wanting 
to  get  the  girl  her  rights. 

4227.  (Dr.  Greenwood  Wilson ):  You  will 

agree  that  this  experiment  of  trying  her  on 
guardianship  having  failed,  for  whatever 
reason,  it  was  proper  to  get  her  back  to 
the  institution  to  settle  down  and  get  over 
her  emotional  upsets  before  making  another 
experiment  of  working  out? Not  neces- 

sarily. I am  inclined  to  feel — maybe  it  is 
my  prejudice — that  the  opinion  of  Mr.  K. 
on.  this  matter  is  probably  as  good  as  the 
opinion  of  the  employer.  Mr.  K.  thinks 
she  ought  to  get  her  rights. 

4228.  (Mr.  Simon):  Did  he?  We  do  not 

know. We  only  have  it  at  second-hand, 

but  so  much  of  this  is  at  second-hand.  That 
is  the  disadvantage  of  a medical  report  in 
such  fields. 

4229.  ( Lady  Adrian):  Have  you  any 

knowledge  of  what  Mr.  K.  thought  of  the 
girl? Only  the  information  in  this  docu- 

ment, but  I would  like  Mr.  K.’s  opinion  to 
have  been  included. 

4230.  Did  you  ever  try  to  get  Mr.  K.’s 

opinion? No. 

4231.  Could  you  have  got  it? — -I  am 
not  sure.  (Miss  Allen):  The  point  is  that 
this  is  not  our  report.  It  is  not  a question 
of  whether  we  could  or  could  not  get  it; 
it  is  not  in  the  report. 

4232.  (Chairman):  I never  saw  a report 
from  a social  worker  or  doctor  which  I 
did  not  think  I could  have  written  better 
if  I had  had  the  job.  But  you  bring  this 
forward  as  an  illustration,  and  you  refer 
to  it  afterwards,  that  the  girl  was  adjudged 
to  be  a mental  defective  on  the  ground 
that  she  joined  a trade  union.  My  ex- 
amination has  been  directed  to  pointing 
out  that  that  is  not  a fair  conclusion  from 

the  document. (Mr.  Haskell ):  That  is 

not  what  we  say  here,  or  later,  but  that 
the  “social  inefficiency”  was  apparently 
demonstrated  by  the  fact  that  she  joined  a 
trade  union.  By  “social  inefficiency  ” we 
mean  and  we  give  to  it  that  connotation, 
the  sort  of  thing  which  causes  people  to  be 
put  inside  institutions  or  taken  from 
guardianship  into  a more  restricted  form  of 
restraint.  We  say  the  primary  issue  here 
appears  to  be  the  fact  that  she  joined  a 
trade  union. 

4233.  (Mr.  Simon):  You  say  in  para- 
graph 52  of  your  memorandum,  “In  point 
of  fact,  an  ‘ inability  to  make  an  adequate 
social  adaptation’  appears  to  . have 
meant  ...  in  the  case  of  Betty  joining 
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a trade  union  ”. What  is  the  basis  on 

which  it  is  said  she  is  to  be  sent  back? 
That  she  is  unable  to  make  a complete  and 
adequate  social  adaptation ; she  cannot  get 
her  release,  and  the  complaint  is  that  she 
joins  a trade  union.  That  is  the  basis  of 
it. 

4234.  {Chairman)-.  I do  not  think  it  is 
any  good  continuing  on  this  case  if  you 
still  think  that  is  a fair  line  of  argument. 
Let  us  pass  to  paragraph  18.  Here  we  get 
the  point  about  the  existence  oi  arrested 
development  of  mind  before  the  age  or  lo 
years.  You  here  give  in  your  second  para- 
graph your  interpretation  of  the  purpose 
of  an  age  limit.  What  I should  like  to  ask 
you  is,  apart  from  the  provisions  of  the 
Act,  on  what  ground  do  you  regard  it  de- 
sirable that  there  should  be  this  limitation 
of  the  age  of  18? — -I  think  the  point  at 
issue  here  is  that  there  might  well  be  a 
division  which,  although  all  such  divisions 
are  slightly  artificial,  nevertheless  would 
probably  have  some  validity.  In  the  first 
place  there  is  a difference  between  the 
weakening  of  mental  faculties  as  a result 
of  any  cause  after  they  have  grown  to  full 
normal  development,  and  a failure  to  grow 
to  full  normal  development,  and  it  seems 
that  the  primary  basis  of  maintaining  the 
distinction  at  all  rests  upon  that  concep- 
tion. 

4235.  Is  that  conception,  that  differential, 

of  real  practical  importance? 1 think 

the  issue  seems  roughly  to  be  that  when  a 
person  for  one  reason  or  other  has  lost 
mental  faculties  he  once  had,  the  assump- 
tion is  that  by  treatment— whether  we  have 
yet  reached  that  stage  or  not  he  can  re- 
cover those  faculties.  The  basis  of  an 
arrested  development  of  mind  in  the  form 
we  call  mental  deficiency  is  that  in  fact 
one  has  to  train  the  development  of  that 
mind,  if  it  can  be  done. 

4236  Have  you  considered  at  all  whether 
that  has  any  practical  consequences  in 
medical  treatment  in  a large  number  of 

cases? (Miss  Allen):  I was  thinking 

more  from  this  point  of  view,  that  when  it 
comes  to  certifying  people  and  deciding 
whether  or  not  they  are  backward,  it  is 
very  important  that  the  person  concerned 
should  be  clear  that  it  is  a real  backward- 
ness and  not  a temporary  illness  or  some- 
thing of  that  sort,  so  that  if  you  bring  it 
up  to  the  age  of  18  or  19  you  can  then 
prove,  from  looking  at  their  past  history, 
whether  it  is  a backwardness. 

4237.  You  use  the  word  “temporary”. 
Of  course  it  is  important  to  tell  whether 
the  condition  is  chronic  or  temporary,  but 
T still  do  not  know  what  is  the  point  of 

the  age? -I  should  have  said  -the  point 

of  the  age  was  that  mental  deficiency,  back- 
wardness, almost  always  so  far  as  I know 
shows  itself  in  youth  at  some  stage.  It 
Is  something  you  can  grow  out  of  but  it 


is  not  something  you  can  grow  into.  It  is 
something  you  are  born  with,  or  an  injury 
in  the  school  playground  or  something  of 
that  sort  may  cause  it,  and  it  is  fairly  easy 
to  check  back  and  find  out  what  the  past 
history  of  the  person  was ; whereas  at  a 
later  date,  once  they  have  left  school  and 
that  kind  of  thing,  it  would  be  extremely 
difficult. 

4238.  You  think  those  mental  break- 
downs, shall  we  call  them,  to  use  a neutral 
word,  during  adolescence  are  all  psychotic 
and  arc  not  retardation  at  a crucial  age? 

In  adolescence— that  is  roughly  before 

the  age  of  18,  is  it  not?  In  so  far  as  there 
is  a breakdown  owing  to  emotional  factors, 
a break-up  of  the  family,  or  something  of 
that  sort,  which  we  know  very  well  some- 
times stops  young  people  from  learning  and 
so  on,  all  that  can  be  worked  out  at  that 
age  and  it  can  be  ascertained  whether  it  is 
a temporary  retardation  which  is  causing 
mental  deficiency  or  whether  it  is  perman- 
ent ; but  once  you  get  on  to  age  30,  it 
might  just  as  well  be  somebody  having 
reached  normal  age  and  th'cn  becoming 
senile— if  I may  use  the  word  in  a very 
loose  sense — and  there  is  no  means  to  check 
on  it.  (Mr.  Haskell) : I think  it  is  primarily 
a protection  against  being  wrongly  diag- 
nosed, and  that  was  the  basis  of  the  limita- 
tion, “from  birth  or  from  an  early  age”. 

4239.  A protection  against  being  wrongly 

diagnosed? The  doctor  or  the  local 

authority  is  called  upon  to  make  a decision 
on  that  factor  and  should,  strictly  speaking, 
always  call  for  the  existence  of  that 
evidence. 


4240.  ( Sir  Cecil  Oakes):  Why  do  you 
attach  significance  to  the  fact  that  it  arose 

in  the  early  years  of  life? From  the 

point  of  view  that  if  the  patient  were  diag- 
nosed as  mentally  ill,  then  the  opportunity 
for  his  relatives  to  claim  his  freedom  would 
be  much  greater  than  if  he  were  diagnosed 
as  mentally  deficient,  so  from  the  point  of 
view  of  the  freedom  of  the  patient  it  is  an 
important  issue.  The  lunacy  legislation  is 
much  less  rigid  than  the  mental  deficiency 
legislation. 

4241.  We  are  talking  about  this  in  a 

free  field  without  reference  to  existing  legis- 
lation at  all. We  are  showing  you  in  this 

case  that  a particular  form  of  legislative 
provision  does  not  appear  to  have  worked 
very  well. 

4242.  Is  it  workable?  That  is  the  point. 
1 would  say  that  if  you  had  true  de- 
ficiency it  should  have  shown  itself  by  the 
time  the  person  leaves  school. 

4243.  (Chairman):  Do  you  realise  how 
very  reluctant  an  ordinary  school  teacher 
is  to  report  a backward  child  as  being 

seriously  retarded? Yes,  but  I think 

that  arises  less  out  of  an  unwillingness  to 
make  an  adequate  assessment  of  the  child 
than  because  of  what  the  social  consequence 
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and  the  legislative  consequence  to  the  child 
will  be.  I believe  if  you  get  a much  freer 
system  in  the  mental  deficiency  field  there 
will  be  a much  greater  willingness  of  the 
teacher  to  report.  I agree  that  is  a factor 
to  be  borne  in  mind  in  assessing  how  far 
some  of  these  people  may  have  been  back- 
ward and  not  reported  at  school. 

4244.  Have  you  not  found  that  a teacher 
in  an  ordinary  primary  school,  for  instance, 
is  just  as  reluctant  to  report  a child  for  a 
special  school  which  does  not  now  convey 

much  of  a stigma? 1 think  there  is 

resistance  based  on  what  may  happen  if 
(hat  child  should  meet  with  difficulties  later 
in  life.  That  is  the  problem,  even  now, 
about  reporting  for  special  schools.  That 
is  quite  serious.  We  ourselves  have  a large 
number  of  letters  coming  in  from  parents 
on  this  issue,  and  the  evidence  of  school 
teachers  is  much  the  same.  It  is  the  fact 
that  once  you  have  put  the  educationally 
sub-normal  classification  on  a child,  a quite 
minor  breach  of  the  law,  or  even  some- 
thing that  is  less  than  a breach  of  the 
law,  in  later  life  may  cause  it  to  be  dealt 
with  in  a special  way. 

4245.  I find  a certain  inconsistency  in 
your  paper.  Later  you  protest  against  the 
reporting  of  a child  to  the  local  health 
authority  on  the  ground  that  it  is  very 
undesirable  to  reach  any  kind  of  final 
diagnosis  at  that  age,  and  yet  you  complain 
that  there  is  not  sufficient  evidence  behind 
certification  as  a mental  deficient  adduced 

before  the  age  of  18. Exactly.  I think 

first  of  all  there  must  be  evidence  of  its 
existence  before  the  age  of  18  and  of  its 
persistence  up  to  the  age  of  18. 

4246.  But  you  are  very  anxious  that  the 
evidence  should  not  be  obtainable,  because 
it  will  not  be  obtainable  unless  the  school 

teacher  formally  reports  it? (Miss 

Allen):  I think  there  is  a misunderstand- 
ing there.  We  are  very  anxious  that  back- 
ward children  should  go  to  special  schools 
because  very  often  they  are  enabled  to 
catch  up  and  get  completely  to  the  normal 
level,  but  there  is  at  the  moment  a serious 
disadvantage,  which  could  be  overcome  if 
it  was  realised,  in  that  certain  of  the  special 
schools,  for  whatever  reason  it  may  be, 
have  a very  high  proportion  of  certification 
on  leaving.  Then  in  addition  we  have 
the  problem  that  when  a person  comes  be- 
fore the  Court  who  has  been  to  a special 
school  it  is  taken  into  consideration  that 
he  was  at  a special  school,  whether  or 
not  he  is  still  educationally  sub-normal. 

4247.  You  are  putting  the  whole  weight 

of  your  recommendations  behind  that  atti- 
tude?  No. 

4248.  You  say  that  a person  was  not 
properly  dealt  with  as  mentally  defective 
because  there  was  no  evidence  before  the 
Court  of  his  defectiveness  before  the  age 


of  18  ; but  you  do  not  want  there  to  be 
any  evidence ; you  drink  it  is  wrong  that 

there  should  be? No,  I think  there  is 

a misunderstanding.  I think  we  have  not 
quite  made  our  point  clear,  if  I may  put 
it  that  way.  We  are  anxious  that  all  these 
backward  children  should  get  what  help 
they  can  for  genuinely  backward  children, 
whether  they  are  backward  permanently  or 
whether  it  is  temporary,  and  we  think 
naturally  they  should  go  t.o  the  special 
schools  which  are  provided.  The  trouble  is 
that  there  is  a certain  amount  of  misunder- 
standing in  various  places  about  the  role 
of  the  special  school,  particularly  the  kind 
of  child  who  comes  out  of  it — I mean 
what  they  are  like.  On  the  question  of 
how  the  Court  is  to  know  that  the  person 
was  backward  as  a child,  he  should  have 
gone  to  the  special  school,  and  would  go 
to  the  special  school  if  there  was  not 
the  prejudice,  and  in  some  ways  the  pre- 
judice is  justified  as  things  are  at  the 
moment.  But  that  is  not  the  only  way  of 
finding  out  if  a child  is  backward  ; you 
can  find  out  from  the  school  the  class 
he  was  in  when  he  left.  If  he  leaves 
near  the  top^—and  we  have  some  cases 
where  the  child  was  in  the  top  class  of 
an  elementary  school — however  kind- 

hearted  the  teacher  was  she  could  not  put 
a mental  defective  in  the  top  class,  it  does 
not  make  sense.  That  is  the  kind  of  thing 
that  should  be  looked  into.  It  may  be 
a negative  way,  but  it  may  eliminate  a 
certain  number  if  a doctor  decides  that 
anybody  in  the  top  form  is  clearly  not 
defective. 

4249.  That  seems  to  me  to  be  an  argu- 
ment in  favour  of  having  a continuous  his- 
tory of  a child’s  performance,  but  is  it  an 
argument  for  saying  that  anything  which 
is  wrong  with  the  person  must  have 

developed  before  the  age  of  18? (Mr. 

Haskell ):  I think  if  we  go  the  other  way 
we  are  going  to  lose  the  whole  meaning  of 
what  mental  deficiency  has  always  meant. 

4250.  Are  you  anxious  to  limit  it  so 

much? We  do,  and  we  want  it  limited 

to  what  it  originally  meant.  We  think  the 
extension  into  this  field  of  alleged  social 
adaptability  and  the  elimination,  as  there 
tends  to  be,  of  any  age  limit  is  placing 
restrictions  upon  individuals  and  upon  the 
liberty  of  individuals  that  were  never  in- 
tended even  by  the  original  legislation. 

(Chairman):  But  the  original  description 
of  a mental  deficient  as  a natural  fool  had 
no  age  limit.  I will  leave  it  there. 

4251.  (Mr.  Simon):  Can  I ask  one  ques- 

tion on  that?  Mr.  Haskell  said  he  thought 
there  should  be  evidence  of  the  mental 
defect  before  the  age  of  18.  That  is  the 
existing  law,  is  it  not? That  is,  yes. 

4252.  Did  you  mean  contemporary  evi- 
dence?  No.  This  arises  from  the  fact 

that  in  a whole  number  of  cases  which  we 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


868 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


a particular  case  to  test  this  and  ask,  “Was 
this  person  ever  reported  as  educationally 
sub-normal  or  not?  ” The  Board  say  that 
from  the  information  in  their  possession 
they  are  not  able  to  inform  us  definitely  on 
the  matter. 

4281.  Whether  he  was  reported  as  educa- 
tionally sub-normal? Exactly. 

4282.  That  is  not  the  only  kind  of  evi- 
dence?  No.  It  indicates  that  their 

documentary  evidence  does  not  contain  this 
information  one  way  or  the  other,  that  is 
the  point. 

4283.  ( Sir  Cecil  Oakes):  That  is  not  a 

correct  deduction  there?  (Chairman):  The 
words  “ whether  or  not  he  was  reported  as 
educationally  sub-normal  ” have  a technical 
meaning? Yes. 

4284.  It  is  not  a statement  that  the  Board 
has  got  no  information  about  his  sub- 
normality or  the  reverse  before  the  age 

of  18? (Mr.  George):  With  respect  it 

is,  because  this  is  the  curious  way  they 
choose  to  phrase  it.  “The  Board  are 
unable  from  the  information  in  their  posses- 
sion to  inform  you  definitely  whether 
Bernard  was  ever  reported  as  educationally 
sub-normal”.  It  is  a very  curious  way  of 
putting  it  if  there  is  no  report  of  educa- 
tional sub-normality. 

4285.  (Sir  Cecil  Oakes) : That  is  why  they 
use  the  word  “ definitely  ".  I should  have 
made  exactly  the  opposite  deduction  to  that 

which  you  made. All  right,  I will  leave 

it  then,  but  I do  submit  it  is  not  a straight- 
forward and  simple  way  of  putting  it  if 
there  was  no  certificate  of  educational 
sub-normality. 

4286.  (Chairman):  You  will  agree  it  is 

a bit  of  a jump  from  that  to  say  that  it  is 
clear  that  no  documentary  evidence  on  this 
matter  is  called  for? No,  I would  sub- 

mit that  the  paragraph  I have  just  read 
out  is  meant  to  be  a cautious  way  of  say- 
ing, “ There  may  be  a certificate  of  educa- 
tional sub-normality  or  there  may  not ; we 
do  not  know  ”. 

4287.  (Lady  Adrian):  The  question  of 
whether  there  is  or  is  not  a certificate  of 
educational  sub-normality  is  not  the  only 
possible  evidence  of  sub-normality  before 

the  age  of  18? But  ought  not  it  to  be 

definitely  traced  to  see  if  it  exists  or  does 
not  exist  instead  of  avoiding  the  issue  in 
this  way? 

4288.  (Sir  Cecil  Oakes):  But  in  the  statu- 
tory statement  of  particulars  it  must  be 
stated  at  what  age  mental  defectiveness  was 
first  observed ; that  document  is  in  the 

possession  of  the  Board  of  Control? 

Yes,  that  is  true,  but  that  has  not  been 
traced  and  no  attempt  has  been  made  to 
put  a blunt  statement,  but  rather  a cautious 
and  slightly  evasive  one. 

4289.  I do  not  agree. 1 submit  that  is 

the  interpretation  I would  place  on  those 


words  used.  (Miss  Allen):  At  any  rate,  it 
is  a point  on  which  we  feel  quite  strongly, 
that  there  is  no  way  of  telling  whether 
there  was  a state  of  mind  before  the  age 
of  18,  and  whenever  we  try  and  check  it 
with  the  Board  of  Control  they  seem  to  be 
unable  to  answer  definitely  even  themselves. 

4290.  (Chairman):  But  surely  that  is  a 
point  which  comes  up  several  times  in 
your  paper.  The  Board  is  an  administra- 
tive body  and  the  first  instruction  given 
to  all  Government  Departments  is  that  you 
must  not  comment  on  the  judicial  process. 
What  strikes  me  is  that  a large  proportion 
of  the  cases  you  quote  are.  cases  where 
there  is  a Court  record,  and  in  those  cases 
the  Board  of  Control  is  almost  bound  to 
take  a very  cautious  line  and  refuse  to 
comment  on  what  is  the  business  of  the 

Court. The  problem  seems  to  me  to  be 

that  the  Board  of  Control  has  two  functions, 
one  of  which  is  to  keep  an  eye — if  one 
can  put  it  that  way — on  what  is  happening 
in  the  institutions,  and  the  other  is  to 
act  in  some  way  as  the  responsible  body 
for  the  rights  of  the  people  who  are  certi- 
fied. The  trouble,  and  we  have  come  across 
it  all  through  our  work,  is  that  there  is  no 
way  of  challenging  the  Board  of  Control— 
they  are  one  of  the  few  bodies  in  which 
that  is  the  case — to  ask  them  whether  they 
are  satisfied  and  what  the  position  is. 
When  we  write  to  them  .we  tend  to  get 
this  kind  of  answer  which  is  not  an  answer 
at  all  and  which  leaves  one  in  even  greater 
doubt  as  to  whether  anybody  is  checking 
on  anybody.  That  is  the  point  we  arc 
trying  to  make,  and  we  are  trying  to 
give  examples  of  it. 

(Chairman):  If  you  had  brought  out 

more  clearly,  if  I may  say  so,  in  your 
memorandum  the  unsatisfactory  results  of 
an  ambiguous,  mainly  administrative  but 
semi-judicial  Department  like  the  Board  oF 
Control,  I should  have  had  great  sympathy 
with  you,  but  your  references  to  the  Board 
of  Control  are  generally  rather  of  the 
character  that  they  have  got  more  than 
their  due  share  of  original  sin  and  have 
acquired  unrighteousness  into  the.  bargain, 
which  I think  is  not  quite  the  point ! 

4291.  (Mr.  Simon):  May  I ask  a question 
on  that  passage  before  we  move  from  it? 
Assuming  that  Bernard’s  case  is  not  really 
any  authority  for  saying  that  in  a number 
of  local  authority  areas  and  in  a number 
of  Courts  no  notice  is  being  taken  of  the 
provision  of  the  Act  that  the  arrested  con- 
dition of  mind  must  have  existed  before 
the  age  of  18,  have  you  any  other  evidence 
which  could  be  made  available  to  support 

that  statement? (Mr.  Haskell):  Yes,  we 

could  find  much  more  in  detail  on  that 
where  the  parents  have  told  us  that  the 
issue  does  not  appear  to  have  been  raised 
at  all  when  there  has  been  a prosecution 
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for  a breach  of  the  law,  and  when  there 
was  not  any  record  of  educational  sub- 
normality. 

4292.  (Sir  Cecil  Oakes):  I do  not  quite 
understand  how  you  can  say  that  about 
certified  cases?  Must  the  judicial  authority 
not  be  satisfied  in  every  certified  case  that 
defectiveness  did  arise  before  the  age  of 
18?  I do  not  see  how  you  can  make  this 

statement  in  such  wide  terms. Does  the 

court  order,  the  Section  8 order  contain 
that? 

4293.  Section  8 ( b ) does. 1 do  not 

think  Section  8 (a)  does.  I have  never 
seen  it  with  any  document  that  has  been 
submitted  in  this  connection.  (Mr.  George ): 
That  is  actually  one  of  the  major  defects, 
that  the  local  justices,  many  of  whom  have 
the  best  will  in  the  world,  in  this  field  do 
not  sufficiently  have  brought  to  their  atten- 
tion this  sort  of  point,  precisely  because 
the  words  that  you  feel  ought  to  be  in- 
cluded are  not  included. 

4294.  Your  point  would  be  that  “ within 
the  meaning  of  the  Mental  Deficiency  Acts  ” 
is  not  explained  adequately  to  the  justices? 
— —(Mr.  Haskell ):  That  is  true,  yes.  (Mr. 
George ):  But  that  is  explained  later  in 
the  memorandum  in  the  paragraph  dealing 
with  the  way  in  which  the  information  is 
disseminated. 

4295.  (Mr.  Simon):  I think,  subject  to 
what  my  Lord  Chainnan  may  say,  it  might 
be  very  useful  to  have  the  other  evidence 
which  purports  to  support  that  very  wide 
statement  that  no  notice  is  taken  of  the 
provision  of  the  Act  that  the  arrested  con- 
dition of  mind  must  have  existed  before 

the  age  of  18  years. The  evidence  I 

have  available  for  you  is  on  the  statement 
that  no  documentary  evidence  on  this  matter 
is  called  for. 

4296.  I should  like  your  evidence  for  the 
second  part  of  that  sentence,  where  you 
say,  “ in  a number  of  local  authority  areas 
and  in  a number  of  Courts  no  notice  what- 
soever is  being  taken  of  the  provision  of 

the  Act  . . . ”, There  are  six  more 

cases  which  may  be  regarded  as  on  all 
fours  with  Bernard’s  if  that  is  what  is  being 
asked  for? 

4297.  (Chairman):  It  depends  whether 
they  are  good  cases.  I do  not  think 

Bernard  is  a good  case. They  are  on  all 

fours  with  Bernard,  six  more  cases.  I 
thought  that  was  what  was  being  asked  for. 

4298.  (Sir  Cecil  Oakes):  Were  they  cases 

which  came  before  Courts? Some  were, 

yes. 

4299.  You  have  ascertained  that  no  one 
in  Court  gave  verbal  evidence  on  this 

point? No,  the  Board  of  Control  are  in 

the  same  dilemma  with  these  other  six 
cases  as  they  are  in  regard  to  Bernard, 
because  they  cannot  tell  us  about  the  certi- 
ficate of  educational  sub-normality,  yea  or 
nay. 


4300.  It  does  not  follow  in  the  smallest 
degree  that  the  Court  had  not  got  verbal 
evidence  about  the  existence  of  the  mental 
defectiveness  before  the  age  of  18? 
(Chairman):  It  is  not  only  the  question 
of  a certificate  of  educational  sub- 
normality, it  is  a question  of  any  evidence 
of  sub-normality.  (Mr.  Simon):  The  sen- 
tence I was  interested  in  was,  “ . . .in 
a number  of  local  authority  areas  and  in  a 
number  of  Courts,  no  notice  whatsover  is 
being  taken  of  the  provision  of  the  Act 
that  the  arrested  condition  of  mind  must 
have  existed  before  the  age  of  18  years  ”. 
If  there  are  other  cases  to  support  that  state- 
ment I should  be  very  interested  to  see  them, 
— —I  think  we  could  provide  that,  but  I 
think  it  is  largely  in  this  sense  that  all  the 
evidence  we  have  is  of  a normal  person 
going  through  a normal  school,  leaving  at 
the  right  age  and  that  kind  of  thing. 

4301 . (Chairman) : It  is  not  quite  the 

same  thing,  is  it? We  were  working  on 

the  assumption  that  these  things  must  be 
evident  to  the  ordinary  public.  It  is  not 
a sort  of  secret  thing  as  to  whether  some- 
body is  backward.  If  it  is  so  secret  that 
you  cannot  see  it,  then  they  should  not  be 
certified.  But  the  point  we  make  is  this, 
that  all  the  evidence  goes  to  show  that  the 
person  was  completely  normal  to  the  age 
of  18  but,  as  we  have  been  able  to  obtain 
no  contrary  evidence,  then  we  are  bound 
to  wonder  whether  it  is  taken  into  con- 
sideration by  the  Courts. 

4302.  (Sir  Cecil  Oakes):  You  say  in  your 
memorandum,  “it  is  clear”.  It  may  be 
true  that  you  are  bound  to  wonder,  but 
Mr.  George  said  he  had  no  evidence  that 
there  was  not  verbal  evidence  given  in  any 
one  of  these  Court  cases  that  the  defect 

did  exist  before  the  age  of  18? (Mr. 

Haskell ):  We  have  had  statements  from 
parents  who  were  present  in  Court  and 
who  have  assured  us  that  the  issue  was 
never  raised  at  all  in  Court. 

4303.  (Mr.  Simon):  If  we  could  have  the 

cases  it  would  be  helpful. We  will  have 

to  get  that  prepared  for  you.  (Mr.  George) : 
To  deal  with  the  point  that  has  just  been 
raised,  it  appears  where  there  are 
apparently  grave  doubts  as  to  whether  this 
oral  evidence  was  given.  What  we  feel 
from  the  documents  we  have  seen  is 
that  it  was  not  recorded  by  the  Court  and, 
as  you.  know,  when  a local  Magistrates’ 
Court  is  taking  a case  the  notes  of  evidence 
are  recorded  by  the  Clerk,  that  is  his  duty, 
one  of  his  functions.  Here  we  have  six 
other  cases  along  with  Bernard’s  where  the 
Board,  after  looking  at  such  a record, 
still  cannot  tell  us  yea  or  nay,  because 
it  does  not  appear  in  the  Court  record. 

(Chairman):  It  is  no  good  trying  to  dis- 
cuss cases  which  we  have  not  got  before 
us. 
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4304.  (Dr.  Rees):  Are  there  any  local 
authority  areas  without  special  schools, 
where  it  would  serve  no  useful  purpose 
to  notify  the  child  as  being  educationally 

sub-normal? It  is  not  the  only  evidence 

in  such  an  area  where  there  is  no  special 
school ; you  are  thinking  of  Sussex  I take 
it? 

4305.  I am  not  thinking  of  any  particular 

area. While  we  are  on  this  point,  if  I 

may  refer  to  the  Regulations  of  1948, 
Form  G.l,  which  is  for  a detention  order 
in  the  case  of  an  offence  triable  sum- 
marily, the  one  that  has  to  be  signed  by 
the  magistrates,  does  not  anywhere  con- 
tain these  words  about  an  arrested  develop- 
ment of  mind  prior  to  the  age  of  18  and 
indeed  only  refers  to  the  1913  Act. 

4306.  (Sir  Cecil  Oakes):  It  states  that 
the  person  is  a mental  defective  within  the 

meaning  of  the  Act? Yes,  Section  1 of 

the  old  1913  Act,  which,  as  you  know, 
is  the  one  that  does  not  contain  these 
vital  words  “arrested  development  of 
mind”.  It  is  the  later  Act  that  brings 
this  in.  The  form  is  on  page  31  of 

Statutory  Instrument  No.  1,000,  1948. 

4307.  (Chairman):  Are  you  referring  to 

the  old  form  or  the  present  form? 1 am 

referring  to  the  current  Regulations  of  1948, 
page  31,  Form  G.l,  “Detention  Order  in 
the  case  of  an  offence  triable  summarily  ”. 
It  is  on  the  point  that  another  member  of 
the  Commission  asked  about  a moment 
earlier. 

4308.  Surely  the  latest  Regulations  are 
the  1950  Regulations?  (Sir  Cecil  Oakes): 
In  the  latest  form  it  says  “ within  the  mean- 
ing of  Section  1 of  the  Mental  Deficiency 
Act,  1913,  as  amended  by  Section  1 of 
the  Mental  Deficiency  Act,  1927,  and 
Section  11  of  the  Education  (Miscellaneous 
Provisions)  Act,  1948.”  That  is  reading 

from  the  form  in  front  of  me. Does  it 

still  leave  out  these  words  you  were  in- 
terested in? 

4309.  It  does  not  mention  the  words, 

it  says  “ as  amended  by  . . .”  ; it  brings 
them  in  by  implication. The  1948  Regu- 

lations should  have  had  that  in  if  they 
had  been  properly  drafted,  because  the 
Act  was  then  passed  and  had  been  for 
twenty  years. 

(Sir  Cecil  Oakes):  There  are  deductions 
that  can  be  made  on  the  matter. 

4310.  (Chairman):  Can  we  pass  to  para- 
graph 19?  I do  not  think  I need  pause 
on  the  first  paragraph;  if  the  facts  are  as 
stated  it  was  an  utterly  unjustifiable  exer- 
cise of  authority  by  the  senior  medical 
officer.  In  the  latter  part  of  paragraph  19 
I would  hardly  use  “pressure”  in  the 
same  breath  about  that  case  and  the  case 
of  pressure  by  a doctor  on  a magistrate. 
It  is  a very  different  order  of  things,  is 
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it  not?  Do  you  know  what  happened 

to  Co/m? (Mr.  Haskell):  I do  not  know 

what  finally  happened.  There  was  a pro- 
posal put  that  he  should  go  as  a voluntary 
boarder  to  an  approved  school,  according 
to  the  Press  report.  He  was  remanded  on 
bail  to  see  whether  he  could  become  a 
voluntary  boarder  at  an  approved  school. 
Whether  that  worked  out  or  not,  I do 
not  know. 

4311.  My  impression  is — I may  be  wrong 
—that  he  was  certified  as  mentally  deficient 
a few  weeks  later  than  this  reported  case, 
but  the  magistrate  may  have  been  right. 
-Under  Section  6? 

4312.  Under  Section  8 I think. 1 have 

no  record  of  anything  further  on  this 
matter. 

4313.  In  paragraph  20  you  say  that  in 

some  cases  “it  is  difficult  to  see  why  the 
probation  service  was  not  employed,” 
Among  the  cases  you  bring  forward  there 
is  at  least  one  where  the  probation  service 
was  employed  with  not  noticeably  great 
success. Is  that  Donald's  case? 

4314.  I meant  Alice's  case,  as  a matter 

of  fact. Yes,  they  are  quoted  here  you 

see. 

4315.  The  case  of  Christine  we  all  know 

about  as  it  has  been  much  publicised.  I 
do  not  know  that  anyone  would  be  very 
much  inclined  to  defend  what  happened  in 
that  case,  but  you  do  not  mention  that 
she  was  already  under  supervision  as  a 
mental  defective  when  the  offence  took 
place? (Mr.  George):  We.  do  not  men- 

tion it  because  we  do  not  think  it  is  true. 
(Mr.  Haskell):  We  do  not  think  she 

was  under  a supervision  order.  My  in- 
formation is  that  at  the  age  of  16  on 
completing  her  education  the  decision  was 
made  not  to  make  a statutory  supervision 
order.  We  could  check  on  that. 

4316.  I think  you  will  find  she  was 
under  supervision,  while  living  with  her 

mother. Owing  to  the  break-up  of  the 

family  during  the  war  she  was  under  the 
legal  guardianship  of  her  mother  but  not 
as  a mental  defective ; it  was  a normal 
guardianship  procedure.  (Mr.  George): 
That  was  done  because  of  a second 
marriage. 

4317.  A little  farther  on  you  say  that  a 
defective  ordered  to  be  detained  by  a 
court  loses  his  right  to  make  any  appeal. 

That  is  not  quite  true? (Mr.  Haskell): 

He  loses  his  de  facto  right,  he  loses  his 
chance. 

4318.  He  loses  his  opportunity? 1 

think  “ opportunity  ” rather  than  “ right  ” 
is  the  word  to  be  used. 

4319.  Are  you  arguing  there  that  where 
there  is  no  parent,  or  no  parent  sufficiently  ' 
competent  to  act,  there  should  be  some 
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system  by  which  a guardian  ad  litem  is 
appointed  for  a convicted  mental  defec- 
tive?  No,  I think  a mental  defective 

should  receive  the  forms  and  the  oppor- 
tunity, and  if  he  wishes  to  move  he  should 
be  able  to  do  so.  A guardian  should  be 
able  to  move  for  him,  but  I think  he 
should  also  have  the  same  opportunity 
of  being  given  the  forms.  At  the  moment 
jf  he  is  sent  to  prison,  pending  the 
presentation  of  a petition  he  then  gets 
the  form  after  conviction. 

4320.  (Mr.  Simon);  That  is  in  accord- 
ance with  the  ordinary  prison  regulations? 

Yes,  the  ordinary  prison  regulations. 

(Mr.  George):  The  governor  has  a set  and 
I understand  it  is  very  strictly  observed. 
A person  received  into  prison  under 
Seotion  8 (3)  of  the  Mental  Deficiency  Act, 
pending  the  presentation  of  a petition  and 
the  adjudication  thereof,  is  given  the  same 
information  about  his  rights  of  appeal  as 
any  convicted  person.  I see  no  reason 
why  a convicted  person  sent  to  a mental 
deficiency  institution  should  not  be  given 
the  forms.  I think  most  of  those  I have 
met  would  be  quite  capable  of  filling  them 
in  and  taking  a decision  as  to  whether 
they  wish  to  appeal  or  not. 

4321.  (Sir  Cecil  Oakes):  You  want  the 
same  facilities  afforded  to  a person  in  an 

institution  as  he  would  have  in  prison? 

Yes. 

4322.  (Mr.  Simon ) : Do  I understand  you 

to  say  you  think  there  should  be  a guardian 
acl  litem  in  addition  to  the  patient  having 
the  right  of  appeal?  Who  would  decide 
that,  the  Court? It  is  a difficult  problem. 

4323.  (Chairman):  In  paragraph  21,  you 
say,  “There  can,  however,  be  no  justifica- 
tion for  first  inflicting  full  punishment  and 
then  further  detaining  as  mentally  deficient.” 
From  the  point  of  view  of  the  present  law, 

is  there  any  reason  why  not? (Mr. 

Haskell):  I am  not  talking  in  terms  so 
much  of  legal  as  of  moral  xesponsibility ; 
that  is  the  whole  issue.  One  of  the  major 
justifications  for  the  provisions  for  deten- 
tion made  in  the  Act  was  that  these  poor 
mental  deficients  were  being  sent  to  prison 
when  they  were  not  really  fully  responsible, 
and  there  ought  to  be  somewhere  special 
for  them.  These  cases  were  first  sent  to 
prison  and  subjected  to  the  normal  rigours 
of  prison — I think  it  was  prison  in  all 
three  cases — and  then,  on  the  conclusion 
of  that,  to  use  tfie  machinery  which  was 
supposed  to  rescue  them  _ from  _ prison  in 
order  to  detain  them  for  indefinite  periods 
later  appears  to  me  to  be  morally  unjusti- 
fiable. 

4324.  I do  not  quite  understand  the 
difference.  You  would  not  say  that  if  a 
man  had  appendicitis  it  would  be  absurd 
that  he  should  be  kept  in  jail  for  six 
months  and  then  have  an  operation  for 


appendicitis  afterwards?  From  the  point 
of  view  which  is  the  basis  of  the  present 
law  mental  deficiency  is  a treatable  defect? 
— — Yes,  but  he  is  only  subject  to  lose 
his  liberty  if  he  becomes  subject  to  be 
dealt  with.  One  of  the  circumstances 
warranting  his  becoming  subject  to  be  dealt 
with  is  the  fact  that  he  has  been  con- 
victed, and  either  the  Court  does  it  or  the 
prison  may  do  it  after  his  conviction.  That 
is  the  issue.  The  fact  that  he  is  mentally 
deficient,  it  seems  to  me,  is  not  the  only 
point  at  issue.  The  question  is — is  he 
subject  to  be  dealt  with?  One  of  the 
arguments  raised  at  the  time  of  the  1913 
Act  was  that  these  people  should  not  be 
sent  to  the  normal  punitive  institutions, 
and  even  if  you  kept  them  for  longer 
you  kept  them  for  longer  under  totally 
different  conditions.  Here  you  have  got 
cases  where  they  are  sent  to  prison,  they 
serve  the  whole  of  the  sentence,  or  a large 
measure  of  it,  and  on  the  last  available  day 
they  arc  then  transferred  to  the  mental 
deficiency  institution. 

4325.  (Sir  Cecil  Oakes):  Really  what  you 

mean  is  that  the  Section  9 order  should 
be  made  at  the  earliest  possible  date  after 
their  detention  in  prison? Yes. 

4326.  (Chairman) : Frank's  case  could 

have  been  quoted  as  a case  where  the 
man  ought  to  have  been  sent  to  a mental 
deficiency  institution  long  before.  I be- 
lieve Frank  had  at  least  three  previous 
convictions  for  theft  before.  I fancy  there 
is  no  doubt  he  was  feeble-minded,  and  his 
case  could  be  used  as  an  illustration  that 
he  ought  to  have  been  sent  on  his  previous 
conviction  to  a mental  deficiency  institution, 
instead  of  being  allowed  to  go  on  and 
commit  worse  and  worse  offences  and  only 
finally  end  up  in  a mental  deficiency  in- 
stitution?  1 am  surprised  to  learn  that 

there  is  an  assumption  of  backwardness 
showing  itself  before  this  age  because  what 
in  fact  seems  to  have  been  wrong  with  the 
man  was  that  he  was  mentally  ill.  He 
was  later  treated  for  his  mental  illness  and 
was  removed  from  the  mental  deficiency 
institution  to  an  institution  for  mental 
illness ; he  was  treated  very  successful^ 
and  was  thereupon  discharged  by  a decisioi 
of  the  Management  Committee,  but  wa 
sent  back  then  to  a mental  deficiency 
institution. 

4327.  Sent  back?- Even  if  you  _ are 

certified  as  mentally  ill,  if  you  are  in  a 
mental  deficiency  institution  the  mental 
deficiency  order  continues  to  run.  You 
may  be  successfully  treated  and  you  may 
be  discharged  as  cured  or  relieved,  but 
you  do  not  go  back  to  freedom ; you  go 
back  to  the  mental  deficiency  institution. 

4328.  (Mr.  Simon):  Is  it  not  possible  to 
have  a mental  illness  supervening  on  mental 
defect?— — Yes. 
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4329.  That  seems  likely  to  be  what  hap- 
pened in  this  case? It  would  be  a pos- 

sibility, but  the  evidence  seems  to  be  at 
variance.  They  had  no  knowledge  of  any 
earlier  deficiency  and  the  family  doctor 
in  this  case  has  I think  signed  a state- 
ment to  the  effect  that  when  the  boy  had 
finished  his  treatment  for  mental  illness 
he  considered  him  to  be  fit  to  go  home. 

I am  speaking  from  memory  on  that,  but  I 
think  we  have  some  information  on  it. 
(Mr.  George ):  I do  not  know  if  the  full 
implications  of  the  second  paragraph  on 
Frank  have  been  made  clear  in  the 
memorandum  because  it  is  put  quite  quietly 
and  modestly  there.  I think  what  happened 
is  this.  He  was  removed  under  Section  103 
of  the  Poor  Law  Act,  1930,  to  a public 
assistance  institution,  and  he  was  then 
treated  as  being  subject  to  be  dealt  with 
and  some  ground  had  to  be  found  under  the 
Act  by  someone,  and  they  chose  “ No 
visible  means  of  support”.  I should  have 
thought  that  was  rather  naughty  on  any 
view  of  the  way  these  things  should  be 
done. 

4330.  0 Chairman ):  When  was  this  done? 
This  was  done  on  11th  October,  1943. 

4331.  Was  he  certified  as  without  visible 

means  of  support  after  1943? Yes.  On 

coming  out  of  prison  there  was,  as  you 
know,  the  procedure  for  those  prisoners 
who  need  it  to  go  under  the  poor  law 
under  Section  103  ; but  to  then  turn  round 
and  say,  “ Now,  look,  he  is  without  visible 
means  of  support,  therefore  we  can  take 
him  back  under  the  Mental  Deficiency  Act 
as  being  subject  to  be  dealt  with",  does 
not  seem  to  be  altogether  playing  the  game 
as  we  understand  it. 

4332.  (Mr.  Simon):  There  were  inter- 
vening events ; I do  not  know  whether  you 

know  about  them? While  he  was  under 

the  Poor  Law? 

4333.  There  was  a Section  15  order  I 
think  and  a Section  6 order  some  six  weeks 
later.  (Mr.  Haskell):  Our  information 
is  that  without  consultation  with  his 
family,  who  were  prepared  so  far  as 
I can  see  to  do  anything  they  could 
for  him,  he  was  removed  under  Section 
103  of  the  Poor  Law  Act  of  1930 
to  the  workhouse  of  his  place  of  settle- 
ment. This  is  the  sequence  ; on  7th  August 
there  was  issued  from  the  prison  the  official 
statement  that  “ the  above-named  has  been 
certified  by  two  qualified  medical  practi- 
tioners to  be  mentally  defective  and  the 
certificates  have  been  sent  to  the  Home 
Office  with  a view  to  making  an  order.” 
The  Home  Office  said  the  Secretary  of 
State  had  no  record  of  the  evidence  on 
which  the  certificate  of  mental  defectiveness 
was  issued,  and  he  did  not  issue  an  order 
under  Section  9.  The  sentence  expired  in 
October,  1943,  and  at  that  date  he  was 
removed  to  the  public  assistance  institution 
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under  an  order  made  by  a justice  under 
Section  103  of  the  Poor  Law  Act  of  1930, 
under  which  a pauper  being  discharged  from 
prison  and  likely  to  require  immediate 
relief  may  be  conveyed  to  the  workhouse 
of  his  place  of  settlement  rather  than  fall 
on  the  workhouse  in  the  immediate  vicinity 
of  the  prison.  He  was  duly  conveyed  and 
on  27th  November,  1943,  a Section  6 order 
was  made  on  the  grounds  that  he  was 
without  visible  means  of  support.  The 
father  says,  “The  only  notice  I had  from 
the  prison  is  the  one  you  have.  I had 
a visit  from  the  welfare  officer  from  the 
Town  Hall  to  let  me  know  he  was  at  the 
public  assistance  institution,  and  I was  asked 
to  go  to  a meeting  on  a Saturday  when 
I was  asked  how  much  I could  afford  to 
pay  towards  this  scheme.  They  put  five 
shillings  a week  on  me.”  It  appears  that 
no  attempt  was  made  from  this  information 
to  contact  the  family  or  ask  the  family 
if  they  were  prepared  to  assist.  An  assump- 
tion of  being  without  visible  means  of 
support  was  made  purely  on  the  basis  of 
the  fact  of  the  justice’s  order  under  the 
Poor  Law. 

4334.  If  there  had  been  an  intervening 
place  of  safety  order  under  Section  15, 
and  if  the  father  gave  his  consent  to  the 
Section  6 order,  then  it  would  present  a 

very  different  picture,  would  it  not? 

Yes.  (Mr.  George):  But  the  answer  to 
that  would  be  that  is  not  what  the  Home 
Office  told  us  in  February  this  year.  (Mr. 
Haskell):  He  was  over  21  at  the  time,  I 
understand,  and  the  question  of  the  parents’ 
consent  would  not  arise. 

4335.  (Chairman):  We  have  carried  that 
as  far  as  we  can  go  I think.  In  para- 
graph 22,  you  refer  to  the  dangers  of  any 
definite  classification  of  children  at  the  age 
of  16.  You  say  that  the  reporting  of  cases 
as  educationally  sub-normal  is  at  present 
discouraged  by  the  teachers’  apprehension 
of  what  may  happen  afterwards ; do  you 
not  think  it  would  be  even  more  dis- 
couraged by  your  recommendation  that  no 
high-grade  deficient  shall  be  detained  except 
as  the  result  of  an  offence,  and  that  any 
report  about  sub-normality  is  liable  to  be 
brought  up  in  Court  if  a boy  steals  a 
milk  bottle  or  commits  any  minor  offence? 

We  feel  that  the  normal  services  which 

are  available  to  the  juvenile  offender  should 
be  available  to  the  mental  deficient  in  the 
same  way,  so  that  we  are  not  proposing 
that  automatically  if  he  steals  a bottle  of 
milk  from  the  next  door  doorstep  and 
evidence  of  sub-normality  is  produced  you 
should  make  a detention  order,  even  for 
the  much  more  limited  period  that  we  sug- 
gest. What  we  are  suggesting  is  that  he 
should  be  treated  by  the  probation  services 
in  the  normal  manner,  and  so  the  only 
effect  of  a notification  of  educational  sub- 
normality  would  be  that  if  an  approved 
school  order  were  made  it  would  be  made 
>rary  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  COUNCIL  FOR  CIVIL  LIBERTIES 


873 


for  a specific  form  of  institution,  and  it 
would  have  the  same  duration  as  the  ordin- 
ary order.  In  that  case  I cannot  see  why, 
if  it  is  not  going  to  penalise  to  any  marked 
extent  the  liberty  of  the  individual,  other 
than  to  the  extent  it  would  be  penalised 
by  his  action,  this  would  not  reduce  opposi- 
tion to  his  being  reported  as  educationally 
sub-normal. 

4336.  I think  we  had  better  come  back  to 

that  when  we  come  to  your  recommenda- 
tions ; I doubt  if  it  would  have  quite  that 
effect.  Then  we  come  to  the  cases  of 
Harold  and  Horace.  You  say  that  both 
of  them  have  told  you  that,  although 
attending  normal  school  from  orphanage 
up  to  the  outbreak  of  the  last  war,  they 
were  evacuated  from  a large  city  to  a 
residential  special  school  in  the  country. 
Have  you  attempted  to  verify  those  state- 
ments?  We  are  in  process  of  attempting 

to  verify  one  of  these,  but  we  arc  held 
up  at  the  moment  for  some  information 
that  the  County  Council  wants  of  our  right 
to  make  the  inquiry,  and  we  are  waiting  for 
that. 

4337.  My  information  is  that  Horace  was 
sent  to  a special  mental  deficiency  school 
under  the  age  of  7,  and  he  was  at  a 
residential  special  school  before  he  was 

evacuated. 1 am  completely  amazed. 

I understand  he  went  into  an  orphanage, 
he  was  backward  at  school  but  attended 
an  ordinary  school  until  evacuation  in  1939 
when  he  went  to  a residential  school.  That 
is  the  one  we  are  making  enquiries  about 
at  the  moment. 

4338.  But  he  was  at  a special  school 

before  that. ( Miss  Allen):  He  went  from 

the  orphanage  to  the  special  school?  (Mr. 
Haskell ):  That  is  not  his  information.  He 
admits  to  being  backward  at  the  ordinary 
school.  It  is  a matter  which  causes  us 
considerable  surprise,  because  he  gives  little 
evidence  of  backwardness  in  either  his 
writing  or  his  normal  ability,  but  he  said 
certainly  he  was,  and  the  procedure  was 
as  was  stated.  (Miss  Allen):  He  himself 
brought  up  the  fact  that  he  had  then  gone 
to  a school  for  backward  children,  as  i if 
it  were  something  which  had  struck  him 
very  much  as  a young  person.  (Mr. 
Haskell)'  Yes,  and  when  he  was  taken 
along,  one  of  the  points  which  was  raised 
when  they  had  this  very  informal  judicial 
proceeding  ( at  the  age  of  16  was  that  he 
used  to  write  the  letters  for  the  other  boys 
when  they  were  at  the  special  school.  (Miss 
Allen):  The  impression  we  got  at  the  time 
was  that  the  home  where  he  was  had 
to  be  evacuated  owing  to  war  conditions, 
and  it  was  right  to  get  the  children  out 
of  the  city.  A certain  number  of  them 
were  sent  to  a residential  special  school  for 
the  educationally  sub-normal,  and  a certain 
number  were  sent  elsewhere.  It  was  a 
matter  which  had  to  be  dealt  with  quickly 
because  it  was  wartime. 
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4339.  I do  not  think  you  have  got  a 
complete  history  of  him.— —(Mr.  Haskell): 
We  will  verify  .that. 

4340.  (Mr.  Simon):  It  was  a matter  of 

surprise  to  you  when  he  told  you  he  had 
been  to  a special  school? Yes,  com- 

pletely. Both  the  letters,  the  references  to 
him  we  had  from  another  patient — the  case 
was  brought  to  us  by  another  patient — and 
our  own  impression  when  we  saw  him  at 
our  interview  with  him  left  us  quite  sur- 
prised that  he  would  even  describe  himself 
as  having  been  backward  at  school.  I will 
put  it  on  that  level.  (Mr.  George) : I think 
this  is  very  important  evidence  for  the 
Commission,  because  the  essential  purpose 
under  the  Act,  in  so  far  as  one  can  talk 
of  purpose,  is  that  these  feeble-minded 
people  shall  be  in  need  of  protection  for 
themselves  or  for  others,  and  here  we  have 
a most  interesting  case  of  an  interview 
where  the  people  interviewing  him,  Mr. 
Haskell  and  so  on,  formed  the  opinion, 
as  laymen  naturally,  that  he  was  a person 
who  could  quite  well  take  care  of  himself, 
and  even  take  care  of  others,  in  so  far 
as<  the  letter  writing  was  concerned,  and 
this  lay  element  I would  have  thought  was 
of  very  great  interest  and  importance. 

4341.  (Chairman):  We  are  discussing  these 
cases  as  illustrations,  and  that  is  an  illustra- 
tion of  the  point  you  are  making  in  par- 
graph  22  I think?— — (Mr.  Haskell ):  It  does 
seem  to  be  the  orphan  condition  which 
creates  this.  We  do  not  say  this  in  any 
term  of  disparagement  of  the  local  authori- 
ties, because  we  know  of  the  experiments 
a number  of  them  are  now  making  in  terms 
of  the  guardianship  order,  but  the  complete 
omission  of  the  school  to  provide  for  any- 
one between  the  age  of  16  and  18  places 
them  in  a dilemma  in  regard  to  the  orphan 
which  almost  inevitably  results  in  a deten- 
tion if  there  has  been  anything  which 
would  cause  the  county  authority  to  feel 
he  might  not  be  able  to  make  the  grade 
at  first  when  he  is  16,  and  the  difficulty 
is,  having  once  got  into  the  machine,  it  is 
so  difficult  to  get  out.  Therefore  the  formal 
decision  which  is  taken  with  the  intention 
no  doubt  of  only  lasting  for  a short  whilr 
then  goes  on  and  on  and  on. 

4342.  (Mr.  Simon):  Of  course,  again,  s 

slightly  different  picture  is  raised  if  in  point 
of  fact  he  had  been  before  the  age  of  7 
in  a special  school  for  mentally  defective 
children? Again  yes,  but.  . . . 

4343.  And  in  a residential  school  since 

about  the  age  of  10? Again  of  course 

that  raises  the  point  that  by  the  age  at 
which  he  is  now  he  appears  to  be  well 
on  his  feet  and  quite  a competent  person  to 
read  and  write  and  look  after  himself,  but 
the  detention  nevertheless  had  to  go  through 
at  the  age  of  16.  I am  surprised  at  the 
information  you  give,  because  these  are 
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cases  where  they  appear  to  us  to  be 
perfectly  normal  straight-forward  ordinary 
people. 

4344.  (Chairman):  In  paragraph  23  you 
are  dealing  with  a risk  which  we  all  know 
exists  about  the  over-persuasion  of  a parent 
to  agree  without  quite  realising  the  con- 
sequences. It  is  one  of  the  difficulties  about 
any  voluntary  system.  It  is  a criticism  I 
have  heard  about  the  action  I took  at  the 
Board  of  Education  of  abolishing  com- 
pulsory attendances  at  special  schools,  the 
result  being  the  criticism  that  parents  are 

over-persuaded.- 1 would  like  if  I could 

to  make  a point  which  arises  from  that, 
that  we  continually  get  this  story  of  the 
parent  signing  say  at  the  age  of  16  in  the 
belief  that  the  child  will  get  vocational 
training  or  will  get  special  training.  I 
think  it  is  the  answer  to  the  objection  that 
is  sometimes  raised  that  you  would  not 
get  the  parents’  consent  in  many  cases  to 
a voluntary  scheme.  In  point  of  fact,  any 
voluntary  scheme  which  was  providing  train- 
ing, etc.,  without  restricting  their  liberty 
would  I know  be  welcomed  by  many 
parents  and  patients  of  the  higher-grade, 
and  the  fact  that  you  can  get  their  signature 
by  saying  things  of  this  kind  indicates  how 
much  they  would  welcome  any  real  form 
of  continued  training  after  the  age  of  16. 

4345.  We  will  discuss  that  when  we  come 

to  your  recommendations.  Paragraph  25  ; 
I cannot  ask  you  any  questions  about 
Joan  because  we  failed  to  identify  her, 
but  we  need  not  worry  about  that  I think ; 
there  is  not  anything  very  crucial  about  that 
particular  case.  (Mr.  Simon):  I wonder, 
my  Lord  Chairman,  if  the  witnesses  could 
help  us  privately  to  get  a closer  identifica- 
tion?  Yes,  I think  we  can.  It  may  be 

under  the  married  name  now.  I have  a 
copy  of  a letter  from  the  Board  of  Control, 
though  I have  not  got  the  Board’s  reference 
number. 

4346.  (Chairman):  Perhaps  you  would 

give  it  to  the  Secretary  later.  Paragraph 
26 ; “ Detention  of  orphans  after  leaving 
school  I notice  that  several  of  your 
cases  have  a history  of  orphanages  and 
Poor  Law  schools,  conditions  which  do  not 
obtain  now  in  the  same  way  as  they  did. 
Of  course,  the  risk  of  not  having  any 
educational  record  in  a Poor  Law  school 
was  very  great.  I fancy  that  the  case  of 
Lionel,  which  is  in  many  ways  a curious 
case,  started  as  an  almost  praiseworthy 
desire  to  transfer  a workhouse  _ boy  to 
somewhere  where  he  could  be  trained,  be- 
cause he  was  a workhouse  boy. That  is 

right. 

4347.  And  that  first  step  is  all  right,  but 
his  subsequent  history  is  not  a very  happy 
story.  He  is  not  by  the  way  still  detained. 
He  has  recently  been  discharged.  In  the 
case  of  Lilian,  I think  the  point  here  is, 
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from  what  I have  learnt,  that  the  in- 
dependent medical  report  was  made  in 
ignorance  of  the  case  history  of  the  girl, 
and  we  rather  wondered  why  the  in- 
dependent medical  practitioner  did  not  visit 

the  hospital  where  she  was  detained. 

One  thing  is  that  it  is  much  more 
difficult  to  get.  There  are  only  a hand- 
ful of  people  who  fulfil  the  requirements 
that  the  Board  suggest  that  they 

need  for  the  qualifications  of  a doctor 
making  an  independent  medical  report,  and 
the  fact  of  sending  a doctor  up  to  the 
hospital  and  doing  it  there  involves  using 
a full  day  of  his  time,  and  he  frequently 
cannot  spare  the  time.  (Miss  Allen):  Even 
if  he  can  the  patient  has  not  got  the  money. 
That  is  the  really  serious  thing.  With 
any  of  these  independent  medical  reports 
somebody  has  got  to  pay. 

4348.  Where  you  have  a patient  with  a 
long  history  like  this  you  do  want  to 
see  her  hospital  records  if  you  are  going 
to  make  an  independent  report,  do  you  not? 

In  this  case  we  had  a very  long  history 

of  our  own,  references  from  people  she 
had  lived  with  for  years,  not  short  refer- 
ences ; they  were  references  from  clergy, 
from  people  whose  word  can  be  trusted, 
and  in  the  circumstances  this  was  clearly 
the  best  thing  to  do.  (Mr.  Haskell):  We 
have  just  had  in  by  the  post  the  strongest 
reference  from  the  vicar  and  his  wife  who 
had  the  girl  on  licence  for  six  years.  We 
have  the  strongest  reference  from  the  people 
for  whom  she  has  been  on  daily  licence 
day  after  day  for  years.  We  have  got 
this  from  the  local  social  workers,  and 
trained  nurses  who  had  her  under  observa- 
tion during  licence.  They  write,  “ Her  work 
was  extremely  satisfactory.  She  conducted 
her  life  in  such  a way  as  any  responsible 
person  might  be  expected  to  do.”  “We 
had  repeated  personal  experience,  for  in- 
stance, of  her  ability  to  take  and  deliver 
telephone  messages.”  “ She  frequently  had 
charge  of  young  children,  and  no  one  could 
be  more  trustworthy  in  this  duty.  The 
child  still  asks  for  her  and  is  distressed 
at  not  being  able  to  visit  her.”  “It  is 
nonsense  to  suggest  she  is  socially  in- 
adequate— a very  favourite  description  that 
people  get  in  those  places.”  We  could  go 
on.  The  whole  of  the  evidence  of  every 
lay  person  and  of  the  social  workers,  in- 
cluding joeople  with  some  degree  of  local 
responsibility  is  the  same.  There  is  the 
local  shopkeeper  who  had  employed^  her 
and  tells  us  that  once  or  twice  by  accident 
she  was  left  in  charge  of  the  shop  when 
someone  was  called  away,  she  provided  the 
people  coming  in  with  goods  they  wanted, 
took  the  money,  gave  the  change,  and  re- 
corded it  separately  so  that  everything  was 
right  to  be  handed  over.  There  is  the 
evidence  of  everyone  who  has  met  her  and, 
as  I say,  it  was  raised  four  years  ago,  long 
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before  there  was  any  question  of  whether 
an  independent  medical  report  had  been 
obtained  or  not,  and  we  were  told  by  the 
Board  that  we  appeared  to  be  misinformed. 
We  said  our  information  was  based  on 
information  supplied  by  the  local  clergy. 
We  came  back  to  the  Board  with  signed 
statements  which  indicated  that  certainly  in 
the  main  points  we  raised  with  the  Board 
of  Control  our  information  was  correct,  and 
still  we  do  not  get  any  change.  I do  not 
want  to  endorse  what  you  say  about 
original  sin,  but  we  have  not  found  the 
Board  of  Control  helpful  in  dealing  with 
these  matters. 

4349.  The  Board  of  Control  after  all  are 

in  a confidential  position  are  they  not? 

I am  not  sure  their  information  is  always 
accurate.  (Miss  Allen):  That  is  the  diffi- 
culty, there  is  no  means  of  checking  their 
information.  They  can  say  they  have  got 
some  information,  but  whether  it  belongs 
to  the  same  case  or  to  another  case  there 
is  no  way  of  telling. 

4350.  (Mr.  Simon):  In  this  particular 
case  was  the  independent  medical  adviser 

employed  by  you? (Mr.  Haskell):  We 

put  them  in  touch,  yes. 

4351.  It  does  seem  rather  a pity  in  a 
case  where  the  money  was  available  that 
he  did  not  get  in  touch  with  the  hospital ; 
he  might  have  got  a very  different  picture. 

We  have  not  all  that  amount  of  money 

available.  The  whole  of  this  work  on 
five  hundred  cases  has  been  done  primarily 
on  what  our  members  have  supplied,  and 
additional  financial  contributions  because 
of  their  anxiety  to  get  it  covered.  The 
factor  however  was  not  so  much  the  ques- 
tion of  money  as  the  question  of  time. 
If  you  can  bring  the  patient  down  to  see 
the  doctor,  he  can  do  it  at  his  surgery 
as  part  of  his  normal  day.  If  he  has  to 
spend  two  whole  days  going  into  the  pro- 
vinces to  do  it,  you  cannot  get  people 
to  do  it  among  those  who  have  got  the 
qualifications  the  Board  of  Control  want. 

4352.  (Chairman):  I should  very  much 
like  to  see  the  result  of  a proper  medical 
consultation  on  this  case  because  there  are 
several  circumstances  about  it — physical 
weakness  as  well  as  other  things,  the  heart 
condition  as  the  result  of  the  rheumatic 
fever,  which  accounted  apparently  for  one 
of  her  recalls  from  licence  to  the  institution 
on  the  grounds  of  the  work  being  too 

hard  for  her. (Miss  Allen):  That  would 

not  be  mental  deficiency ; that  has  not 
anything  to  do  with  mental  deficiency,  if  I 
may  interrupt  you ; that  is  the  point  we 
are  on. 

4353.  Your  independent  medical  report 

gives  me  the  impression  that,  while  he 
allotted  her  an  intelligence  quotient  of  95, 
he  did  regard  her  as  rather  a border-line 
case. (Mr.  Haskell):  No.  “The  results 
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indicate  quite  clearly  that  she  is  not,  in 
my  opinion,  in  any  sense  certifiable  under 
the  Mental  Deficiency  Act  as  feeble-minded. 
The  order  should  be,  in  my  opinion,  dis- 
charged forthwith.”  That  for  a doctor  is 
strong  language. 

4354.  I find  it  impossible  on  the  informa- 

tion to  know  what  I think  about  that  case. 
Paragraph  28,  the  case  of  Maurice.  I do 
not - know  how  far  you  know  the  sub- 
sequent history  of  Maurice ? No. 

4355.  He  was  removed  at  the  parents’ 
insistence  and  at  your  doctor’s  recommenda- 
tion to  a residential  school  and  the  parents 
then  asked  to  have  him  home,  with  un- 
fortunate results.  He  is  now,  with  his 
parents’  consent,  and  I think  at  the  request 
of  his  parents,  in  another  mental  deficiency 

institution. The  only  point  we  have 

raised  on  Maurice  at  this  point  was  the 
restrictions  that  were  imposed  on  the 
request  for  an  independent  examination. 
We  have  never  expressed  an  opinion  on 
Maurice  other  than  the  fact  he  ought  not 
to  have  been  in  the  institution  that  he 
was  in.  It  was  not  the  right  place  for 
him  in  any  case.  Whether  or  not  he  re- 
quired institutional  care  is  not  the  point 
we  are  raising.  We  are  drawing  attention 
to  the  fact  that  when  permission  was 
granted  by  the  Board  to  go  into  this  insti- 
tution to  examine  a boy  of  school  age 
they  add,  “ I am  to  add  that  facilities  would 
not  be  granted  to  a lay  educational  psycho- 
logist to  examine  your  son  ”.  It  seems  to 
me  that,  if  ever  there  was  a case  in  which 
a lay  educational  psychologist  could  be 
of  assistance  to  a psychiatrist  in  making  a 
determination,  then  it  is  in  jhe  case  of  a 
child  of  school  age  and  it  should  have 
been  allowed. 

4356.  I do  not  know  on  what  grounds 
the  Board  of  Control  made  that  stipula- 
tion. (Sir  Cecil  Oakes):  I think,  Sir,  it 
was  the  alternative.  I do  not  think  it 
was  not  suggested  that  it  should  be  a joint 
examination,  and  an  examination  by  an 
educational  psychologist  would  not  comply 
with  the  terms  of  the  Act ; it  would  not 
be  an  independent  medical  examination. 

1 do  not  think  it  was  made  in  those 

terms. 

4357.  There  was  no  suggestion  he  could 

not  accompany  your  practitioner? That 

was  the  intention  of  the  letter.  I do  not 
know  whether  the  Board  misread  it  or  not, 
but  that  was  the  intention. 

4358.  I did  not  read  it  in  that  way. 

I understand  they  were  asked  if  facilities 
would  be  given  outside  the  normal  time 
to  make  the  examination,  and  if  an  educa- 
tional psychologist  also  could  come. 

4359.  (Mr.  Simon):  Have  you  got  the 

letter? No,  it  was  not  our  letter.  If 

that  was  what  the  Board  thought,  it  was 
a misunderstanding  of  what  was  required, 
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(Miss  Allen):  Certainly  the  doctor  under- 
stood in  that  way  and  was  extremely  upset. 
(Mr.  Haskell) : Yes,  and  he  went  up  by 
himself.  The  doctor’s  report  did  not 
indicate  complete  removal  from  speoial 
education  or  from  a special  institution,  but 
merely  removal  from  the  particular  one  he 
was  in. 

4360.  (Chairman) : Paragraph  29 : I think 
this  raises  a most  difficult  question  about 
the  freedom  of  communication  with  a 
patient,  which  is  practically  what  you  are 
asking.  Lionel  was  just  at  that  moment  in 
process  of  making  a successful  come-back, 
and  in  view  of  the  probability  of  his 
approaching  discharge,  was  it  not  reason- 
able that  he  should  not  be  worried  by 

invitations  to  take  legal  proceedings?; 

No,  it  was  not  an  invitation.  What  Lionel 
wanted  was  to  have  the  medical  certificate 
sent  on  to  him.  He  was  not  allowed  to 
have  the  medical  certificate,  the  letter  was 
held  up:  “Your  letters  addressed  to  the 
above-named  have  been  received  at  this 
hospital  and  at  the  present  time  I do  not 
propose  forwarding  them  as  they  will  only 
serve  to  unsettle  this  patient.”  That  was 
maintained  for  a period  of  1£  years. 
(Miss  Allen):  All  that  time  he  was  wonder- 
ing what  the  medical  certificate  had  said. 

4361.  Would  it  have  comforted  him  if 

he  had  known? (Mr.  Haskell ):  Yes,  it 

certainly  would. 

4362.  (Mr.  Simon):  I am # not  quite 

following  this  case.  He  applied  for  in- 
dependent medical  examination? He  got 

one. 

4363.  It  was  the  report  that  was  with- 
held?  Yes.  (Miss  Allen):  The  doctor 

wrote  it  out  some  time  later.  Then  it  was 
a question  of  sending  it  to . Lionel,  and 
Lionel  was  waiting  all  this  time  to  know 
what  this  doctor  had  said  about  him,  and 
the  Medical  Superintendent  was  not  pre- 
pared to  allow  the  letter  to  go  through. 

4364.  That  is  very  much  on  the  question 
you  raise  later  about  communications 

generally. Yes,  and  also  the  previous 

point,  the  right  of  the  patient  to  independent 
reports,  so  that  he  can  make  his  own  case 
when  required.  It  is  all  part  of  the  same 
point. 

4365.  Your  point  is  that  the  right  of  the 

patient  to  have  an  independent  medical 
report  is  valueless  if  what  the  report  con- 
tains is  not  communicated  to  him? (Mr. 

Haskell) : Exactly,  and  it  was  over  a period 
of  1£  years  we  were  pressing  for  this. 
(Mr.  George) : Furthermore,  the  person  who 
made  the  opposite  report  is  the  one  who 
censors  in  that  way. 

4366.  (Chairman):  There  is  just  one 

question  I would  like  to  ask  on  para- 
graph 31.  In  the  penultimate  paragraph 
there  you  say,  “ Moreover,  the  fact  that 
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all  hearings  take  place  in  private,  without 
the  presence  of  the  Press,  removes  an 
important  safeguard  jagainat  faulty  pro- 
cedures and  decisions  taken  on  inadequate 
evidence.”  We  have  had  very  strong 
representations  as  to  the  advantage  of  com- 
pletely private  hearings  without  the 
presence  even  of  the  Press  where  the  mental 
condition  of  any  person  is  in  question 

before  a Court. (Mr.  Haskell):  I think 

it  should  be  left  to  the  person  himself  to 
decide.  If  the  individual  wants  it  to  be  in 
private  that  is  all  right,  but  if  the  individual 
feels  he  has  information  which  in  fact  is 
not  being  given  the  proper  weight,  he 
has  the  right  to  say,  and  to  have  the 
presence  of  the  Press,  with  the  Press  not 
publishing  names  and  addresses,  otherwise 
it  could  be  abused. 

4367.  (Mr.  Simon):  That  would  require 

legislation  of  course? That  would  re- 

quire legislation  certainly.  (Mr.  George): 
Parallel  to  existing  legislation.  (Mr. 
Haskell):  It  is  undesirable  in  general  that 
a child  should  be,  as  it  were,  pilloried 
publicly  in  respect  of  an  offence  that  he 
has  committed.  This  could  be  dealt  with 
in  the  same  manner  as  in  a children’s  court ; 
only  people  with  reasonable  cause  to  be 
present  can  be  there  and  there  can  be  no 
publication  of  the  names  except  in  special 
circumstances.  That  is  the  only  way  you 
will  get  a safeguard  in  a condition  which 
is  always  so  border-line  as  mental  deficiency 
is,  and  so  much  a matter  of  varying 
opinions. 

4368.  If  you  are  going  to  leave  it  to  the 
patient  to  decide  whether  the  Press  is 
admitted,  it  would  be  reasonable  to  leave 
it  to  the  patient  to  decide  whether  it  should 

be  reported  in  full  or  anonymously? 

Yes,  though  I am  not  sure  that  the  same 
limitations  that  apply  in  regard  to  children’s 
court  procedure  should  not  apply. 

4369.  The  child  has  no  option. That 

is  true. 

4370.  (Dr.  Rees):  Would  you  allow 

relatives  to  have  any  say  in  the  matter? 

(Mr.  George):  If  one  could  get  over  the 
point  about  the  patient  not  being  required 
to  give  consent ; if  the  patient  wants  to 
have  these  things  reported  to  the  Press, 
he  has  only  to  walk  outside  the  Court 
door  to  give  a statement. 

4371.  (Mr.  Simon):  It  is  not  of  the  same 
value  to  the  Press,  because  it  is  not  privi- 
leged.—— Of  oourse  not,  but  if  he  is  giving 
the  name  and  address,  the  one  thing  that 
is  missing  from  the  report,  it  might  make 
all  the  difference. 

4372.  (Dr.  Rees):  What  about  the  rela- 
tive’s position?-^— (Mr.  Haskell):  I think 
we  must  accept  it  as  the  relative’s  preroga- 
tive to  decide  up  to  the  age  of  18  and 
the  patient’s  afterwards. 
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4373.  {Chairman):  It  is  not  only  one 
person  involved ; very  often  the  relatives 
are  involved  as  well  as  the  patient,  there 
may  be  allegations  about  his  home  back- 
ground, the  fitness  of  his  parents,  the 

mental  condition  of  his  parents? Yes, 

but  there  must  be  some  check  that  these 
things  are  being  properly  investigated. 
There,  is  the  utmost  dissatisfaction  today, 
whether  justified  or  otherwise,  with  the 
manner  in  which  they  are  being  looked 
at. 

4374.  (Mr.  Simon):  It  is  a question  of 
balancing  the  considerations  of  the  liberty 
of  the  subject  against  the  feelings  of  the 

relatives? {Miss  Allen):  Yes,  but  you 

have  something  more  serious  than  that ; 
you  have  got  the  possibility  of  a detention, 
that  is  to  say,  taking  away  the  liberty 
of  the  subject,  which  is  worse  than  hurt 
feelings. 

4375.  {Chairman):  Is  detention  worse 

than  having  a child  taken  away  com- 
pulsorily on  the  grounds  that  the  parent 

is  not  a fit  person  to  look  after  it? 

Yes,  because  it  will  go  on  all  through  life, 
this  question  of  detention.  It  is  in  many 
cases  a life  sentence. 

4376.  You  consider  that  worse  than  being 

deprived  of  a child? Yes— a child  grows 

up. 

{After  an  adjournment.) 

4377.  {Chairman):  I think  we  had  better 
resume  at  Section  E of  the  memorandum. 

I have  no  questions  to  ask  on  the  first 
part  of  paragraph  32.  It  does  not  mean, 
if  I have  no  questions  to  ask,  that  I 
necessarily  agree  with  some  of  the  things 
you  have  said.  You  say  that  “ under  the 
pressure  created  by  the  * all-types  ’ institu- 
tion with  its  dependence  on  high-grade 
patient  labour  the  specialisation  of  certain 
institutions  broke  down.”  In  fact  in  many 
cases  is  not  the  pressure  of  parents  to 
hospitalisation  in  connection  with  low-grade 

patients? {Miss  Allen):  I do  not  think 

we  have  any  evidence  of  that. 

4378.  I think  you  will  find  that  with 
specialised  high-grade  institutions  which  in 
recent  years  have  got  filled  up  with  low 
grades,  it  is  always  the  low-grade  that  the 

parent  wants  to  get  in. {Mr.  Haskell ): 

To  the  best  of  my  knowledge  there  are 
two  stages  in  that  development,  Sir. 
Darenth,  for  example,  tended  to  maintain, 
as  far  as  its  high-grades  were  concerned, 
a fairly  specialised  entry  up  to  around 
1926  or  1927.  I think  that  a considerable 
breakdown  of  the  specialised  character  of 
this  colony  occurred  shortly  after  that.  An 
attempt  by  the  London  County  Council  to 
revert  to  specialisation  both  in  regard  to 
parts  of  Darenth  and  of  the  Manor,  which 
was  for  a long  time  largely  high-grade, 
has  again  tended  to  break  down  more 
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recently.  It  may  be  that  the  pressure  of 
the  parents  for  increased  facilities  for  the 
low-grades  is  one  of  the  factors,  but  we 
think  that  the  economic  points  raised  here 
are  also  a factor. 

4379.  You  give  figures  of  the  reduction  of 
the  numbers  on  residential  licence.  How 
far,  do  you  know,  is  that  due  to  shorter 

periods  of  licence? {Miss  Allen):  That 

was  what  was  suggested  by  the  Minister  in 
1952,  and  one  can  only  presume  that,  having 
looked  into  it,  he  thought  that  was  not  so, 
because  in  the  next  year  there  was  no 
qualification  about  it  at  all. 

4380.  {Mr.  Simon):  Would  it  be  due  .to 
the  increasing  number  of  lower-grade 
patients  in  the  institutions  ?— (Mr. 
Haskell):  That  would  certainly  affect  the 
numbers,  if  there  were  no  other  factors, 
to  a very  small  extent,  but  if  the  propor- 
tions are,  as  has  been  suggested,  something 
like  60  per  cent,  and  40  per  cent.,  then  I 
think  you  are  still  in  a position  where 
you  cannot  explain  this  figure  falling.  If 
m point  of  fact  you  have  some  30,000 
high-grade  adults,  and  you  are  falling  now 
to  less  than  one  in  six  on  residential  licence, 
it  is  a low  figure. 

4381.  Have  you  checked  those  figures 

against  the  number  of  discharges,  because 
there  might  be  a relationship  there?  If 
the  number  of  discharges  is  rising  the 
number  of  those  on  licences  might  tend 
to  fall? 1 think  the  figures  for  dis- 

charges, over  that  period  rise  roughly  from 
around  1,100  to  1,300.  We  are  suggesting 
that  in  addition  to  the  increased  intake 
of  low-grades,  that  very  factor,  the  dis- 
charge of  the  high-grades,  is  reducing  the 
numbers  on  licence  and  that  you  are  only 
getting  a partial  _ advantage  from  it.  You 
are  certainly  getting  an  advantage,  but  you 
are  not  getting  the  full  advantage  since 
you  are  not  releasing  an  equivalent  number 
on  to  licence  to  replace  those  who  were 
on  licence,  say,  three  or  four  years  ago. 
You  have  the  licence  places  in  most  cases ; 
you  must  have  something  like  5,400  licence 
places  that  could  be  used,  that  is  to  say, 
people  prepared  to  take  patients  on  licence. 
It  is  true  that  sometimes  parents  can  take 
patients  on  licence,  sometimes  they  cannot, 
but  judging  basically  it  looks  as  though 
you  can  get  5,400  people  on  licence,  you 
have  got  the  places  for  it,  but  the  number 
falls  now  to  below  5,000. 

4382.  {Dr.  Rees):  Surely  the  figure  that 
really  matters  is  the  number  sent  out  on 
licence  for  the  first  time  in  any  one  year? 

That  is  a useful  figure  if  it  has  been 

published.  Has  it? 

4383.  I do  not  know,  I am  asking  you. 

We  can  only  go  by  the  figures  which 

are  published  by  the  Ministry  of  the  total 
number  of  licences,  and  it  was  on  the 
basis  of  those  figures  that  they  made  the 
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suggestion  at  first  that  they  were  using 
shorter  periods  on  licence.  We  have  not 
seen  the  evidence  for  it. 

4384.  (Mr.  Bartlett):  But  you  say  in  the 

previous  sentence  that  as  a result  of 
pressure  of  public  feeling  there  has  been 
an  increase  in  the  annual  discharges  of 
detention  orders? That  is  correct. 

4385.  Would  it  not  be  reasonable  to 
assume  that  would  be  one  of  the  reasons 
for  the  reduction  in  the  number  of  people 

on  licence? But  we  are  saying  you  are 

not  taking  full  advantage  of  that  situation. 
That  is  to  say,  if  you  have  got  5,400  places 
people  can  go  to  on  licence,  you  are  not 
keeping  up  that  number ; in  other  words, 
though  you  are  getting  a slight  advantage 
in  consequence  of  the  discharges  you  are 
not  maintaining  the  advantage  by  increas- 
ing the  numbers  that  go  out  on  licence, 
or  keeping  them  standard. 

4386.  (Dr.  Rees):  Does  the  number  of 

patients  on  licence  depend  on  the  number 
of  places  available? Very  largely,  be- 

cause we  have  in  conversations  with 
Medical  Superintendents  time  and  again 
come  up  against  this  problem  of  “Where 
do  I put  the  orphan?  They  ask  for 
our  assistance  and  co-operation  in  dealing 
with  this  problem,  because  the  problem 
with  the  orphan  so  often  is  to  find  a 
decent  place  for  him  to  go  to ; it  is  not  that 
there  are  not  enough  orphans  who  are  fit 
to  go  out. 

4387.  (Lady  Adrian):  What  proportion 
of  the  cases  in  institutions  are  orphans? 
Surely  in  most  cases  it  depends  on  whether 

they  can  go  to  their  homes  or  not?' 

(Miss  Allen):  There  are  not  any  figures, 
I think.  (Mr.  Haskell ):  There  are  no  figures 
to  indicate  how  many  people  are  discharged 
on  licence  to  residential  employment  and 
how  many  to  their  homes,  and  we  would 
say  that  so  far  as  our  cases  are  concerned, 
more  are  going  out  to  residential  employ- 
ment rather  than  to  their  own  homes,  but 
that  may  be  because  we  are  the  last  hope 
of  the  orphan,  and  therefore  get  more  of 
the  orphans  brought  to  our  notice. 


4389.  But  that  is  a matter  of  statistics; 

I want  to  know  the  inference  you  wish  us 
to  draw.  Is  it  that  you  think  the  Medical 
Superintendents  are  not  so  favourable  to- 
wards licensing? We  4 think  that  the 

Medical  Superintendent  is  only  able  or 
prepared  to  allow  a certain  number  of 
people  to  leave  the  institution  one  way 
or  another.  If  more  get  discharged,  then 
he  has  not  got  them  available  to  go  on 
licence,  and  that  is  deduced  partly  from 
this  fact  that  the  number  on  licence  is 
decreasing.  I do  not  know  what  other 
deduction  one  can  come  to. 

4390.  (Mr.  Simon):  Do  you  know  of 
any  large  number  of  residential  licence 
places  which  are  not  being  taken  up?  I 
think  Mr.  Haskell  told  us  that  the  Medical 
Superintendents  that  he  had  talked  to  say, 
“We  cannot  find  the  places.  Find  them 
for  us”.  That  rather  suggests  that  the 
Medical  Superintendents  would  send  the 
patients  out  on  licence  if  they  knew  of 
the  places.  That  rather  suggests  that  if 
there  are  any  number  who  are  being  re- 
tained in  the  hospital  it  is  likely  to  be  a 
question  of  maldistribution  rather  than 
an  intention  to  keep  inside  the  hospital 

those  who  ought  to  be  out  on  licence? 

(Mr.  Haskell):  We  are  not  talking  in  terms 
of  an  intention  in  that  sense,  we  are  talk- 
ing in  terms  of  the  pressure  that  is  created ; 
it  is  not  necessarily  an  intention  on  the 
part  of  the  Medical  Superintendent.  As 
regards  the  situation  where  we  have  been 
asked  to  assist,  it  has  been,  I think  in 
most  cases,  where  licence  to  a residential 
job  has  not  worked  out  satisfactorily,  and 
where  the  Medical  Superintendent  has  asked 
for,  say,  someone  to  step  in  and  take  a 
licence  and  take  a personal  responsibility  for 
the  person. 

4391.  I thought  that  in  answer  to  Sir 
Cecil  Oakes  Miss  Allen  was  suggesting  that 
the  inference  to  be  drawn  is  that  Medical 
Superintendents  are  not  taking  up  the 
licensed  places  because  it  paid  them  better 

to  retain  the  patients? No,  because  they 

cannot  without  causing  a breakdown  within 
the  institution  let  too'  many  of  the  high- 
grades  go,  that  is  the  point. 


4388.  (Sir  Cecil  Oakes):  What  is  the 
inference  you  wish  us  to  draw  from  this 
reduction  in  the  numbers  on  licence?  I 

have  not  yet  gathered  that  from  you. 

That  you  are  not  getting  the  full  advantage 
of  this  increase  in  the  discharges  which 
has  been  forced.  (Miss  Allen):  I think 
the  point  we  are  trying  to  make  is  that 
everybody  is  very  encouraged  at  the  in- 
crease of  the  numbers  of  discharges,  but 
when  looking  at  that  it  must  be  realised 
that  the  number  of  people  out  on  licence 
has  fallen,  therefore  the  net  improvement 
in  the  situation  is  not  as  great  as  you 
would  think  if  you  were  only  judging  by 
the  discharges. 
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4392.  (Dr.  Rees):  Is  that  the  view  of 
the  Medical  Superintendents'?— — I have 
never  heard  a Medical  Superintendent  ex- 
press it,  no. 

4393.  (Mr.  Bartlett ):  So  in  other  words 
you  are  suggesting  that  in  order  to  balance 
the  increased  number  of  discharges  there  is 
an  increase  in  the  number  of  people  who 
ought  to  be  on  licence  being  retained? — - 
Exactly. 

4394.  (Mr.  Simon):  That  does  not  fit  in 
with  what  you  tell  us  of  the  purported 
desire  of  the  Medical  Superintendents  to  get 
more  of  their  patients  out  on  licence? — — 
To  deal  with  the  special  problem  of  the 
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orphans.  (Miss  Allen):  All  the  cases  we 
have  been  asked  about  have  been  orphans, 
where  there  have  been  no  places. 

4395.  (Dr.  Rees):  You  mean  Medical 
Superintendents  would  Like  to  have  more 
patients  out  on  licence  but  they  cannot  find 

proper  homes  for  them? 1 do  not  know 

whether  that  is  the  situation  in  regard  to 
those  who  have  homes.  But  there  is  cer- 
tainly, quite  apart  from  this  issue,  a problem 
in  regard  to  the  orphan,  which  I think  is 
quite  a separate  one  and  does  not  affect 
the  statistics  which  are  produced  here  to 
any  marked  extent. 

4396.  (Mr.  Simon ) : I cannot  see  why  you 
say  it  is  a separate  issue.  Why  the  Medical 
Superintendents  should  want  to  get  the 
orphans  out  but  want  to  retain  the  others, 

I do  not  at  the  moment  see.  It  may  be 

my  fault  that  I am  not  following  you? 

I think  we  should  give  the  example  of  a 
man  who  was  released  six  weeks  ago — he  is 
somebody  I know  quite  well,  I cannot  just 
remember  his  code  name — and  the  Medical 
Superintendent  said  to  me,  “The  problem 
is  this ; his  only  relative  is  his  sister ; he 
is  doing  agricultural  work  with  us  here,  lie 
is  quite  good  at  it ; I would  be  glad  to  give 
him.  a residential  licence  nearer  home,  but 
who'  can  help  find  some  agricultural 
work?  " It  happened  to  be  in  Lancashire, 
in  a part  which  is  highly  industrialised. 
The  whole  problem  was  more  than  the 
Medical  Superintendent  could  tackle — I 
rather  sympathised  with  him. 

4397.  (Chairman):  I think  what  you  are 
being  asked  is.,  you  have  all  this  experi- 
ence of  Medical  Superintendents  worried 
because  they  cannot  get.  people  out  on 
licence,  but  at  the  same  time  you  say  that 
the  Medical  Superintendents  must  keep  the 
numbers  on  licence  within  bounds  lest  they 
should  lose  their  labour  in  the  institutions. 
Those  two  statements  do  n<at  seem  to  be 
very  compatible,  and  there  is  no  evidence 
for  the  second  at  all.  You  have  not  pro- 
duced one  fragment  of  evidence,  except  a 

misquotation  of  the  Wood  Report? 

And  the  figures  that  we  have  quoted  here. 

4398.  But  those  are  not  evidence  of  the 

motive  of  the  Superintendents? It  . is 

evidence  of  the  degree  of  pressure  to  which 
they  are  being  subjected. 

4399.  Pressure  from  whom? The  pres- 

sure created  by  their  staffing  problems. 

4400.  (Mr.  Bartlett) : But  you  have  already 

said,  have  you  not,  that  if  there  were  more 
places  available,  there  would  be  more 
patients  out  on  licence? No,  the  prob- 

lem as  the  special  problem  of  the  orphan 
who  frequently  is  not  suitable  for  licence 
to  a residential  job.  We  are  not  saying 
Medical  Superintendents  are  not  releasing 
on  licence  as  many  as  they  feel  they  can  ; 
they  are,  and  they  are  looking  for  places, 
but  quite  apart  from  that  the  total  number 
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that  they  can  send  on  licence  is  being  in- 
fluenced in  our  opinion  by  the  fact  that 
the  all-grades  institution  works  on  this  basis 
of  the  employment  of  high-grades. 

4401.  (Chairman):  You  say  “in  our 

opinion  ”,  but  you  produce  no  evidence 
of  it  at  all?  (Sir  Cecil  Oakes):  It  is 
purely  a deduction  you  make  from  the 

statistics  you  have  presented  to  us? 1 

would  like  to  give  you  a case — it  has  been 
suggested  we  are  not  basing  it  on  anything 
— actually  the  case  of  Victor  mentioned  in 
paragraph  32.  He  is  a shoemaker  and  I 
think  learned  his  trade  inside  the  institution. 
He  went  out  on  licence  and  had  an  ordinary 
job  and  earned  I think  £5  10s.  Od.  a week. 
He  was  suddenly  recalled,  has  licence 
was  terminated.  When  he  got  back  he 
discovered  that  the  head  shoemaker  in 
the  institution  had  gone  and  they  had 
failed  to  find  an  ordinary  person  from 
the  outside  world  who  was  prepared 
to  work  in  that  institution  as  head 
of  the  shoe  repairing  department,  presum- 
ably at  the  wage  they  were  going  to  pay. 

I think  it  may  have  been  one  of  these  in- 
stitutions in  the  country,  anyway  they  could 
not  find  somebody,  so  they  sent  for  Victor 
to  come  back,  and  when  he  went  back  he 
found  he  had  all  the  work  to  do.  The 
only  reason  that  he  could  discover  that  he 
had  been  sent  for  was  the  fact  that  the 
institution  needed  a shoe  repairer.  When 
he  went  back  he  got  just  a tobacco  allow- 
ance ; certainly  in  his  case  he  was  worth 
quite  a lot  to  them.  When  he  went  out, 
and  finally  did  get  his  order  discharged,  he 
earned  £6  a week.  There  have  been  one 
or  two  other  cases  of  that  sort. 

4402.  (Chairman):  That  evidence  is  of  a 
very  peculiar  kind.  In  the  first  place,  the 
recall  from  licence ; you  say  he  had  been 
trained  for  the  job,  and  that  he  was  tem- 
porarily recalled  in  order  to  take  charge 
of  that  shoe  repairing  department,  which 
was  a training  department  where  he  himself 
had  been  trained.  That  is  a very  different 
thing  from  suggesting  that  high-grade  defec- 
tives are  kept  inside  an  institution  for 
the  work  that  they  do  in  an  institution,  to 

economise  in  staff? He  was  brought 

back,  and  I think  if  there  had  not  been 
a very  great  deal  of  pressure  by  ourselves 
and  many  other  people  he  would  quite 
possibly  still  be  inside.  He  did  not.  come 
out  in  the  natural  order  of  things  in  the 
end,  at  all  ; and  he  was  only  getting  a 
tobacoo  allowance.  I think  we  are  justified 
in  saying  that  at  least  that  is  an  example  of 
the  statement  we  have  made. 

4403.  That  is  very  different  from  the  re- 
tention of  high-grades  in  an  institution  to 
do  the  housework  of  the  institution? — - 
There  are  quite  a number  of  women  as  well 
who  are  doing  precisely  that  thing,  who  are 
kept  inside  and  are  doing  the  ward  maid’s 
work. 
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4404.  And  who  might  be  outside? 

Might  be  outside. 

4405.  How  do  you  know  they  might  be 

outside? Because  they  have  been 

outside. 

(Mr.  Simon):  Miss  Allen  said  there  were 
one  or  two  other  examples  that  they  have 
had.  I do  think  it  would  be  helpful  if  we 
could  be  given  them  subsequently,  so  that 
we  can  look  into  each  of  these  cases. 

4406.  (Mr.  Bartlett) : I would  be  interested 
to  be  told,  my  Lord,  what  happened  to 
Victor  subsequently.  Was  the  paid  post  of 
the  shoemaker  subsequently  filled,  or  was 

the  patient  indefinitely  detained?- 

Eventually  we  got  him  out.  What  arrange- 
ments they  made,  I dio  not  know. 

4407.  How  long  was  he  in? 1 think 

we  shall  have  to  let  you  know  about  that. 

I said  he  had  been  released,  I was  wrong, 
he  was  let  out  on  licence  again  in  1953. 

I do  not  know  whether  they  had  found  a 
shoemaker  then. 

4408.  (Dr.  Rees):  On  what  grounds  was 
he  recalled  to  the  institution  in  the  first 
place?  On  what  grounds  was  his  licence 

cancelled? 1 do  not  know,  except  that 

he  went  back.  All  we  knew  about  it  was 
that  he  went  back,  and  he  informed  us 
when  he  got  back  that  the  shoe  repairer 
had  gone. 

4409.  And  do  you  seriously  believe  that 
was  the  ground  on  which  his  licence  was 

cancelled?- 1 think  it  is  possible.  They 

were  certainly  in  a great  difficulty. 

4410.  (Mr.  Bartlett):  But  you  are  not  say- 
ing it  was  the  only  reason? (Mr. 

Haskell):  We  have  not  seen  the  official 
document,  we  do  not  know. 

4414.  (Chairman):  You  only  know  the 

licence  was  cancelled? ( Miss  Allen):  I 

know  he  went  back. 

4412.  But  it  does  not  mean  necessarily 

that  the  licence  was  cancelled?' It  usually 

means  that. 

4413.  He  might  have  been  offered  another 

job? No,  he  was  back  inside  for  quite  a 

time.  If  you  would  like  this  to  be  looked 
into,  we  will  arrange  for  someone  to  do  it. 

(Chairman) : Yes,  we  should  like  that. 

4414.  (Mr.  Bartlett):  I would  like  to 
know,  Mr.  Chairman,  if  the  patient  was  sent 
out  again  on  licence  prior  to  or  subsequent 
to  the  filling  of  the  paid  post.-— -We  can- 
not tell  you  when  the  post'  was  filled.  We 
only  know  it  was  vacant  when  he  went  back 
from  licence. 

4415.  (Sir  Cecil  Oakes):  But  you  do  know 

that  he  went  out  on  licence  again? Yes. 

I do  know  also  that  there  were  a great 
many  letters  on  the  subject. 
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4416.  {Chairman):  Paragraph  34 — on  this 

question  of  agricultural  wages,  I under- 
stand that  there  is  in  most  counties  machin- 
ery for  negotiating  wages  which  are  paid 
to  mental  defectives,  a machinery  between 
farmers  and1  unions  and  the  Agricultural 
Wages  Committee — does  not  that  work  well, 
in  your  experience? 1 was  surprised  my- 

self when  I found  that  they  seemed  to  be 
paying  a standard  wage  to  all  the  defectives 
regardless  of  what  their  capacity  was. 

4417.  You  say  “ they  ”? The  farmers 

locally  were  paying. 

4418.  In  all  counties? No,  in  the 

institution  which  I happened  to  be  visiting 
I was  discussing  the  question  of  licence  and 
I was  informed  there  that  the  rate  paidi  for 
mental  defectives  in  that  area  was  a figure 
which  is  much  below  the  rate  for  an 
ordinary  person. 

4419.  Yes,  but  had  it  not  been  nego- 
tiated with1  the  union  as  well  as  the  fanners, 

as  it  has  in  many  counties? It  was  not 

suggested  that  it  had  been. 

4420.  (Mr,  Simon):  Was  that  agricultural 

labour? Yes. 

4421.  Because,  you  see,  you  say  in  the 
previous  paragraph,  “ Conditions  vary  from 
area  to  area  ...  On  the  other  hand, 
the  rates  paid  for  agricultural  work  appear 

to  be  well  below  standard  rates”. We 

have  got  some  examples. 

4422.  ( Sir  Cecil  Oakes):  May  I suggest 
that,  postulating  that  there  are  cases  you 
can  bring  of  these  people  being  paid  well 
below  standard  rates,  unless  you  have 
ascertained  that  the  rates  actually  being 
paid  are  not  those  negotiated  by  the  Agri- 
cultural Wages  Committee  there  is  nothing 
anyone  can  do  about  it.  There  is  a recog- 
nised statutory  procedure  for  the  settlement 
of  wages  for  individual  handicapped  per- 
sons, whether  mentally  or  physically  han- 
dicapped, and  I suggest  that  in  those  cases 
which  come  to  your  knowledge  you  should 
investigate  whether  the  rates  have  been 

agreed  through  the  proper  procedure. 

But  supposing  they  have  not,  what  do  we 
do  next? 

4423.  Take  it  up  immediately  with  the 

secretary  of  the  Agricultural  Wages  Com- 
mittee in  each  county  in  England. And 

ask  them  if  they  are  aware  of  it? 

4424.  Yes. Thank  you. 

4425.  I have  personal  knowledge  that  it 
is  working  quite  systematically  in  many 

counties. We  have  got  some  receiving 

5s.  Od.  a day,  and  things  like  that,  and 
tobacco1  allowances,  andi  it  seems  odd.  (Mr. 
Haskell):  It  is  usually  patients  in  hostels; 
I * do  not  know  whether  the  principle  is 
the  same  there  as  on  residential  licence. 

4426.  Of  course,  the  hostel  value  would 
be  taken  into  account  in  their  wages, 

naturally. Even  so,  it  is  well  below  the 

normal  rates. 
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4427.  (Mr.  Bartlett):  On  paragraph  33, 

could  I ask  a question  of  clarification  on  the 
question  of  the  leucotomy  experiments  to 
which  the  document  refers.  Am  I to  assume 
from  this  that  the  point  being  made  by  the 
National  Council  is  that  either  not  sufficient 
care  is  taken  or  that  there  is  an  indiscrimin- 
ate use  made  of  this  form  of  treatment? 
——'(Miss  Allen):  We  are  completely 

appalled  by  the  account  that  we  read  of 
that  sort  of  thing,  and  our  opinion  is  that 
there  may  have  been  good  reason  for  start- 
ing this,  but  it  should  never  have  gone  to 
the  lengths  that  it  did  before  being  halted. 

4428.  (Chairman):  What  is  your  con- 
clusion? Do  you  think  the  operation 

should  be  forbidden  by  law,  or  what? 

If  this  is  the  result  of  it,  yes.  (Mr.  Haskell) : 
Certainly  it  should  not  be  used  for  this 
type  of  case. 

4429.  (Mr.  Bartlett):  Have  you  medical 

evidence  which  would  support  that  pre- 
sumption?'  We  have  got  these  facts. 

4430.  But  how  have  these  facts  been 
elicited?  As  a consequence  of  expressions  of 
opinion  from  medical  men.  or  are  they 
the  lay  view  that  these  treatments  should 

never  have  been  applied? (Miss  Alien): 

We  are  basing  our  statements  on  the  state- 
ments in  the  appendix,  which  horrified  us 
so  much  that  we  have  cut  it  out  from  any 
accounts  given  to  members  of  our  commit- 
tee ; we  felt  it  was  so  appalling  that  nobody 
ought  to  read  it.  And  we  are  basing  it  on 
this  kind  of  thing,  and  passing  this  kind 
of  a judgment  on  that  operation.  I do  not 
believe  that  anybody  would  wish  this  to  go 
round,  I am  horrified  to  think  it  should 
ever  be  published. 

4431.  But  it  is  purely  a lay  view  that 

you  are  publishing,  is  it? (Mr.  Haskell) : 

Yes,  our  own  view.  (Miss  Allen):  The 
point  is  that  this  is  taken  from  the  Journal 
of  Mental  Science.  It  is  not  our  report ; 
I should  hate  to  be  held  responsible  for 
any  of  it. 

4432.  (Mr.  Simon):  It  is  a scientific 

journal,  is  it? Yes. 

4433.  (Dr.  Rees):  You  are  aware  of  the 

fact  that  quite  a number  of  patients  who 
have  been  in  mental  hospitals  for  many 
years  have  been  cured  by  prefrontal  leuco- 
tomy?  1 have  met  some  people  who 

have  come  out  after  it.  I am  aware  of 
that. 

4434.  And  who  have  been  cured  after  it? 

; All  we  know  is  that  this  kind  of  thing 

is  going  on  in  some  of  the  mental  deficiency 
institutions,  and  one  of  the  things  we  would 
like  to  know  is  how  far  the  parents  are 
aware,  how  far  the  permission  of  the 
parents  is  obtained  before  it  is  undertaken, 
and  what  is  the  position  of  the  orphan  who 
has  no  parents — is  the  local  authority  act- 
ing in  loco » parentis  in  this  case,  or  what? 
We  put  this  into  our  evidence  because  we 


think  that  the  Commission  should  see  it  and 
should  give  thought  to  it. 

4435.  (Mr.  Bartlett):  Have  you  any 

evidence-  .to  suggest  that  these  treatments 
have  taken  place  without  the  consent  of 

the  parents? We  are  asking ; we  are  in 

no  position  to  know. 

4436.  But  you  have  not  any  evidence? 

H.Mr . Haskell !) : We  have  made  some  en- 
quiries of  one  of  the  local  authorities,  and 
we  gather  that  there  has  been  some  con- 
sultation there,  that  they  have  known  when 
orphans  have,  been  given  this  treatment,  but 
I do  not  think  any  question  of  consent 
arises.  It  is  one  of  the  issues  we  are  still 
pursuing  with  the  local  authorities,.  (Miss 
Allen):  It  is  extremely  difficult,  and  we 
would  commend  it  to  the  Commission  for 
enquiry. 

4437.  (Chairman):  We  can  take  note  of 

that ; I do  not  think  we  can  carry  it 
further.  In  the  second  sub-paragraph  of 
paragraph  35,  you  are  putting  your  state- 
ments rather  high.  Whatever  one  may 
think  about  this  clause  in  the  licence  about 
attachment  to  members  of  the  opposite  sex, 
a number  of  people  do  marry  on  licence. 
To  suggest  that  there  is  nothing  possible  for 
people  on  licence  but  to  produce  illegiti- 
mate children  is  rather  an  exaggeration, 
is  it  not? It  is  extremely  difficult,  be- 

cause it  is  one  of  the  reasons  given  for 
return  from  licence.  We  have  got  a num- 
ber of  cases  like  that,  “ suspected  of  mix- 
ing with  the  opposite  sex” — that  is  the 
standard  statement — and  we  have  cases 
where  the  woman  has  been  brought  back 
from  licence  just  on  the  eve  of  the 
marriage. 

4438.  (Mr.  Simon):  That  was  Alicel 

Yes. 

4439.  (Chairman):  We  shall  have  some 

questions  to  ask  about  that,  but  you  are 
aware,  are  you  not,  that  where  marriage 
does  take  place  or  is  about  to  take  place 
the  advice  of  the  Board  of  Control  is  very, 
strongly  in  favour  of  the  discharge  of  the 
patient,  unless  there  are  special  circum- 
stances?  We  have  heard  that,  but  we 

have  not  so  far  come  across  a case  where 
the  marriage  was  allowed  to  take  place, 
and  I do  not  know  whether  that  perhaps 
may  be  an  example  of  the.  local  hospital 
administration  not  being  willing  to  carry 
out  the  instructions. 

(Chairman):  That  does  surprise  me,  be- 
cause I had  not  been  appointed  Chairman 
of  this  Commission  more  than  a month 
before  a girl  wrote  to  me,  where  exactly 
that  thing  happened,  and  she  was  dis- 
charged. 

4440.  (Mr.  Simon) : There  is  a real  prob- 
lem there,  is  there  not,  in  this  question 
of  a mental  defective  associating  with 
members  of  the  opposite  sex?  I do  not 
know  whether  “associating”  is  the  right 
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word ; perhaps  I should  say,  associating  on 
terms  of  intimacy.  There  might  be  a very 
grave  danger  to  her  health,  for  example? 

It  is  a matter  obviously  that  the  Medical 
Superintendent  would  have  to  weigh  in  de- 
ciding whether  a licence  should  be  revoked, 
do  you  not  think?— But  you  have  got 
this  kind  of  problem,  in  one  of  the  cases 
we  have  had,  of  an  orphan  out  on  licence 
to  a presbytery,  I think  it  was.  The  house- 
keeper introduced1  the  girl  to  the  local 
church  club,  where  she  met  young  people 
of  her  own  age ; it  was  an  extremely  nice 
club  and  all  very  nice  people  there.  She 
went  to  the  cinema  with  a young  man  she 
had  met  in  the  club,  and  it  was  reported 
that  she  was  seen  associating  with  mem- 
bers of  the  opposite  sex — -and  indeed1  she 
was,  using  the  word  in'  quite  the  broadest 
sense — and  they  brought  her  back  from 
licence.  And  that  is  the  kind  of  thing 
which  happens.  At  what  stage,  for  one 
thing,  are  you  going  to  decide  what  con- 
stitutes a danger ; when  a mere  casual 
sort  of  meeting  becomes  something  else? 
Inside  an  institution  they  are  segregated 
completely;  they  are  put  out  on  licence 
in  order  to  learn  their  way.  about  the 
world  and  how  to  stand  on  their  own  feet, 
All  the  time,  with  this  clause  , in  existence, 
the  young  man  or  the  young  girl  has  got  as 
it  were  to  keep  her  eyes'  averted  from  the 
members  of  the  opposite  sex,  be  careful 
not  to  be  seen  with  them,  be  careful  not 
to  think  about  them  or  do  anything,  prob- 
ably at  an  age  when  it  is  most  difficult, 
at  an  age  when  the  ordinary  normal  person 
simply  could  not  do  it.  You  are  expect- 
ing the  defective,  the  person  who  is  not 
supposed  to  be  of  the  highest  standard,  to 
carry  out  a regulation  which  no  ordinary 
person  could,  and1  it  puts  a real  strain 
on  them  emotionally.  That  I know  from 
some  of  the  people  I have  met  on  licence. 

4441.  You  have  got  to  draw  a line 
somewhere,  have  you  not,  in  mental  cases, 
where  the  girl  may  be  in  danger?  How 
do  you  enforce  it?  How  do  you  take 
oognisance  of  that  case  except  by  having 

such  a stipulation  . in  the  licence? 1 

Would  suggest  that  it  does  so  much  harm 
that  it  would  be  far  better  not  to  have  it 
at  all,  and  have  it  understood,  as  indeed 
it  would  be  by  anybody  who  was«  worthy 
of  holding  a licence,  that  if  it  looked  as  if 
the  girl  was  going  to  get  into  trouble  they 
would  say  something  to  somebody  about 
it. 

4442.  The  present  condition  cannot  be 
enforced  anyhow,  but  I wondered  if  you 
bad  in  mind  some  alternative?-; — To 
abolish  the  whole  clause.  It  really  is  not 
in  the  general  interests  of  any  defective, 
as  we  see  it. 

4443.  {Chairman):  We  have  had  that 

recommendation  from  several  witnesses, 
and  the  point  is  very  familiar  to  us.  It 
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may  just  be  worth  while  referring  in  pass- 
ing to  the  case  of  Claude.  You  say  he  was 
certainly  charged,  but  was  given  an  abso- 
lute discharge.  Was  he  not  also  convicted? 

(Mr.  George):  I think  as  a matter  of 

law  that  is  what  it  means.  The  point  , that 
is  made  here  is  not  that  he  was  convicted 
and  then,  for  reasons  that  the  Court  knew, 
treated  as  a purely  technical  offence  and 
given  that  decision  of  an  absolute  dis- 
charge—which  is  a new  thing  and  misleads 
most  lay  people  even  today,  though  we 
have  had  it  now  for  some  seven  years— 
the  point  is  that  the  letter  from  the  Mims-; 
try  of  Health  in  May,  1950,  says  that  it 
was  the  fact  of  being  charged  which  had 
the  consequence  of  the  cancellation  of  the 
licence. 

4444.  (Sir  Cecil  Oakes):  It  is.  a badly 

worded  letter. With  respect,  is  it  a badly 

worded  letter?  Is  it  not  a letter  which  truly 
reflects  the  opinion  of  the  writer,  like  all 
these  letters  do?  And  does  it  not  say,  in 
effect,  “Never  mind  whether  he  was  con- 
victed or  not ; suffice  it  for  us  that  he  is 
charged  ; back  he  comes  ”?  That  is  the 
point,  and  the  only  point,  we  are  seeking 
to  make.  We  do  not  mind  whether  he  has 
been  convicted  afterwards,  or  acquitted ; it 
is  quite  irrelevant.  The  thing  that  matters 
is  that  before  he  has  been  tried  someone 
else  has  said,  “ That  is  enough  for  us ; back 
he  comes  ”.  That  is  the  only  point  that  it  is 
sought  to  make.  That  happens  before  a 
decision  is  arrived  at.  (Mr.  Haskell ):  If  I 
can  make  a point,  the  normal  practice  in 
regard  to  any  offences  of  this  kind  is  that 
they  do  not  even  get  to  Court.  We  have 
got  one  here,  a letter  from  a County  Con- 
stabulary, in  which  the  Superintendent  refers 
to  .some  attempt  to  get  something  out  of  a 
locker,  an  attempted  theft.  It  does  not  get 
into  Court,  you  see.  This  is  what  the 
Superintendent  says.  “ The  warden  reported 
the  matter  to  the  Association  ’’—who  looked 
after  the  hostel — “ who  in  turn  contacted  the 
Superintendent  of  the  institution,  and  as  a 
result  your  son’s  licence  was  revoked  ana 
he  was  returned  to  the  institution.  I 
would  add  that  no  criminal  charge  is  being 
preferred  against  your  son,  and  it  is  not 
intended  to  do  so.  The  action  of  the  warden 
of  the  hostel  and  of  the  Superintendent  of 
the  institution  was  taken  without,  reference 
to  the  police,  and  I understand  is  in  accord- 
ance with  the  normal  procedure  in  such 
cases.”  So  they  do  not  wait  on  a verdict 
from  the  Court. 

4445.  (Chairman):  But  you  would  not 
wish  the  warden  of  a hostel  to  bring  a 
charge  automatically  against  every  boy  who 

has  broken  into  a locker  dm  the  hostel? 

(Miss  Allen):  It  is  rather  important  to  know 
whether  in  fact  he  did  do  it,  that,  is  the 
point,  and  that  is  what  is  worrying  us. 
There  is  no  proof  that  these  people  actually 
are  guilty — they  may  be,  I am  not  saying 
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they  are  not  guilty — but  it  goes  down  on 
their  record. 

4446.  But  anybody  who  has  been  in 
charge  of  an  institution  has  done  this  sort 
of  thing  over  and  over  again.  What  do  you 
think  would  happen,  supposing  every  offence 
inside  a university  were  brought  to  a police 
court  to  try  to  make  quite  sure  whether  the 

man  had  done  it  or  not? But  it  is  not 

entered  on  a record  against  him  that  he 
might  have  done  it.  The  point  we  are 
complaining  about  is  that  in  that  man’s 
record,  when  the  question  of  a licence  comes 
up,  and  possible  discharge,  will  be  that  he 
was  charged  with  doing  something  ; it  will 
not  say  whether  it  was  correct  or  not. 

4447.  But  is  that  so?  (Sir  Cecil  Oakes): 

In  this  case  he  was  not  charged  at  all. 

(Mr.  Haskell ):  But  it  would  go  down,  no 
doubt,  that  was  the  reason  given. 

4448.  (Chairman):  You  say  “no  doubt"? 

1 say  there  would  be  a reason  given  for 

the  licence  being  revoked,  and  there  is  also 
some  evidence  of  disciplinary  measures 
being  taken. 

4449.  (Mr.  Simon) : That  is  the  point ; he 
is  in  effect  punished  by  being  taken  back? 

1 have  another  letter  here  from  a 

brother  of  a girl  in  one  of  the  institutions, 
who  was  out  to  the  care  of  a doctor  as  a 
domestic  servant:  “As  a result  of  an 
accusation  of  theft  against  my  sister  by  this 
person,  she  was  returned  to  the  institution 
and  placed  in  solitary,  where  I visited  her. 
She  was  alone  in  a side  ward,  and  to  get 
to  the  ward  I had  to  pass  through  a locked 
gate  and  doors,  and  the  nurse  was  present 
during  the  visit,  to  whom  I told  what  1 
thought  of  her  and  the  institution  ”. 

4450.  (Chairman):  That  is  a letter? 

That  is  a letter,  but  that  is  the  same  sort 
of  thing  as  is  indicated  here. 

4451.  (Mr.  Simon):  How  are  you  pro- 
posing one  should  deal  with  that  case?  It 
is  obviously  undesirable,  is  it  not,  that  there 
should  be  a charge  preferred  in  every  case? 
On  the  other  hand  you  are  saying,  I under- 
stand, that  it  is  at  least  as  undesirable  that 
anybody  should  be  punished  without  being 
charged.  Would  it  be  a possible  answer  to 
say  that  it  should  rest  with  the  patient  to 

insist  on  a charge  being  brought? 1 think 

there  _ should  be  roughly  the  same  sort  of 
situation  as  arises,  say,  in  the  Army,  where 
you.  can  choose  either,  “I  will  accept 
punishment  from  my  commanding  officer \ 
or,  “ I demand  a court  martial  ”,  In  other 
words,  if  the  patient  says,  “ No,  you  have 
got  it  all  wrong,  I did  not  do  this”,  or, 

I am  not  satisfied  that  you  have  got  the 
full  facts”,  he  should  have  the  right  to  a 
judicial  investigation  of  it. 

445'2.  (Chairman):  Tf  he  asks  for  one? 
Yes. 


4453.  (Mr.  Simon):  Mr.  George,  I did  not 
quite  get  what  you  said  about  Claude.  Do 
I gather  that  his  licence  was  revoked  after 
he  was  charged  but  before  he  was.  tried?  I 
would  like  to  know  the  chronology  of  that. 

(Mr:  George):  I think  there  is  a little 

more  in  this.  He  was  not  merely  tried,  he 
appealed ; on  appeal  he  was  granted  his 
absolute  discharge,  and  it  was  before  then 
that  his  licence  was  revoked. 

4454.  After  he  was  convicted? 1 do 

not  know  if  it  was  after  the  conviction  of 
the  lower  court  and  pending  the  appeal,  or 
prior  to  that  conviction ; but  I do  not  mind 
which  it  is,  because  it  is  just  as  bad  if  it  is 
pending  the  appeal  as  if  it  is  prior  to  the 
conviction.  It  is  still  an  undecided  issue ; 
it  is  sub  judice. 

4455.  Of  course,  as  one  knows,  an  appeal 

may  not  be  entered  at  once. It  may  not 

succeed,  and  in  this  case  it  did  not  succeed  ; 
it  merely  had  the  effect  of  an  absolute  dis- 
charge. What  is  said  in  the  memorandum 
is  that  the  accusation  was  lightly  accepted 
as  grounds  for  pulling  the  person  back  into 
the  institution. 

4456.  I understood  you  to  say  that  the 
licence  was  revoked  after  the  charge  but 
before  the  conviction,  and  it  was  that  which 

T wanted  to  ascertain. That  I am  not 

sure  about,  whether  it  was  before  the  con- 
viction of  the  lower  court  or  before  the 
decision  of  the  higher  court  to  which  he 
appealed.  I am  not  clear  from  the  narrative 
at  what  stage  it  happened.  It  is  a matter, 
however,  which  I would  have  thought  was 
readily  verified  by  the  Board  of  Control  or 
other  people,  and  this  memorandum  has 
been  now  lodged  long  enough  for  those  sort 
of  facts  to  be  available. 

4457.  You  did  not  check  it  up? This 

was  not  one  of  my  cases,  no. 

4458.  (Chairman):  In  paragraph  36  you 
have  the  case  of  Dora,  whose  parents  were 
not  allowed  to  visit  her.  Have  you  got  any 

details  of  that  case? (Miss  Alleii):  Yes, 

I should  say  on  the  whole  we  had.  But 
the  point  we  make  is  that  the  parents  were 
not  able  to  see  her.  I have  met  the  family. 
We  believe  that  it  is  absolutely  wrong  that 
a Medical  Superintendent  should  be  able 
to  keep  a child  isolated  from  her  parents 
for  what  in  fact  was  I think  the  best  part 
of  a year,  except  for  one  visit  at  Christmas. 

4459.  That  is  irrespective  of  what  may 

be  the  behaviour  of  the  parents? Irre- 

spective of  anything.  (Mr.  Haskell ):  On 
this,  we  had  no  evidence  that  their  side  of 
the  story  had  been  taken  into  account,  or 
had  been  heard.  We  could  not  get  a clear 
answer  as  to  whether  they  had  been  given  a 
hearing ; we  do  not  think  they  were  given  a 
hearing. 

4460.  There  are  a number  of  peculiar 
facts  about  the  story.  I do  not  think  per- 
haps we  had  better  discuss  it  in  public, 
because  we  might  fail  to  preserve  the 
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anonymity  of  the  case  if  we  did. ( Miss 

Allen):  The  point  we  wanted  to  make 
about  it  was  that,  regardless  of  the  family 
or  anything  about  it,  in  cases  like  this  where 
there  is  die  question  of  the  parents  and 
child  as  such,  both  sides  should  be  listened 
to.  They  came  to  us  with  a long  story  of 
their  side  of  the  thing,  which  I listened  to, 
and  I saw  some  of  the  problems  of  both 
sides.  We  wrote  to  the  Board  of  Control, 
if  I am  right,  and  asked  them  to  look  into 
it  and  listen  to  the  side  of  the  parents, 
because  it  was  such  a serious  thing,  and  the 
Board  of  Control  were  not  I think  prepared 
to  do  that.  (Mr.  Haskell) : No,  we  asked 
them  if  they  had  heard  the  parents’  sdde  of 
the  story,  if  they  had  been  given  a hearing 
beforehand,  and  they  did  not  answer  the 
point  in  their  letter. 

4461.  You  take  rather  an  absolute  line, 

but  you  would  probably  be  prepared  to 
admit  that  there  are  cases  when  a child 
has  to  be  protected  from  its  parents — a 
most  unpleasant  proposition,  but  it  does 
happen? — -(Mr.  George ):  Because  the 

parents  are  cruel,  because  of  some  defect  of 
the  parents,  you  mean? 

4462.  Yes. (Mr.  Haskell):  That  would 

come  out  in  the  course  of  the  hearing, 
surely.  That  is-  not  a reason  for  not  listen- 
ing to  what  the  parents  have  got  to  say. 

4463.  (Dr.  Rees):  Supposing  the  parents 
turn  up  under  the  influence  of  drink? — — 
You  could  bar  them  from  then  and  put  in 
your  report  to  the  Board  of  Control  and  say, 
“ Because  of  this,  that  and  the  other  con- 
cerning these  parents,  we  recommend  to  the 
Board  that  they  be  prevented  from  seeing 
the  child  ”,  but  then  you  must  in  common 
fairness  allow  the  parents  to  state  their  case. 
They  may  deny  that  they  turned  up  under 
these  conditions.  It  is  a question  of  a 
hearing,  of  a reasonable  opportunity  of 
challenging  or  otherwise  the  allegations. 

4464.  (Chairman) : All  the  four  cases  that 
you  mention  at  the  beginning  of  paragraph 
37  we  have  gone  into  to  a certain  extent. 
You  give  them  as  illustrations,  and  then 
you  say,  “ ...  no  evidence  of  any  specific 
act  of  violence  is  required  before  admission 
to  the  State  Institutions  ”.  That  is  not  true 
of  any  of  the  four  cases  which  you  quote? 
No. 

4465.  Maurice  we  have  been  into,  I need 

not  go  into  that  again. (Miss  Allen): 

Maurice  was,  if  I remember  rightly,  five 
years  old  when  he  went  into  the  State  Insti- 
tution for  being  dangerously  violent.  What- 
ever may  have  happened  to  him  since,  it 
does  not  seem  to  me  that  that  alters  the 
fact  that  it  is  a very  queer  place  to  send  a 
small  boy  of  five. 

4466.  Do  you  know  the  place  you  are 

referring  to? 1 have  heard  a great  deal 

about_  it.  I believe  it  is  very  nice  if  you 
visit  it,  but  I believe  it  is-  very  different 
if  you  live  in  it. 
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4467.  But  it  has  a children’s  ward? 

Yes. 

4468.  I was  rather  surprised  when  you 
said  that  Leonard  was  housed  with  the 
adult  patients-.  I do  not  know  whether  that 

was  really. true? (Mr.  Haskell):  That  is 

our  information,  from  a patient  who  at 
times  stepped  in  m place  of  the  patient 
whose  name  we  give,  and  led  him  out  on 
exercise.  He  says  there  were  strong  com- 
plaints from-  the  patients  about  a nine-year- 
old  boy  being  left  there. 

4469.  I do  not  want  to  put  any  emphasis 
on  that.  Do  you  want  to  go  into  the  cases 
of  any  of  these  from  the  point  of  view  of 
violence?  There  is  a record  of  violence 

in  all  four  cases? 1 think  in  Edwin’s 

it  is  of  a very  thin  character.  It  was  in 
fact  rejected  by  the  Court— he  was  the  deaf 
and  dumb  boy.  I think  in  that  case  he 
was  transferred  out  after  some  further  in- 
vestigation had  been  made  by  the  Institute 
for  the  Deaf. 

4470.  (Mr.  Simon):  There  seems  to  be 

quite  a history  of  violence  though. 

That  is  not  our  information.  Our 
information  was  that  he  was  brought 
before  a Court  on  a charge  of  assault, 
having  as  it  were  pushed  aside  two  elderly 
women  who  had  not  understood  him, 
and  that  the  Court  did  not  want  to  pro- 
ceed. If  I can  make  a point  on  this,  this 
is  from  the  statement  of  the  mother:  “ My 
son  was  sent  to-  this  institution,  which  is 
a hospital  for  defectives  with  violent  ten- 
dencies, which  we  consider  a most  unsuit- 
able place.  The  Medical  Superintendent 
refuses  to  consider  a transfer,  as  the 
police  report  said  the  boy  assaulted 
two  women,  and  would  not  listen 
when  I told  him  I had  seen  the  Clerk  of  the 
Court,  who  said,  ‘ Tell  those  people  there 
is  no  case  against  the  boy ; it  was  dis- 
missed’.” And  that  statement  is-  more  or 
less  borne  out  by  the  Court  record,  which 
we  have  not  with  us  now ; we  passed  it  on 
to  the  Institute  for  the  Deaf. 

4471.  (Chairman):  The  parents  did  con- 
sent to  the  Section  6 order?-; Yes.  We 

understood  that  everybody  got  into  a huddle 
to  do  their  best.  There  wa9  no-  provision 
for  training  a slightly  backward  deaf  and 
dumb  boy,  and  they  thought,  “ We  will  get 
a Section  6 order  ”,  and  quite  willingly  con- 
sented to  this  in  the  belief  that  it  would 
give  him  training. 

4472.  Did  he  not  in  fact  rather  benefit 

from  being  at  this  institution? 1 think 

he  has  been  moved  from  there  now,  to  one 
much  nearer  his  home. 

4473.  Matthew  is  a most  extraordinary 
case.  I do  not  think  that  the  faot  that 
he  has  a degree  of  Bachelor  of  Arts,  and 
ha9  been  declared  to  be  mentally  deficient, 
peculiar  as  that  is,  is  quite  a fair  statement 

of  the  whole  case? The  point  there  is 

that,  whatever  the  full  circumstances  are— 
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and  you  no  doubt  have  more  information 
than  we  have — if  you  are  going  to  stretch 
the  term  “ mental  deficiency  ” to  cover 
someone  who  in  fact  is  of  quite  brilliant 
intelligence  but  nevertheless  with  a criminal 
record,  then  I thank  you  are  doing  no  good 
either  to  the  bulk  of  the  intellectually  re- 
tarded, in  so  far  as  you  are  associating  the 
conception  of  mental  retardation  with 
crime,  nor  in  fact  are  you  handling  the  man 
himself  m the  right  way.  It  may  be  adminis- 
tratively an  advantage  to  have  some  place 
to.  put  him,  as  it  were,  but  I think  it  is  a 
misuse  of  the  legislation  to  use  it  for 
people  of  that  kind. 

4474.  {Mr.  Simon):  Misuse  of  the  legis- 

lation? It  falls  within  the  existing  defini- 
tion, does  it  not? “ Arrested  or  incom- 

plete development  of  mind”? 

4475.  Unless  you  take  the  line  that  mind 

is  purely  the  equivalent  of  intelligence. 

I do  not  know  how  you  measure  a degree 
of  development  of  mind  other  than  by 
intelligence. 

4476.  0 Chairman ):  In  fact  he  is  the  first 
case  we  have  come  across  who  is  detained 
as  a moral  defective,  and  of  whom  probably 

it  is  an  absolutely  accurate  description. 

{Miss  Allen):  A moral  defective  has  to  be 
somebody  suffering  from  ordinary  defect  as 
well  as  moral  defect,  does  he  not?  {Mr. 
HaskeU):  The  vicious  or  criminal  propen- 
sities have  to  be  coupled  with  other 
evidence  of  deficiency. 

4477.  {Lady  Adrian):  But  mental  defi- 
ciency includes  something  more  than  mere 

lack  of  intelligence? But  the  only  thing 

that  anybody  has  got  against  this  man  is 
that  he  is  in  fact  morally  defective.  {Mr. 
George):  May  I intervene  at  this  point? 

In  defining  the  words  “moral  defective” 
this  Section  by  definition  says  that  the  per- 
son is  a mental  defective  already,  but  has 
also  got  vicious  propensities  and  other 
people  need  to  be  protected  from  him, 
irrespective  of  whether  he  needs  protection 
or  not.  That  is  not  the  point  in  this  case 
at  all.  What  is  being  said  here  is  not  that 
he  is  morally  defective  but  that  he  is  a 
morally.,  Jwrong  person.  Whether  he  is 
also  morally  defective,  that  is  whether  he 
falls  within  this  Section,  is  another  issue. 
That  is  the  point  on  which  this  issue  is 
being  challenged.  It  is  not  yet  admitted  by 
Miss  Allen  that  he  is  also  a mental  defec- 
tive. If  he  were,  then  he  would  properly 
fall  within  the  definition  “ moral  defec- 
tive ”. 

4478.  {Chairman):  As  a matter  of  fact 

you  will  probably;  agree  that,  in  view  of 
his  record  of  physical  illness,  there  is  prob- 
ably a fair  ground  for  certifying  him  as 
of  retarded  development  owing  to  physical 
causes?  I do  not  think  there  is  much  in- 
justice there? (Mr.  Haskell):  The  dan- 

ger is  not  in  injustice  to  this  individual, 
it  is  how  far  you  go  if  you  break  that 
principle.  Once . you  start  admitting  the 
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fact  that  a person  may  be  certified  as  a 
moral  defective  merely  on  the  basis  of  a 
criminal  record  without  producing  any  other 
evidence,  then  you  can  extend  it  and  extend 
it,  and  though  it  may  not  be  an  injustice 
m the  initial  stages,  it  will  lead  to  injus- 
tice if  it1  is  not  checked  before  it  spreads 
too  far. 

4479.  {Sir  Cecil  Oakes):  I gathered  from 
your  last  remark  that  you  were  inclined  to 
the  view  that  the  Courts  did  not  address 
their  mind  to  the  principal  feature  of  the 
case,  that  there  must  be  mental  defect 
before  a person  can  be  a moral  defective 
within  the  meaning  of  the  Act.  Have  you 
evidence  of  that,  in  fact,  that  they  have 
not  directed  their  mind  to  the  primary 
matter  that  there  must  be  mental  defect 
before  a person  can  be  a moral  defective? 
1 have  seen  reports  in  which  the  state- 
ment is  made,  “ Is  not  in  any  way  intel- 
lectually defective  but  by  virtue  of  his  long 
criminal  record  I hold  him  to  be  a moral 
defective.” 

4480.  You  are  trusting  to  your  memory 

there,  not  actual  cases,  are  you  not? 

I think  we  have  a case  here.  This  is  a 
Visitor’s  Report.  “ A moral  defective.  His 
responses  to  intellectual  tests  are  not  de- 
fective, but.  he  is  deficient  in  moral  sense 
and  lacks  insight  into  the  seriousness  of 
past  behaviour.  Hds  long  history  of  re- 
peated criminal  offence  shows  him  to  be 
lacking  in  prudence,  foresight  and  self- 
control.  He  has  strong  criminal  propensi- 
ties and  requires  supervision  and  control 
for  the  protection  of  others  ”.  That  is  one 
in  which  there  is  nothing  other  than  the 
criminal  record. 

4481.  {Lady  Adrian):  There  is  surely 
something  other  than  a criminal  record, 

there  is  a lack  of  understanding. That  is 

what  is  stated,  it  is  true,  but  it  does  not 
carry  it  very  much  further.  One  can  almost 
say  that  the  very  existence  of  a criminal 
record  shows  a lack  of  understanding  of 
moral  principles.  {Mr.  George) : It  is  riot 
much  more  than  a description  of  the  sort 
of  people  who  ought  to  have  preventive 
detention.  {Miss  Allen):  He  has  got  a very 
high  intelligence  quotient  and  is  a very 
brilliant  young  man,  but  is  nevertheless  a 
criminal. 

4482.  {Chairman):  I do  not  think  we 

need  pause  on  paragraph  38. (Mr. 

George):  I wonder,  before  we  passed  on, 
if  I might  ask  whether  anything  is  going 
to  be  asked  about  the  reference  in  para- 
graph 36  to  disciplinary  measures.  I know 
very,  little  about  this,  but  the  little  I know 
horrifies  me,  and  I wondered'  if  the  Com- 
mission was  going  to  ask  any  question  on 
it. 

4483.  It  is  a little  bit  outside  our  terms 
of  reference,  which  exclude  the  treatment 
inside  institutions ; consequently  we  have 
probably  not  got  any  questions  to  ask,  but 
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we  should  be  glad  to  hear  anything  you 
want  to  say  in  addition  to  what  you  have 
said  here— — If  it  were,  as  I am  informed 
happened  in  one  case,  a practice  to  put 
a high-grade  defective,  by  way  of  punish- 
ment, for  a stated  time  with  a low-grade 
defective,  for  disciplinary  purposes,  I should 
think  that  would  be  a fact  that  ought  to 
be  ascertained.  If  it  were  ascertained,  it 
would  be  truly  shocking. 

4484.  (Mr.  Simon):  Have  you  evidence 

of  that? 1 have  a statement  to  that 

effect,  and  I was  wondering  if  _ the 
Commission  could  in  any  way  ascertain  if 
it  is  true. 

4485.  (Chairman):  I was  wondering  what 
■“  for  disciplinary  purposes  ” means.  It  is 
not  uncommon  for  a high-grade  defective 
to  be  used  as  a ward  maid  in  low-grade 
wards,  and  if  she  was  given  a fairly  long 
spell  at  those  particular  chores  she  might 
say  she  was  put  with  Low-grades  for  dis- 
ciplinary reasons.  One  wants  to  know  a 

little  more  what  is  implied. But  if  it  is 

stated  to  be  by  way  of  punishment,  and 
what  you  have  described  in  fact  occurred, 
I personally  would  be  shocked,  if  it  is 
prefaced  by  the  statement,  11  This  is  to 
teach  you  to  behave  better”. 

4486.  (Mr,  Simon):  Could  we  have  the 

details?  I do  not  mean  now. 1 appre- 

ciate that.  It  is  a statement  by  one  of 
the  people  who  have  already  been  men- 
tioned in  this  memorandum.  It  has  not 
been  quoted  as  her  remark,  but  it  is  her 
remark ; it  may  not  be  true,  but  I think 
it  is  so  serious  an  allegation  that  it  ought 
to  be  investigated.  She  comes  under  the 
code  name  of  Christine.  We  know  no 
more  than  what  I have  said,  and  she  is 
my  source. 

4487.  (Sir  Cecil  Oakes):  You  would  like 

us  to  investigate  whether  any  confirmation 
■of  that  can  be  obtained? At  that  par- 

ticular institution. 

4488.  (Chairman):  Your  information 

does  not  even  include  any  mention  of  what 

she  had  done  wrong? No,  I am  content 

to  assume  the  worst ; I do  not  care  what 
she  had  done. 

4489.  (Dr.  Rees):  Do  you  regard  it  as 
punishment  for  a nurse  to  be  put  to  work 

amongst  the  low-grade  defectives? 

(Miss  Allen):  She  generally  gets  paid,  does 
she  not?  (Mr.  Haskell !) : This  is  not  a ques- 
tion of  merely  working  amongst  them  and 
walking  out ; this  is  a question  of  being 
put  in  the  wards.  These  are  the  issues  that 
are  raised.  I was  told,  for  example,  by 
the  parents  of  Gwendoline  that  when  they 
went  down  to  see  their  daughter  they  found 
her,  after  she  had  had  a row  and  a bit  of 
a fight  with  one  of  the  other  girls,  in  bed 
in  a ward  consisting  entirely  of  aged 
imbeciles,  which  they  looked  upon  anyhow 
as  a punitive  measure.  And  we  have  met 


with  this  question  of  transfer  to  low-grade 
wards  as  a disciplinary  measure  from  two 
or  three  sources,  and  you  never  are  able 
to  get  anything  other  than  the  patient’s 
own  story.  Any  investigation  the  Com- 
mission can  make  of  the  situation  would  be 
welcome.  Similarly  with  the  periods  of 
solitary  confinement. 

4490.  How  would  you  deal  with  a patient 

who  was  violent  towards  other  patients  and 
disturbing  the  whole  ward,  other  than  plac- 
ing the  patient  in  a room  by  herself? 

But  for  how  long? 

4491.  I am  asking  you  whether  it  is  a 
correct  procedure  to  take  her  away  from 
the  other  patients  and  place  her  in  a room 

by  herself? Yes,  I think  it  is  perfectly 

correct  and  the  only  thing  you  can  do  in 
such  circumstances. 

4492.  You  would  regard  that  as  treat- 
ment?  Yes. 

4493.  And  when  does  it  cease  to  be  treat- 
ment?  It  must  be  subject  to  a reasonable 

period.  But  when  this  is  applied,  say,  to 
absconders  who  are  not  being  violent  • 
and  we  understand  that  it  is- -then  I think, 
it  becomes  a question  of  punishment,  not 
of  treatment.  (Miss  Allen):  I would  like 
to  read  one  or  two  letters  we  have  had  on 
this  subject.  Here  is  one,  written  by  un 
aunt  saying  she  is  writing  on  behalf  of 
her  nephew.  “ He  was  put  in  the  punish- 
ment ward  for  fourteen  days,  and  he  is 
still  there  sixteen  days  today,  Sunday.  I 
think  they  are  going  beyond  all  rules  and 
regulations.  He  looks  very  ill.  He  is 
worrying  himself  and  he  has  no  heart.  It 
is  wicked  locked  in  a dark  room,  with 
no  light,  this  weather.  It  is  enough  to 
send  him  mad  ; and  the  warders  just  tanta- 
lise him.  I am  writing  this  letter  to  ask  for 
your  help.  They  will  not  let  him  have 
a smoke  or  anything.  Please  answer  as 
soon  as  possible”.  Then  we  took  up  the 
question  of  punishment  in  another  institu- 
tion. It  was  a question  of  the  difference 
between  1932  and  1952.  This  is  the  punish- 
ment 1932:  “Slept  in  a side  room,  slept  on 
the  floor,  all  alone,  just  on  a mattress.  The 
food  was  brought  in.  A doctor  does  not 
necessarily  call.  You  cannot  get  warm. 
You  are  locked  in,  and  there  is  no  one 
to  speak  to  ; locked  in  the  low-grade  ward  ”. 
Then  we  raised  the  question  of  whether 
they  had  been  given  injections  and  found 
that,  in  1932  the  draughts  were  only  given 
to  the  low-grades,  and  no  injections  were 
given.  In  1952  they  still  had:  “Sleeping 
in  side  room  but  mattress  on  the  floor, 
with  one  covering  the  colour  of  ticking”. 
Our  informant  told  us  she  had  never  been 
there,  but  she  had  seen  it  and  she  had 
been  threatened  with  it  for  crying.  Draughts 
were  given  to  high-grade  as  well  as  low- 
grade  patients.  Six  nurses  held  down  one 
patient  to  give  a draught.  Injections  were 
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given  to  high-grade  and  low-grade  patients 
and  children.  I wrote  to  the  Board  of 
Control  inquiring  about  punishments.  They 
said  : “ I am  directed  by  the  Board  of 
Control  to  refer  to  your  letter  of  the  4th 
July  and  to  say  there  is  no  code  of  per- 
missible punishment  in  mental  deficiency 
institutions.  So  far  as  the  Board  are  aware 
‘solitary  confinement’  and  ‘canvas  and 
sackcloth  sheets  ’ are  not  employed  as 
punishments.”  The  explanation  of  this  busi- 
ness of  solitary  confinement  is  in  the  defini- 
tion of  seclusion.  I think  you  have  that. 

It  is  in  the  regulations. 

4494.  (Mr.  Simon):  There  has  got  to  be 

a record  kept,  has  there  not? (Mr. 

Haskell ):  Yes,  but  I would  like,  if  I might, 
to  draw  your  attention  to  something  on 
this  as  regards  how  far  that  record  in  fact 
records  the  whole  of  the  period  for  which 
a patient  is  kept  in  the  solitary  condition. 
Here  _ is  a letter  from  the  Board  of  Con- 
trol in  reference  to  one  particular  case, 
where  the  aunt  of  a boy  in  one  of  these 
institutions  was  denied  a visit.  She  had 
come  on  what  was  not  a regular  visiting 
day.  He  got  to  hear  she  had  come  but 
had  been  turned  away  a little  later  in  the 
week,  and  he  got  very  upset  and  ran  for 
it,  He  did  not  run  more  than  half  a mile 
before  he  was  picked  up  and  brought  back, 
and  they  said,  “As  he  was  highly  excited 
it  was  necessary  on  medical  grounds  to 
place  him  in  bed  and  separate  from  other 
patients  in  seclusion.  The  window  shutters 
in  the  ward  in  which  he  was  placed  are  of 
glass  so  that  he  was  not  in  the  dark.  The 
doctor  ordered  him  to  remain  in  his  room. 
The  next  day  he  was  allowed  to  dress,  and 
go  to  the  visiting  room,  where  his  brother 
saw  him.  In  the  course  of  the  visit,  they 
informed  him  that  his  aunt  had  been 
refused  permission.  . . . After  the  visit 
ho  returned  to  his  room.  During  tho 
morning  of  the  next  day  he  was  found 
to  be  more  settled  and  his  door  was  un- 
locked, but  he  had  to  remain  in  bed.”  Then 
we  get  the  statement  that  his  treatment  is 
continuing  in  bed,  by  himself  in  his  room, 
but  not  with  a locked  door.  That  was 
for  the  period  from  the  18th  May  up  to 
this  letter  from  his  aunt,  which  was  written 
on  3rd  June,  which  means  it  was  maintained 
for  something  more  than  fourteen  days, 
apart  from  these  visits ; but  the  only  period 
that  would  be  recorded  would  be  those  first 
two  days,  because  only  in  those  first  two 
days  was  the  door  fastened  or  held  so  that 
he  would  be  unable  to  leave  the  room  at 
will. 

4495.  (Dr.  Rees) : What  are  you  suggest- 
ing should  be  done  about  that,  that  there 

should  be  a record  kept? That  the 

record  should  be  maintained  of  the  full 
period  for  which  a person  is  kept  in  any 
form  of  seclusion  whether  the  door  is 
locked  or  unlocked. 
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4496.  In  many  cases  I should  have 

thought  a single  room  would  have  been 
regarded  as  a privilege  rather  than  a punish- 
ment?  1 do  not  think  this  single  room 

is. 

4497.  To  come  back  now  to  the  “punish- 
ment  ward  ”,  do  you  think  it  reasonable 

n Medical  Superintendent  to  concentrate 
all  the  more  difficult  patients  in  one  ward? 

(Mr.  George) : He  has  a duty  of 

segregation  set  down  in  his  regulations. 

4498.  It  is  his  duty  to  move  all  the  most 
difficult  patients  into  one  ward?— —(Mr. 
Haskell):  I do  not  know  that  that  is  a 
matter  for  him. 

4499.  Is  it  a reasonable  thing  to  do  to 
put  all  the  difficult  patients  in  one  ward, 

for  the  sake  of  the  other  patients? We 

are  using  the  words  “ punishment  ward  ” 
here. 

4500.  Would  not  that  ward  tend  to- 

become,  in  the  eyes  of  the  patient,  a punish- 
ment ward  without  really  being  a punish- 
ment ward? Yes,  it  could  be. 

4501.  It  is  merely  the  place  where  the 
most  difficult  patients  are  put  for  the  time 

being? {Mr.  George):  “Most  difficult 

patients  ” is  not  one  of  the  classifications 
that  he  is  to  make,  according  to  Regula- 
tion 31  of  the  Mental  Deficiency  Regula- 
tions. The  fact  that  patients  are  difficult 
or  most  difficult,  or  any  other  description 
like  that,  is  not  one  of  the  classifications 
that  he  has  to  adopt  under  Regulation  31. 

. 4502.  The  Regulation  requires  classifica- 
tion according  to  behaviour,  among  other 
things.  Surely  if  their  behaviour  disturbs 
other  patients  he  must  do  something  about 
it?— Then  we  are  coming  to  the  question 
of  habits  and  behaviour  ”. 

4503.  I should  have  thought  that  “ habits 
and  behaviour  ” would  certainly  include 

difficulties  created  by  the  patient? Is  it 

suggested  that  that  Regulation  authorises 
high  and  low-grade  patients  to  be  fused 
because  both  are  giving  trouble? 

4504.  I think  the  high-grade  patient  who 
became  difficult  would  be  much  more 
objectionable  than,  a low-grade  patient? 

1 am  sure  that  may  well  be  true.  But 

does  that  justify  or  should  that  justify 
putting  him  with  the  low-grades?  If  so, 
how  would  you  be  classifying  them  accord- 
ing to  capabilities? 

4505.  (Mr.  Simon):  Is  not  the  answer  that 
it  is  one  thing  to  classify  and  it  is  another 
to  give  a punishment?  Tt  may  be  reason- 
able to  classify  and  segregate  for  different 
occasions,  but  quite  wrong  to  do  that  as 

a punishment? Yes  I think  that  is  fair. 

It  is  the  punishment  that  is  the  essential 
particular  that  vseems  to  us  wrong,  quite 
apart  from  the  fact  that  for  seclusion  to 
be  a controlled  punishment  in  the  way  that 
has  been  suggested  would  be  simply 
shocking. 
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4506.  (Chairman):  Have  you  any  views 
on  what  ought  to  be  the  correct  punishment 
in  an  institution  where  corporal  punishment 

is  ruled  out? (Miss  Allen):  I think  one 

thing  which  would  get  over  a lot  of  the 
need  for  punishment  would  be  to  find  out 
what  the  trouble  at  the  back  of  it  is.  When 
a patient  runs  away,  as  far  as  we  can  make 
out,  there  is  no  inquiry  as  to  why  he  ran 
away,  what  his  feelings  were,  or  what  drove 
him  to  it. 

4507.  That  is  a very  sweeping  statement, 
that  there  is  no  inquiry  about  why  he  ran 

away. The  Medical  Superintendent  no 

doubt  is  asked— I did  not  mean  he  was 
not  asked.  I meant  that  the  patient  himself 
is  not  asked,  in  our  experience. 

4508.  He  cannot  be  asked  until  he  has 

come  back,  can  he? X mean  when  he 

comes  back,  there  is  no  question  of  what 
drove  him  to  it ; but  I think  if  there  were 
a more  understanding  appreciation  of  the 
fact  that  these  people  are  human  beings, 
just  like  the  worst  or  the  best  of  us,  if  an 
inquiry  was  made  as  to  what  the  trouble 
was,  that  might  be  the  answer. 

4509.  (Mr.  Bartlett):  Are  you  quite  sure 
that  question  is  never  asked  from  those 
patients  who  have  been  brought  back? 

In  the  cases  we  know  of  it  has  never 

been  asked.  (Mr.  Haskell):  I would  say 
this,  the  traditional  attitude  towards  a 
person  who  escapes  within  the  mental 
deficiency  service  and  one  within  the  service 
for  the  mentally  ill  differs.  I think  in  the 
service  for  the  mentally  ill  if  someone  walks 
out  there  is  generally  quite  a considered 
inquiry ; but  the  number  of  cases  we  have 
had  reported  where  a man  was  at  any  rate, 
for  whatever  reason,  shut  up  by  himself 
for  six  days  or  more  after  an  attempted 
escape  leaves  an  unpleasant  taste.  (Mr. 
George):  On  the  question  of  punishment 
too,  comparison  with  the  Army  has  already 
been  made,  and  I was  wondering  if  it  would 
not  be  possible  to  look  at  the  example  of 
the  orderly  officer  going  round  for  com- 
plaints. Is  there  no  parallel  of  any  sort 
that  could  be  devised  to  act  as  a safety 
valve  for  people’s  feelings? 

4510.  (Mr.  Simon):  What  is  your  sug- 
gestion?  It  is  a little  difficult.  One 

wants  to  be  fair,  and  yet  not  feel  that  it 
is  the  same  person  coming  around  in 
another  capacity  at  another  hour  of  the 
day  as  is  causing  the  trouble  earlier  and 
later  on  that  day.  But  I suppose  some  form 
of  it  could  be  found. 

4511.  (Chairman):  Could  you  run  any 
school  on  that  basis,  to  have  somebody 
going  round  asking  for  complaints  about 

the  headmaster? Are  we  really  on  all 

fours  with  a school? 

4512.  These  institutions  we  are  talking 
about  are,  if  they  are  properly  used, 
institutions  for  people  who  are  in  one  way 


or  another  of  childish  disposition. 

They  are  institutions  in  which  grounds  for 
discontent,  for  bad  behaviour,  for  punish- 
ment exist ; and  therefore  there  is  a 
problem.  If  the  constructive  suggestion  I 
have  made  is  out  of  the  question  I 
apologise,  but  someone  has  got  to  think 
constructively  on  this  point,  and  if  I have 
got  an  idea  and  I can  put  it  forward,  then 
I think  I should. 

4513.  (Mr.  Simon):  Does  not  the 

Medical  Superintendent  or  some  medical 
officer  make  his  rounds  every  day?  Is 
that  not  equivalent  to  the  orderly  officer? 
It  does  not  seem  to  have  that  effect. 

4514.  (Sir  Cecil  Oakes):  Have  you  ever 
been  round  when  one  of  them  is  doing 

it? 1 would  very  much  welcome  the 

opportunity. 

4515.  I have,  hundreds  of  times,  and  I 
would  assure  you  it  has  exactly  that 

effect. Then  why  has  it  not  disclosed 

these  events  that  have  been  reported  to  us? 
Why  is  it  they  have  had  to  resort  to  punish- 
ment in  this  way? 

4516.  (Chairman):  You  are  assuming 

that  punishment  is  always  wrong,  are 

you? No.  I assume  that  certain  forma 

of  punishment,  such  as  forcing  a high- 
grade  defective  to  be  with  low-grade  defec- 
tives, purely  on  grounds  of  punishment  and 
not  on  any  other  ground,  is  wrong. 

4517.  (Mr.  Simon):  On  the  basis  that 
that  is  quite  wrong,  would  you  say  that, 
on  the  basis  of  that,  it  shows  the  existing 

system  is  terrible? That  is  putting  it  a 

little  high  against  me.  It  is  not  without 
reason  that  the  point  was  raised.  I am 
not  withdrawing  it.  I have  reason  to  raise 
it,  and  I do  raise  it  in  the  case  of  the 
person  whose  name  I quoted  to  you. 

4518.  (Dr.  Rees):  The  other  form  of 

punishment  is  seclusion,  is  it? (Miss 

Allen):  That  is  defined,  but  it  goes  on 
much  longer  than  is  laid  down  in  the 
Regulations. 

4519.  But  it  is  not  seclusion  if  the  door 

is  open  all  day? (Mr.  Haskell):  It  is 

not  open,  it  is  just  unlocked.  He  could 
open  it,  but  he  is  instructed  to  stay  there. 
In  point  of  fact  he  is  being  held  in  solitary 
confinement  for  a period  far  greater  than  is 
shown  by  the  record  of  seclusion. 

4520.  But  he  is  not  really  in  solitary 

confinement  if  his  door  is  open? It  is 

shut ; the  door  is  shut,  but  it  is  not  locked. 
(Mr.  George):  The  Regulations  seem  to 
envisage  a half  door,  because  they  provide 
that  the  time  when  the  lower  half  of  the 
door  is  fastened,  but  the  upper  half  is  left 
open  does  not  count. 

4521.  That  is  on  the  basis  that  he  could 

get  out? That  would  be  breaking  the 

order  that  he  should  stay  in.  (Miss  Allen): 
If  you  can  visualise  what  it  would  be  like 
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in  solitary  confinement,  whether  -or ’not  the 
door1  was  locked,  but  you  could  hot  get 
out  for  fourteen1  days,  it  is  not  calculated 
to  improve  the  men'thl  state1  of  anybody. 
It  is  quite  a usual  complaint; 

. 4522.  (Chairman):  What  age  was  this 

victim? He  is  22  now  ; he  would  have 

been  19  at  the  time. 

4523.  I may  be  very  heartless,  but  for  a 
boy  ol  19  or  20  to  be  in  a room  by  himself 
for.  fourteen  c|ays.  does  apt  seem , to  me  a 
very  horrible  punishment. — ---Night  and 
day,  with  no  books  or  tobacco?  (Mr. 
George) : It  is  a question  of  standards  in 
that  ca.se;  it  seems  bad  to  me. ... 

4524.  I think  we  have  grind  far  enough 

on  that  point.  If  you  would  give  us  any 
further  material  you  have,  it  is  a little  out- 
side our  terms  of  reference,  but  we  will 
look  into  it.  On  paragraph  38  I do  not 
think  we  need  spend  very  long  on  transfers 
to  guardianship.  In  terms  of  social  welfare 
it  was,  in  the  case  cited,  obviously  a 
difficult  choice  as  between  guardianship  and 
a family-  who  Were  hither  doubtfully  able 
to  deal  with  her.  The  difficulty  was'  in  the 
guardianship  people  and 'the,  family  being 
some  one  hundred  or  one  hundred, and  fifty 
miles  .apart.  , I ihinjk  it,,  js  a difficult  case, 
and  1 do  not  think  it  really  raises  any 
strong  point  with  regard  to  transfer  to 
guardianship.  I do  not  think  it  is  an 
argument  against  guardianship. — -(Mr. 
Haskell):  It  depends  on  the  type  of 

guardianship.  T think  it  is  an  argument 
against  transfer  without  the  full  approval 
of  the  parents.  Where  the  child  has  been 
put  into  au^  institution-  for.  draining  with 
the  full  co-operation  of  the  parents,  I think 
the  parents  have  an  absolute  right  to  say 
whether  they  agree  to  her  transfer. 

4525.  This  is  not  ' an  institution,  this 
is  guardianship.!-" — -No.  she  was  trans- 
ferred. The  parents  agreed-  to  her  going 
into  hospital  for  special  training  on  the 
recommendation  of  the  Child  Welfare  De- 
partment. Then  at  a later  date,  and  so  far 
as  we  can  gather  without  their  approval, 
that  child  was  transferred  to  the  guardian- 
ship of  someone  else — that  -is  to  say,  from 
institutional  cane  to  guardianship-— and  that 
can  be  done  without'  the  parents’' icon  sent. 

4520.  That  is  a point  which''  t'-.'Hkve  not 
quite  appreciated!  This  argument1, 'j$  really 
another  aspect  of  the.  failure;  forget  the 

parents1  coiiscnf  ‘to  guardiarishfp1? -To 

get  their  full  approval  for  the  terms  of  the 
guardianship  too.  They  might  be  prepared 
to.  agree  to  guardianship — we  know  them 
-and  although  they  would  like  to  have  the 
child  back,  , if  there  were  alternative 
methods  which  they  could  be  offered  for 
the  child’s  welfare,  and  a reasonable 
approach-  to  them  were  made,  then  I do 
npt  ' thihk  they  Would  'Object'  to  thrift.  What 
they  have  objected  - to  is  (his  'transfer  on 
licence  out  of  an  area  which  had  special 
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school  accommodation  into  one  that  did 
not  have  it,  and  then  this  transfer  to  guar- 
dianship. 

4527.  (Dr.  Thomas):  Have  you  any  in- 
formation of  the  quality  of  care  available 
in  that  particular  home? — --I  think  there 
was  a dispute  on  it,  but  I think  Miss  Allen 
inspected-  the  home  herself  and  can  give 
you  an  idea  of  that.  (Miss  Allen):  I went 
to  see  the  home.  It  is  always  difficult  to 
describe  somebody  else’s  home.  Perhaps 
the  amount  of  furniture  in  it  was  more  than 
convenient ; it  was  reasonably  clean.  The 
parents  were  certainly  affectionate.  There 
was  a room  available  for  her.  It  is  true 
the  small  boy  would  have  bad  to  sleep 
in  me  parlour,  but  there  was.  plenty  of 
room  for  himi  .in  the  parlour,  and  there 
was  a big  kitchen  which  was  used  as  a 
sitting  room.  I could  not  see  any  reason 
why  the  young  person  should  not  go  home 
at  all. 

4528.  (Chairman):  I think  it  would  be 
rather  difficult  to  judge  if  it  was  a doubtful 
case.  I rather  gathered  the  mother  her- 
self was  doubtful  about  having  the  girl 
home,  andt  would  have  preferred’  that  she 
should  be  in  an  institution  near  her  home. 

1 did  not  gather  that.  I did  think  they 

wanted  her  home  very  much  indeed.  I 
should  have,  thought  if. there  was  any  pos- 
sibility of  them  not  being  able  to  cope- 
after  all  -the  father  was  blind — they  could 
have  tried  a licence  to  the  parents,  and  if 
it  d-id  not  work  out  they  could  have  trans- 
ferred- her  to  an  institution  near  home, 
which-  would  have  given  the  parents  the 
opportunity  of  having  her  near  to  them. 

4529.  We  pass  now  to  Section  F, 
“Inaccurate  Information!”  I have  looked 
up  some  of  these  documents  to  which  you 
refer  and  I think  you  are  a little  hard 
on  the  handbook  for  justices.  I agree  it 
is  defective,  but  in  the  context  the  quota- 
tion is'  strictly  accurate.  It  is  in  the  con- 
text speaking  merely  about  the  continua- 
tion of  orders.  It  is  perfectly  true  that  they 
have  nothing  separate  about  the  Visitors’ 

power  to  discharge  orders  at  age  21. 

(Mr.  Haskell):  It  says-  that  a similar 

special  report  is  needed  in  that  context. 

4530.  Yes.  In  the  context  it  reads-  per- 
fectly accurately.  The  real  criticism  is  that 
nowhere  does  the  handbook  deal  with  the 

discharge  of  orders. (Mr.  George):  It 

might  lead,  -might  it  not,  to  a bench  of 
magistrates  wrongfully  and  in  error  con- 
tinuing the  detention  of  some  person.  It 
might  be  serious..  (Mr.  Haskell):  It  is  not 
a special  report,  it  is  a completely  different 
type  of  consideration  at  age  21,  they  do 
not  then  draw  up  their  special  reports. 

4531.  They  do  if  they  decide  to  continue 
the  order?  It  Is  only  if  they  decide  to 
discharge  that  they  do  not? — —Section  11, 
Sub-section  3,  of  the  Mental  Deficiency 
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Act,  1913,  says  this:  “ On  such  reconsidera- 
tion the  Visitors  shall  visit  the  defective  or 
summon  him  to  attend  before  them  and 
inquire  into  his  mental  condition  and  the 
means  of  care  and  supervision  which  would 
be  available  if  he  were  discharged,  and  into 
all  the  circumstances  of  the  case,  and  if  it 
appears  to  them'  that  further  detention  in 
an  institution  or  under  guardianship  is  no 
longer  required  in  the  interests  of  the  de- 
fective himself,  shall  order  him  to  be  dis- 
charged: Providing  'that,  if  the  visitors  do 
not  order  a discharge,  the  defective  or  his 
parent  or  guardian  may,  within  fourteen 
days  after  the  decision  of  the  visitors  has 
been  communicated  to-  the  defective  and  his 
parent  or  guardian,  appeal  to  the  Board.” 
So  that,  in  point  of  fact,  they  would  pre- 
sumably, if  such  an  appeal  were  demanded, 
be  called  upon  to  state  the  reasons  for  the 
action  ; but  I do  not  think  there  is  a statu- 
tory obligation  to  report  to  the  Board. 

4532.  (Sir  Cecil  Oakes):  If  this  was  a 
legal  text  book,  it  would  not  be  a correct 
statement;  but  this  is  for  lay  magistrates. 
All  they  need  is  a similar  type  of  proce- 
dure which  would  be  adopted.  Technically 
“ special  report  ” is  not  the  precise  word 
that  should  be  used ; that  is  quite  clear. 

The  procedure  is  different.  You  have 

no  right  of  appearance  normally  before 
the  justices  at  the  periodic  considerations. 
You  have  a right  of  appearance  and  of 
representation  at  the  special  hearing  at  the 
age  of  21,  which  is  much  more  important 
that  all  the  rest  put  together.  (Miss  Allen): 
That  is  not  there ; and  if  the  magistrate 
were  acting  on  that  it  would  have  to  be 
there. 

4533.  The  magistrate  would  always  get 
advice  from  his  clerk  on  matters  of  this 

kind. But  this  booklet  was  published  by 

the  Justices’  Clerks. 

4534.  (Chairman) : I know  the  justices’ 

clerk  who  drew  it  up  very  well,  and  I can 
assure  you  that  the  advice  he  gives  his 
justices  is  much  more  exhaustive  than  any- 
thing contained  _ in  that  handbook. 

(Mr.  George):  Still,,  there  may  be  reason 
to  think  that  some  justices’  clerks,  because 
they  do  not  get  a lot  of  this  sort  of  work 
coming  their  way,  are  not  familiar  with  the 
procedure ; and  I have  an  example  of  that 
in  front  of  me. 

4535.  (Mr.  Simon):  Certainly  the  state- 
ment in  the  last  sub-paragraph  of  para- 
graph 39  does  not  suggest  that  their 

medical  knowledge  is  exhaustive! 1 

have  here  the  official  court  record — the 
certified  extract  by  a Clerk  of  a Magistrates’ 
Court  in  which,  no  doubt  bearing  in  mind 
the  appropriate  Section,  he  has  not  even 
entered  the  plea  to  two  offences  by  this 
person  who  was  subsequently  dealt  with  as 
a mental  defective.  His  minute  of  adjudica- 
tion is,  “Convicted  under  Section  8 of  the 
Mental  Deficiency  Act,  1913,  and  ordered 


to  be  remanded  to  a place  of  safety.”  It 
is  dated  16th  March,  1954.  It  is  a little 
late  in  the  day  not  to  know  what  to  do 
and  how  to  do  it.  His  notes  of  the  evi- 
dence are  equally  defective.  So  there  is 
some  ground  for  hoping  that  the  justice 
will  have  more  than  his  clerk  to  guide  him 
on  a vital  matter  like  this. 

4536.  (Chairman):  It  may  be  just  worth 
while  ho  ting  that  in  paragraph  40  you  quote 
an  unguarded  and  sweeping  statement  by 
the  Ministry  about  a magistrate  having 
no  connection  with  the  institution  to  which 
a defective  is  sent.  You  say  that  the 
magistrate  who  made  the  detention  order 
was  a director  of  the  private  company 
which  owned  the  institution  to  which  the 
defective  was  sent.  This  was  a hospital 
run,  before  the  National  Health  Service, 
by  a company  registered  as  a charity,  of 
which  the  magistrate  was  one  of  the 
directors.  I do  not  know  that  anyone 
would  regard  that  as  being  an  impropriety? 

Surely  the  question  was  whether  he 

was  a voluntary  worker  or  whether  he 
derived  pecuniary  benefits  from  his 
appointment. 

4537.  No,  he  did  not,  certainly. He 

was  a completely  unpaid  director? 

4538.  Yes;  it  was  a charity. 1 am 

alive  to  the  point  that  it  was  u charity ; 
but  if  it  is  registered  with  the  Registrar 
of  Companies  and  not  under  the  Industrial 
and  Provident  Act,  I am  surprised  to  hear 
of  the  director  having  nothing  at  all. 

4539.  Have  you  taken  any  steps  to  find 

out  if  he  was  paid? No,  but  I will. 

4540.  (Sir  Cecil  Oakes):  I am  a director 
of  two  companies  which  are  both  charities, 
and  in  which  there  is  no  possibility  of 

profit  to  any  director. Then  I am  quite 

satisfied  on,  that  point. 

4541.  (Chairman):  I think  we  have  time 
to  run  through  Section  G ; it  will  not  take 
us  very  long,  I think.  This  is  the  subject 
of  illegal  detention.  Ivy  is  a familiar  case; 
it  was  in  all  the  papers.  In  spite  of  what 
you  say,  I think  it  can  only  fairly  be 
regarded  as  a oase  of  a technical  error,  and 

a very  clumsy  attempt  to  correct  it. 

No,  this  was  argued  with  respect,  -my  Lord, 
on  the  question  of  costs.  It  was  submitted 
by  the  defendants  to  the  proceedings,  that 
they  should  not  be  mulcted  in  costs  on 
the  grounds  that  you  have  just  stated,  that 
it  was  purely  a technical  error  and  a 
clumsy  attempt  to  get  round  it,  and  it  was 
decided  by  the  Court  that  that  was  not  so. 
that  in  fact  something  improper  had  been 
attempted,  and,  but  for  the  quick  inter- 
vention of  the  Divisional  Court,  would  have 
succeeded.  On  that  ground  the  order  for 
costs  was  made  against  them. 

4542.  Who  was  the  defendant  in  this 
case?  Was  it-  the  hospital  or  the  Medical 

Officer  of  Health? It  was  the  Medical, 

Officer  of  Health. 
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4543.  But  the  technical  error  was  com- 
mitted by  the  hospital,  or  rather,  by  the 
Visitors.  I do  not  think  it  is  worth  while 
lingering  over  that.  We  now  come  to  Alice 
for  the  last  time.  This  story  you  tell  about 
being  taken  away  in  an  ambulance  three 
days  before  her  marriage,  with  the  inten- 
tion of  preventing  her  marriage,  is  a very 
serious  allegation  indeed,  and  I would  like 
to  ask  what  basis  you  have  in  fact  for 

it? (Mr.  Haskell ):  We  have  our  own 

questioning  of  all  members  of  the  family. 
We  have  the  fact  that  we  put  this  in  writing 
to  the  Board  of  Control  on  21  st  June,  1950, 
applying  for  a discharge  of  the  order  on 
grounds  which  included  the  point  that  the 
action  of  the  administration  in  seizing  the 
girl  three  days  before  her  proposed 
marriage  and  thus  preventing  the  legitimis- 
ing of  the  child  was  contrary  to  public 
interest ; and  no  challenge  was  made  to 
those  facts  in  the  correspondence  from  the 
Board  of  Control  replying  to  our  letter. 

4544.  You  rely  on  the  evidence  of  the 
family  and  argument  from  the  silence  of 

(he  Board  of  Control? On  the  failure 

of  the  Board  to  make  any  denial  of  the 
facts. 

4545.  Did  you  verify  that  the  banns  had 
actually  been  published? — No. 

4546.  (Mr.  Simon):  Where  was  the 

marriage  arranged?  Where  were  you  told 
the  marriage  was  arranged?  (Chairman): 
We  do  not  want  you  to  give  away  the 
locality;  but  it  was  near  the  girl’s  home, 
was  it? That  is  right. 

4547.  (Mr.  Simon):  Was  it  in  church 

or  chapel,  or  a registry  office? --I  under- 

stand it  was  from  the  parents’  home. 

4548.  By  special  licence?  - l do  not 
know  what  licence  arrangement  had  been 
made. 

4549.  Did  you  not  check  on  that? 

Not  on  that.  (Miss  Alien):  We  wrote  to 
the  Board  of  Control  and  said,  “These 
are  the  facts  that  have  come  to  our  know- 
ledge,” and  as  the  Board  of  Control  must 
have  known  what  happened  we  waited  for 
them  to  answer.  If  they  had  denied  it  we 
should  then  have  taken  it  up  with  the 
parents  and  said,  “You  are  not  telling  us 
the  truth.”  (Mr.  Haskell):  Certainly  1 
should  be  amazed  if  there  were  any  chal- 
lenge to  that,  from  my  own  personal 
knowledge  not  merely  of  the  girl  herself 
but  even  more  particularly  of  her  parents, 
whom  I have  met  on  several  occasions. 

4550.  (Chairman):  Did  the  girl  herself 
tell  you  the  story?-  - -The  girl  herself,  yes. 
It  was  discussed  in  my  presence  by  the 
whole  family. 

4551.  (Lady  Adrian):  With  the  girl  her- 
self present? Yes,  the  girl  being  pre- 

sent, after  her  discharge. 


4552.  (Chairman):  l must  ask  you  to 
consider  the  very  peculiar  circumstances  in 
this  case.  It  would  seem  to  be  quite  clear 
that  the  Medical  Superintendent  had  no 
knowledge  of  the  approaching  marriage  and 
^not  arrange  for  her  to  be  brought  back 
with  the  purpose  of  preventing  the  marriage. 

. ^ . done  so,  unless  there  were  allega- 

tions against  the  intending  husband  which 
1 do  not  know  of,  he  would  have  been 
actmg  against  the  whole  policy  of  the 
Control.--— -I  have  been  present 
TVm  fanwly. , and  the  mother  has  said 
l£c  welfare  worker  who  called, 
and  that  she  never  thought  she  was  doing 
anything  but  good  for  the  girl  in  telling  her 
this.  Not  only  this,  but  the  bov  friend 
apparently  took  fright  after  this  'seizure  ; 

was  present  when  the  girl  came  out  of 
the  hospital  in  which  she  was  working,  and 
comment  took  place  with  her  parents  about 
the  sister  of  the  boy  friend  who  had  come 
into  the  hospital,  the  out-patients’  depart- 
ment, and  it  looked  as  though  he  was 
trying  to  re-establish  an  association.  I 
personally  have  been  present  when  the 
family  were  discussing  all  this. 


4553.  (Mr.  Simon):  The  whole  thing 
turns  on  this ; first  of  all  on  whether  in 
fact  a marriage  had  been  arranged,  which 
is  ascertainable  by  investigating  the  register 
of  special  licences ; secondly,  whether  the 
Medical  Superintendent  knew  it ; thirdly 
there  is,  of  course,  the  fact  that  the  first 
mention  of  marriage  was  some  ten  months 

later,  was  it  not? Yes,  I have  the  address 

now  at  which  she  was  at  the  time ; I have 
the  address  that  was  given  to  the  parents. 

4554.  It  was  at  their  house? No,  it 

was  not  there  I met  them,  I went  down  to 
see  them  later. 


4555.  You  got  the  impression  that  the 
marriage  was  going  to  take  place  at  a 
private  house?  Was  that  the  private  house? 

“ I.  do  not  know,  it  merely  states  a 
wedding  had  been  arranged.  Then  this  was 
repeated  again  by  the  family  to  a journalist. 
Here  is  the  report  of  the  interview  the 
journalist  had  with  them ; “ A month  or 
two  after  the  child  was  born  the  girl  and 
the  young  man,  who  had  been  demobilised, 
were  all  set  to  marry.  The  date  was  fixed, 
etc.,  and  the  girl  was  happier  than  she 
had  ever  been.  But  three  days  before  the 
wedding  day  the  hand  of  authority  was 
stretched  out  again.  They  came  and  took 
her  away.”  That  is  an  independent  jour- 
nalist in  an  article-  -quite  apart  from  me 
What  puzzles  me  is  this  ; if  the  Medical’ 
Superintendent  did  not  know  about  the 
wedding  why.  when  be  heard  of  it  from 
the  girl,  did  he  not  take  immediate  steps 
to  sec  what  he  could  do  to  straighten  the 
matter  out?  Why  did  he  not  get  in  touch 
with  the  parents? 
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4556.  (Dr.  Rees):  That  pre-supposes 

there  was  ever  any  question  of  a wedding? 
You  said  he  did  not  know. 

(Mr.  Simons ):  There  are  some  grounds 
for  thinking  that  the  first  mention  of 
marriage  was  many  months  afterwards. 

4557.  (Chairman):  When  is  this  alleged 
marriage  supposed  to  have  been  about  to 

take  place?  Have  you  got  the  date? 

X can  tell  you  what  the  date  would  be, 
because  it  was  alleged  to  be  three  days 
afterwards,  and  the  ambulance  arrived  at 
11.30  a.m.  on  June  10th  and  took  her 
back. 

4558.  Yes,  the  date  I have  for  her  return 
to  the  institution  is  June  10th.  That  was 
in  June,  1949,  and  I think  I can  just  read 
this,  it  is  from  a letter  dated  27th  July, 
1950,  just  over  a year  later  from  the 
Medical  Superintendent:  “This  woman  in- 
forms me  she  never  hears  from  the  man 
who  was  the  father  of  her  baby,  and  does 
not  know  where  he  is.  She  also  informs 
me  that  there  was  never  any  question  of 
her  marrying  him,  and  that  even  if  he 

offered  to  do  so  she  would  not  accept.” 

( Miss  Allen):  Most  of  that,  I think,  would 
be  understandable  from  somebody  who  had 
been  jilted.  After  all,  she  had  been 
removed  from  the  family,  but  he  had  also 
disappeared.  (Mr.  Haskell):  As  the 

marriage  had  not  taken  place  the  lad  took 
fright,  naturally. 

4559.  The  marriage  was  said  to  have 
been  about  to  take  place  on  13th  June, 
1949  ; yet  it  was  not  until  21st  June,  1950, 
a year  later,  that  the  National  Council 

apparently  heard  of  it? That  is  correct, 

yes. 

4560.  (Chairman) : So  that  you  are  hardly 
less  distant  in  time  than  the  statement 
made  by  the  Medical  Superintendent ; your 
investigation  took  place  a year  after  the 
date  of  the  alleged  marriage.  (Mr.  Simon): 
The  first  mention  made  to  the  authorities 
about  the  marriage  was  on  13th  December, 
1949,  in  other  words  six  months  after  the 

events  were  said  to  have  taken  place. 

Who  raised  the  question  with  the  Medical 
Superintendent  first  of  all  then,  as  to  this 
question  of  the  marriage? 

4561.  (Dr.  Rees):  I expect  you  did,  in 

your  letter. We  did  to  the  Board  of 

Control,  yes. 

4562.  They  would  of  course  correspond 

with  the  Medical  Superintendent,  and  hence 
his  report  in  July,  1950,  a year  and  one 
month  after  she  had  returned. 1 see. 

(Chairman) : I am  afraid  we  shall  not 
get  any  further  with  this.  There  is  a direct 
conflict  of  evidence  on  record,  and  the  lady 
concerned  is  out  of  the  country,  I gather. 
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4563.  (Mr.  Simon):  May  1 ask  one  or 

two  questions  about  this  story  of  the  lad 
absconding.  When  was  he  supposed  to 
have  absconded? After  the  seizure. 

4564.  How  long  after?- I do  not 

know.  When  I say  absconded  [ mean  he 
did  not  maintain  contact  with  the  girl ; he 
ran  away. 

4565.  Did  he  maintain  any  contact  with 

the  parents? No,  not  to  my  knowledge. 

4566.  Did  they  try  to  get  in  touch?  --- 
Yes,  they  knew  where  he  was. 

4567.  Did-  they  try  to  maintain  contact 

with  him>? 1 think  so.  On  this  1 am 

speaking  without  being  asi  concrete  as  I can 
be  on  the  other  points,  because  the  position 
of  the  lad  arose  indirectly  in  the  course  of 
my  interviews  with  the  family.  But  these 
specific  arrangements  for  the  marriage,  the 
statement  that  the  news  was  tjiven  by  the 
mother  to  the  welfare  worker  in  the  belief 
that  it  would  be  welcome,  I got  direct  from 
the  mother  in  the  presence  of  the  father. 

4568.  I was  asking  about  this  young 
man  ; so  you  got  the  idea  that  ht\  did  nut 
really  abscond,  and  that  he  kept  in  touch 
with  the  family  so  far  as  you  knew?- 

I do  not  think  he  was  so  very  far  away. 
He  was  living  in  a town  not  very  far  from 
the  village  where  they  were,  in  another 
part  of  the  same  county. 

4569.  Do  you  know  what  action  he  took? 

No.  I gather  lie  took  no  action,  but, 

as  I say,  I was  not  searching  for  that  par- 
ticular evidence,  and  I can  only  build  up 
what  may  be  a series  of  impressions. 

■ 4570.  Have  you  his  last  address? 

No. 

4571.  (Chairman):  As  an  illustration,  it 
certainly  conveys,  you  will  agree,  a wrong 
impression  of  what  the  attitude  of  the  Board 
of  Control  is  to  marriage  on  licence,  or 

intending  marriage  on  licence? We  are 

not  trying  to  convey  the  opinion  of  the 
Board  of  Control  on  what  has  happened 
in  general  after  a marriage  has  taken  place, 
but  if  you  want  information  of  other  steps 
being  taken  by  local  administrators  of  hos- 
pitals to  stop  marriages,  we  are  perfectly 
prepared  to  obtain,  that  for  you,  and 
we  have  got  a number. 

4572.  You  have  got  a number  of  these 

cases? Yes,  where  the  local  authorities 

have  pulled  the  girl  back  almost  on  the  eve 
of  marriage.  In  fact,  that  is  alleged  as  one  of 
the  incidents  in  the  case  of  Lilian,  to  which 
we  made  reference  earlier.  But  we  can  give 
you  much  more  concrete  and  more  definite 
information  on  that. 

4573.  (Mr.  Simon):  It  would  certainly  be 

very  helpful  to  have  this. Yes,  cer- 

tainly. 
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4574.  (Chairman):  I think  it  would,  be- 
cause I am  reading  the  circular  of  the 
Board  of  Control  which  I think  dates  from 
the  early  part  of  1949.  Part  of  it  reads  as 
follows : “ Before  taking  any  steps  to  re- 
call to  an  institution  a patient  who  has 
married  or  is  about  to  marry,  the  Super- 
intendent should  obtain  full  information, 
including  a medical  report  on  the  patient’s 
mental  condition,  reports  on  the  character 
and  financial  position  of  the  spouse  and  all 
other,  relevant  circumstances.  In  the  light 
of  this  information  consideration  should  be 
given  by  the  Hospital  Management  Com- 
mittee to  the  question  of  the  patient’s  future 
care.  Though,  no  general  rules  can  be  laid 
down,  the  alternative  courses  of  action  open 
to  the  Committee,  after  consideration  of 
all  the  circumstances,  will  generally  be  to 
recommend  the  Board  of  Control  to  dis- 
charge, or  to  recall  the  patient  to  the  in- 
stitution. There  may  be  exceptional  cases 
in  which  it  is  considered  that  ihe  continua- 
tion of  the  order  or  of  licence  still  serves 
after  marriage  as  a protection  and  safe- 
guard during  a period  of  trial.  It  has  often 
been  found  advisable  in  these  eases  to 


appoint  an  officer  of  the  local  authority  as 
licensee  instead  of  the  spouse.’’  I should 
perhaps  have  read  the  first  part  also : “ The 
Board  of  Control  take  the  view  that  where 
a patient  who  has  been  regarded  as  suffi- 
ciently stabilised  for  community  care  is 
round  to  be  married,  the  presumption  is  in 
favour  of  discharge  provided  always  that 
there  , is  ground  for  thinking  that  the  couple 
will  be  able  to  maintain  and  look  after  a 
home  ...  In  the  case  of  a woman 
who  is  pregnant  and  proposes  to  marry, 
some  of  the  same  considerations  apply.  . . 
That  is  only  part  of  it.  but  that  is  the 
general  drift.  So  that  if  you  have  cases, 
comparatively  recent  cases,  of  positive  de- 
terrents to  marriage  where,  primu  fade,  the 
intending  husband  is  a proper  person,  I 
tlunk  we  should  be  very  gladi  to  have  them. 

^ 1 do  not  think  we  will  be  able  to  linish 
Section  H and  nil  your  recommendations. 
It  may  take  a considerable  time  to  discuss 
those.  I think  we  will  have  to  ask  you 
to  come  back  and  talk  to  us  on  a later 
occasion ; our  Secretory  will  fix  that  up 
with  you. 


(The  proceedings  were  adjourned  accordingly.) 
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TAKEN  BEFORE  THE 


Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-THIRD  DAY 

Tuesday,  29th  March , 1955 


Present 

The  Rt,  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

The  Lady  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P. 

Miss  H.  M.  Hedley  ( Secretary ) 

Sir  Frederick  Armer,  K.B.E.,  C.B.,  M.C.  (Deputy  Secretary , Ministry  of  Health 
ami  Chairman  of  the  Board  of  Control ),  Mr.  H.  R.  Green  ( Legal  Senior  Commissioner, 
Board  of  Control ) and  Dr.  The  Hon.  W.  S,  Maclay,  C.B.,  O.B.E.,  M.D.,  F.R.C.P., 
D.P.M.  (Senior  Medical  Senior  Commissioner,  Board  of  Control,  and  a Principal  Medical 
Officer,  Ministry  of  Health)  on  behalf  of  the  Ministry  of  Health  and  Board  of  Control, 

called  and  examined. 

Mr.  H.  C.  Bleakley,  Secretary  of  the  Board  of  Control,  was  in  attendance. 


Supplementary  evidence  submitted  by  die  Ministry  o£  Health  and 
Board  ot  Control. 

Note  A 

1.  This  note  deals  with  the  requests  for  further  information  on  certain  points 
raised  in  the  course  of  oral  evidence  given  on  behalf  of  the  two  Departments  on 
the  4th  May,  1954. 

Questions  100-101 

2.  How  many  would-be  voluntary  patients  fail  to  obtain  treatment  in  mental 
hospitals  because  of  overcrowding  or  for  any  other  reason? 

Our  experience  goes  to  show  that  no  significant  number  of  certifiable  would- 
be  voluntary  patients  fail  to  obtain  treatment  as  voluntary  patients.  It  is  true 
that  some  hospitals  have  had  to  restrict  or  delay  the  admission  of  non-certifiable 
voluntary  patients  but  where  on  occasion  hospitals  have  proposed  to  solve  their 
overcrowding  difficulties  by  stopping  all  voluntary  admission  the  Departments 
have  impressed  upon  them  that  it  is  justifiable  only  to  restrict  the  admission  of 
non-certifiable  cases. 
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3.  How  many  would-be  voluntary  patients  have  to  be  certified  in  order  to  obtain 
admission? 

Cases  arise  where  a certifiable  would-be  voluntary  patient  is  not  suitable  for 
treatment  as  a voluntary  patient  and  is  accepted  only  as  a certified  patient.  The 
Departments  have  no  figures  as  to  the  actual  numbers  but  they  would  be  com- 
paratively few.  The  policy  of  the  Departments  is  that  in  no  case  should  a 
patient  be  certified  if  he  is  willing  and  suitable  for  treatment  as  a voluntary 
patient  and  they  have  no  reason  to  think  that  this  policy  is  not  being  generally 
followed. 

4-.  Are  any  hospitals  less  willing  to  accept  non-paying  than  paying  patients  as 
voluntary  patients? 

The  Departments  know  of  no  instance  of  this. 

Questions  220-221 

5.  We  were  asked  for  a note  on  what  we  thought  the  procedure  should  be  if  it 
were  made  possible  for  unwilling  patients  to  be  detained  for  treatment  in  a mental 
hospital  without  a judicial  order  for  a longer  period  than  is  at  present  permissible. 
We  suggest  that  for  such  a purpose  the  following  procedure  would  be  appropriate: — 

(a)  Such  patients  to  be  received  into  any  hospital  of  the  Regional  Hospital 
Board  designated  by  them  for  the  purpose,  into  any  other  hospital  or  home 
registered  or  approved  for  the  reception  of  the  mentally  ill  or  into  single 


(b)  Application  for  the  patient  to  be  received  to  be  made  to  the  person  in  charge 
by  a relative  of  the  patient  or  by  the  duly  authorised  officer  at  the  request 
of  a relative  or  by  the  duly  authorised  officer  on  his  own  initiative  in 
circumstances  such  as  are  set  out  in  Section  14  (1)  of  the  Act  of  1890. 

(c)  The  application  to  be  accompanied  by  the  recommendation  of  two  doctors 

that  the  patient  is  mentally  ill  and  requires  treatment  ; one  of  the  doctors 
to  be  a doctor  approved  by  the  local  health  authority  for  the  purpose  of 
making  such  recommendations  and  the  other,  if  possible,  the  patient’s 
usual  medical  attendant. 

(d)  The  application  duly  made  to  be  the  authority  for  detention. 

(e)  Notice  of  the  admission  of  the  patient  to  be  sent  to  the  central  <mtwitv 


care. 


:itteeReo8rte  Redona,  ?L‘h*  ?°spital  Management  Com- 


ficate  by  the  medical  officer. 
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The  medical  officer  of  the  hospital  or  home  or  the  medical  attendant  of  a 
single  patient. 

The  visitors  from  the  Hospital  Management  Committee  or  from  the  Regional 
Hospital  Board  as  the  case  may  be. 

The  central  body  of  Commissioners. 

8.  The  requirements  as  to  visitation  and  the  powers  of  discharge  in  various  hands 
would  provide  very  substantial  safeguards  against  the  detention  of  a patient  for 
treatment  longer  than  is  essential  in  the  interests  of  himself  or  the  community,  but 
it  seems  desirable  that  before  a patient  is  detained  for  any  long  period  against 
his  will  his  case  should  be  examined  by  some  authority  other  than  the  medical 
and  hospital  authorities  concerned.  It  is  suggested  that  this  further  safeguard  should 
be  provided  by  giving  the  patient  the  right  to  apply  not  earlier  than  six  months 
from  the  date  of  the  application  for  his  case  to  be  examined  by  a local  justice  who, 
after  seeing  the  patient  and  calling  for  such  medical  and  other  information  as  he 
considered  necessary,  would  either  approve  the  continued  detention  of  the  patient 
or  disapprove  in  which  latter  case  the  patient  would  be  discharged.  If  the  justice 
approved  the  continued  detention,  subsequent  procedure  would  be  as  indicated  in 
paragraph  6 above.  We  have  it  in  mind  that  if  the  justice  approved  the  continued’ 
detention,  this  would  not  constitute  a new  detention  order  nor  alfect  the  status, 
of  the  patient  or  the  relative’s  power  of  discharge ; it  would  simply  approve  the 
continued  use  of  the  powers  of  detention  already  conferred  by  the  original  applica- 
tion and  would  not  mean  that  the  patient  had  a new  label,  such  as  “ certified 
patient  ” attached  to  him.  In  particular,  though  a full  medical  report  on  the  patient’s 
condition  at  the  time  of  the  justice’s  examination  would  be  made,  no  formal 
certificate  would  be  issued  either  by  the  doctors  or  by  the  justice  as  to  the  patient’s 
state  of  mind  beyond  a re-affirmation  of  his  continuing  need  for  treatment  or  care. 
We  hope  that  the  words  “ certification”  and  “ certified  patient  ” could  be  avoided 
altogether. 

'9.  If  this  procedure  were  adopted,  it  would  presumably  supersede  the  present 
procedures  for  detention  orders.  The  provisions  relating  to  petitions  for  reception 
orders  (Section  5 of  the  'Act  of  1890)  would  no  longer  be  necessary,  and  the 
provisions  relating  to  urgency  reception  would  need  modification  to  enable  admission 
to  hospital  to  be  secured  for  a few  days  pending  regular  admission  either  as  a 
voluntary  patient  or  on  an  application  under  the  new  procedure. 

Questions  87-88  and  2S6 

10.  It  is  regretted  that  no  information  is  available  as  to  what  proportion  of 
children  ascertained  as  educationally  sub-normal  are  during  the  course  of  their 
time  at  school  reported  as  ineducable  : or  what  proportion  of  educationally  sub- 
normal children  who  remain  at  school  after  age  15  are  reported  under  Section 
57  (3)  of  the  Education  Act  as  requiring  further  supervision  after  leaving  school 
at  age  16 ; or  what  proportion  of  educationally  sub-normal  children  who  are  not 
reported  under  Section  57  (3)  or  57  (5)  of  the  Education  Act  succeed  in  living  in 
the  community  without  being  ascertained  as  mentally  defective  at  a later  age. 


Note  B 

1.  The  Royal  Commission  have  asked  for  a further  note  on  the  reasons  which  led 
the  Ministry  of  Health  and  the  Board  of  Control  to  suggest  that,  if  a procedure 
were  adopted  whereby  unwilling  patients  were  detained  without  a judicial  order, 
such  patients  should  be  given  a right  to  apply,  not  earlier  than  six  months  after 
admission,  to  be  examined  by  a local  justice. 

2.  In  the  procedure  we  suggested  in  our  previous  note  there  are  powerful  safe- 
guards, apart  from  any  question  of  intervention  by  a justice.  Before  admission 
the  patient  must  be  seen  by  two  doctors  instead  of  one  as  now  happens  with  nearly 
all  certified  patients ; there  are  powers  of  discharge  by  a relative,  subject  to  a 
barring  certificate,  by  the  medical  officer  in  charge,  by  the  hospital  authority  and 
by  the  central  body;  and  there  must  be  a special  review  of  each  case  by  the 
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medical  officer  and  hospital  authority  at  intervals  of  one  year,  one  year,  two  years, 
three  years  and  successive  periods  of  five  years.  The  hospital  authority  must 
visit  the  patient  within  two  months  of  admission  and  thereafter  visit  the  hospital 
at  regular  intervals,  and  it  must  be  assumed  that  no  medical  officer  or  hospital 
authority  would  wish  to  keep  a patient  in  hospital  a moment  longer  than  is 
necessary.  Indeed,  so  far  as  the  patient  and  his  family  are  concerned,  we  think 
that  these  safeguards  alone  are  adequate  for  their  protection,  and  it  is  only  because 
of  the  tradition  that  a person  should  not  be  deprived  of  his  liberty  without  the 
endorsement  of  a judicial  authority  that  we  suggest  some  opportunity  for  recourse 
to  judicial  intervention  before  any  lengthy  period  of  detention  is  enforced.  We 
suggested  that  intervention  by  a justice  should  not  be  general  but  only  on  request 
of  the  patient  because  it  seemed  to  us  that  if  having  received  some  treatment  the 
patient  was  not  averse  from  continuing  it,  intervention  by  a justice  was  unnecessary. 
We  should  not  ourselves  favour  the  intervention  of  a justice  at  the  initial  stages 
whether  at  the  request  of  the  patient  or  not ; it  might  lead  to  a position  scarcely 
distinguishable  from  the  present,  and  it  would  not  be  likely  to  be  beneficial  to 
the  patient  since  he  would  probably  be  in  a state  of  emotional  disturbance  at  that 
stage. 

3.  In  making  the  suggestion  that  six  months  was  the  appropriate  period  that 
should  elapse  before  the  patient  could  apply  to  a justice,  we  were  guided  by  the 
■considerations  that  the  period  should  be  long  enough  to  enable  the  acute  short 
term  cases  to  be  dealt  with  before  intervention  by  a justice  but  not  so  long  that 
public  opinion  would  not  be  likely  to  accept  it  as  reasonable,  The  period  of  six 
months  would  enable  many  short  term  cases  to  be  cured  and  others  sufficiently 
relieved  to  encourage  relatives  to  have  them  discharged.  For  example,  the  length 
of  an  acute  schizophrenic  episode  or  of  an  attack  of  depression  is  often  six  months 
or  less.  A sample  check  shows  that,  at  the  present  time,  on  the  average  some 
29  per  cent,  of  patients  admitted  under  order  are  discharged  within  six  months 
(a  further  9 per  cent.  die).  The  corresponding  figures  for  a period  of  twelve 
months  are  42  per  cent,  discharged  and  15  per  cent,  dying  and  for  two  years 
47  per  cent,  discharged  and  23  per  cent,  dying.  Clearly,  on  medical  grounds,  a 
strong  argument  could  be  advanced  for  a period  of  one  year  instead  of  six  months, 

■ but  we  have  felt — it  is  of  course  a matter  of  opinion — that  the  public  at  large 
would  consider  that  period  too  long. 

4.  The  Commission  also  asked  for  our  views  on  what  period  might  be  suitable 
if  the  justices  are  to  be  required  to  review  all  patients  still  remaining  under  detention 
after  a specified  length  of  time  from  admission.  We  do  not,  as  we  have  indicated 
above,  subscribe  to  the  view  that  intervention  by  a justice  is  necessary  in  all 
cases,  but  if  such  a requirement  were  made  it  seems  to  us  that  if  no  previous 
opportunity  is  given  for  a patient  on  request  to  see  a justice  a period  of  one  year 
would  be  suitable,  and  alternatively  that  if  such  an  opportunity  is  given  to  a 
patient  after  six  months  from  admission  the  appropriate  period  for  a justice 
to  see  patients  who  had  not  availed  themselves  of  that  opportunity  would  be  two 
years. 


Examination 

4575.  (Chairman)  : It  is  very  good  of 
you,  Sir  Frederick,  to  come  to  see  us 
again.  Since  we  last  saw  you  you  have 
sent  us  two  papers,  and  perhaps  we  might 
stall  by  asking  you  one  or  two  questions 
■on  the  first  of.  those.  In  paragraph  2, 
which  relates  to  Questions  100-101  of  your 
evidence,  you  say  that  there  is  no  signifi- 
cant number  of  certifiable  would-be  volun- 
tary patients  who  fail  to  obtain  treatment 
-as  voluntary  patients.  Does  that  indicate 
that  there  is  a considerable  number  of 
■non-certifiable  patients  who  do  fail,  and 
'if  so  is  it  not  rather  a reflection  on  one 
of  the  objects  of  the  voluntary  system, 


of  Witnesses 

that  patients  should  get  treatment  at  an 
early  stage  before  they  become  certifiable? 

( Sir  Frederick  Armer ):  Yes,  I would 

agree.  That  is  one  of  the  difficulties 
arising  from  the  financial  stringency  which 
has  been  upon  us  for  some  years  now,  and 
in  certain  areas  we  do  need  more  mental 
hospitals,  though  in  other  areas  we  do  not. 
I think  it  is  more  of  a local  problem  than 
a general  problem. 

4576.  You  did  tell  us  in  your  original 
evidence  that  while  there  was  a great  short- 
age of  mental  deficiency  beds  there  was 
■no  serious  shortage  of  mental  illness  beds. 
Taking  the  country  as  a whole. 
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4577.  It  rather  surprised  me  at  the  time. 
— —Talcing  the  country  as  a whole,  and 
also  on  the  assumption,  as  I think.  I quali- 
fied my  remarks  by  saying,  that  we  can  get 
out  of  the  mental  hospitals  those  who  ought 
not  to  be  there. 

4578.  On  paragraph  3,  I should  like  to 
know  who  is  a certifiable  patient  who  is 
not  suitable  for  treatment  as  a voluntary 
patient?  That  category  rather  alarms  me. 

1 should  think  it  would  be  a rare  case 

of  a patient  who  is  violent,  perhaps,  and 
one  who  would  be  troublesome  in  hospital, 
and  ought  not  to  be  allowed  to  walk  out 
just  as  he  wished.  Dr.  Maclay  would  be 
more  capable  of  answering  that.  (Dr. 
Maclay):  You  meet  patients  who  express 
willingness  to  go  to  hospital,  and  you  know 
perfectly  well  they  will  refuse  to  stay  and 
will  want  to  come  out.  They  are  not  a 
very  large  number,  but  it  is  most  difficult 
for  the.  relatives  when  they  have  persuaded 
the  patient  to  go  in,  and  as  soon  as  he  gets 
there,  he  is  in  for  a couple  of  days  and 
then  wants  to  come  out.  There  are  some 
patients  who  express  willingness  to  go  in  as 
voluntary  patients  but  who  should  in  my 
opinion  be  certified  before  they  go  in. 

4579.  Are  not  some  psychiatrists  rather 
too  inclined  to  say  that  patients  should  not 
go  in  as  voluntary  patients,  but  only  if 
they  are  certified?  Is  not  a certain  amount 
of  pressure  sometimes  exercised  without 

perhaps  very  good  reason? 1 would  not 

have  thought  so.  I would  have  thought 
almost  every  psychiatrist  would  try  to  get 
the  patient  to  go  in  as  a voluntary  patient, 
unless  there  is  a very  good  reason  for  not 
doing  so. 

(Chairman):  I think  we  have  come  across 
a case  or  two  where  there  seemed  to  be  a 
certain  prejudice  against  it,  not  on  the 
part  of  the  Medical  Superintendent,  but  on 
the  part  of  the  certifying  specialist.  Are 
there  any  questions  on  those  points  any 
other  members  of  the  Commission  would 
like  to  ask? 

4580.  (Dr.  Thomas ):  I would  like  to  ask 

on  paragraph  2 with  regard  to  these  volun- 
tary patients  who  cannot  receive  early  treat- 
ment owing  to  shortage  of  beds  in  local 
areas,  how  far  do  the  out-patient  services 
in  those  areas  fail  to  fulfil  the  need  for 
early  treatment?  Have  you  any  informa- 
tion about  that? (Sir  Frederick  Armer ): 

Do  you  mean  out-patient  treatment  in 
ordinary  hospitals? 

4581.  Yes,  or  related  to  the  psychiatric 

hospital  itself. They  are  building  up.  We 

have  not  got  very  far  with  psychiatric  units 
for  out-patients  m ordinary  hospitals.  They 
are  developing,  but  not  anything  like  far 
enough  yet  to  take  up  the  waiting  lists  of 
voluntary  patients. 


4582.  I was  wondering  how  far  the  diffi- 
culty occurs  in  the  kind  of  area  where 
beds  were  already  short  before  the  National 
Health  Service  Act  came  into  being,  how 
far  those  areas  also  were  backward  in  the 

provision  of  out-patient  services? (Dr: 

Maclay):  May  I say  something  on  that? 
I think  there  is  a shortage  of  clinics  and 
also  not  enough  people  to  work  in  the  out- 
patient departments.  Some  people  also 
think  there  may  be  a tendency  to  take 
people  into  the  mental  hospital  as  volun- 
tary patients  because  it  is  simpler,  and 
perhaps  quicker,  when  they  could  be 
treated  in  out-patient  departments  if  the 
out-patient  departments  had  the  proper 
services. 

4583.  (Chairman):  Coming  to  paragraph 
5,  in  paragraph  5 (a)  you  use  the  word 
“ designated ",  I am  fighting  rather  shy 
of  that  word.  It  means  in  this  connection 
simply  a hospital  which  is  said  by  the 
Regional  Hospital  Board  to  be  a special 

hospital  for  this  purpose? (Sir  Frederick 

Armer):  A hospital  prepared  to  receive 
such  patients. 

4584.  It  does  not  really  mean 
“ designated " with  any  legal  significance? 
Not  a formal  designation. 

4585.  In  5 (c)  you  say  “a  doctor 
approved  by  the  local  health  authority”. 
Do  you  think  that  that  procedure  is  par- 
ticularly desirable,  or  do  you  think  that 
it  might  be  better  to  have  some  sort  of 
regional  panel  of  qualified  persons; 
approved  by  the  Regional  Hospital  Board? 

1 have  no  strong  views  on  that,  Mr. 

Chairman.  The  point  is  the  local  health 
authorities  have  mental  health  officers  on 
their  staff,  they  have  to  for  their  various 
functions,  and  that  seemed  to  us  to  be  the 
simplest  procedure.  I imagine  if  you  had 
a regional  panel  it  would  be  a panel  of  the 
qualified  doctors  in  the  area,  who  would 
be  the  same  people. 

4586.  I see  certain  difficulties  about  areas 
so  small  as  one  municipal  or  one  county 
area  getting  a sufficient  number  of 
specialists.  The  other  question  I would 
like  to  ask  you  on  that  is  do  you  think 
that  the  Superintendent  or  doctor  of  the 
receiving  mental  hospital  might  or  might 
not  be  one  of  the  doctors  signing  these 

recommendations? 1 should  have 

thought  so  far  as  the  Ministry’s  hospitals; 
are  concerned  there  would  be  no  reason 
against  it,  so  far  as  I can  see  myself.  For 
the  private  hospitals,  no.  That  is  my  view. 

4587.  You  would  get  rid  of  the  present 

bar  against  one  of  the  certifying  doctors 
being  the  Superintendent  of  a receiving, 
public  mental  hospital? Yes. 

4588.  (Sir  Cecil  Oakes):  Might  I ask  a 
question  on  paragraph  5 (c).  By  “ a doctor 
approved  by  the  local  health  authority” 
you  did  not  mean  to  imply  that  the  doctor 
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must  be  employed  by  them? Not  neces- 

sarily, no. 

4589.  They  would  have  an  approved 

list? -Yes. 

4590.  It  might  consist  solely  in  individual 

cases  of  doctors  in  the  employment  of  the 
Hospital  Board  possibly? Yes. 

4591.  (Dr.  Thomas ):  Might  there  be  a 
danger  there  of  the  local  health  authority 
who  normally  employs  a doctor  in 
psychiatry  whose  main  interest  is  in  mental 
deficiency  using  him  for  this  service  which 
is  essentially  for  psychiatric  patients  in 

mental  hospitals? 1 am  a believer  in 

local  health  authorities  myself,  and  I think 
they  could  be  relied  upon  to  act  sensibly 
in  the  matter.  I should  not  have  thought 
myself  that  the  local  health  authority  would 
approve  a doctor  who  was  not  qualified  to 
do  the  job. 

4592.  (Dr.  Rees):  What  sort  of  doctors 

do  you  have  in  mind  for  this  task? A 

good  many  of  them  would  be  the  consul- 
tant psychiatrists  in  the  area.  Some  of 
them  I should  imagine  would  be  the  local 
health  authority’s  own  staff,  if  they  had 
qualified  staff  to  do  it. 

4593.  Supposing  a consultant  psychiatrist 
applied  to  go  on  this  list,  would  you  give 
the  local  health  authority  power  to  refuse 

him? This  certainly  implies  such  a 

power. 

4594.  It  implies  that  power? Yes. 

4595.  Some  of  these  doctors  would  be 

Assistant  Medical  Officers  of  Health? 

Yes. 

4596.  (Sir  Russell  Brain):  You  prefer 
that  to  having  a panel  set  up  by  the 

Regional  Hospital  Board? 1 have  no 

strong  views  upon  it.  It  seems  to  me  to 
be  a function  which  might  be  done  by  the 
local  health  authority,  but  I have  no  strong 
views  on  that,  so  long  as  there  is  somebody 
appointed  who  is  a suitably  qualified  medi- 
cal officer. 

4597.  (Sir  Cecil  Oakes):  Would  you  have 
in  mind  prescribing  regulations  to  control 
the  type  of  person  who  was  to  be  subject 
to  approval  and  the  qualifications  he  might 

possess? We  could  consider  that.  I 

should  not  have  thought  it  would  be  neces- 
sary myself. 

4598.  (Chairman):  In  sub-paragraph  (e) 
it  is  just  worthwhile  noting  in  passing  that 
you  mention  patients  in  single  care.  I 
suppose  under  the  suggested  procedure  of 
getting  rid  more  or  less  of  certification  the 
consigning  of  patients  to  single  care  would 
be  very  rare,  as  it  is  I suppose  very  rare 

now,  is  it  not? It  is  getting  less  and 

less,  yes.  The  number  is  reducing.  (Mr. 
Green):  The  actual  number  at  present,  my 
Lord,  is  about  60. 

4599.  Are  we  ready  to  come  now  to 
paragraph  6?  I think  you  suggest  there  that 


the  first  stage  of  detention  under  this  kind 
of  order  would  be  as  long  as  one  year,  and 
in  paragraph  8 that  there  should  be  no 
appeal  to  a judicial  authority  by  the  patient 
or  his  relatives  earlier  than  six  months  after 
admission  to  hospital.  In  the  first  place 
what  do  you  base  one  year  upon?  Is 

there  any  clinical  basis  for  it? (Sir 

Frederick  Armer):  We  are  suggesting  pro- 
cedure for  review  after  one  year,  which  is 
the  ordinary  procedure  now,  and  after 
another  year,  two  years,  three  years  and 
five  years.  We  are  simply  suggesting  that 
it  should  be  the  same  as  it  is  now.  Once 
the  patient  is  detained  it  should  be  recon- 
sidered in  any  case  by  somebody  at  the 
end  of  one  year. 

4600.  (Mr.  Bartlett) : What  would  be  the 
objection  to  an  earlier  review  than  twelve 

months? We  suggest  here  that  there 

should  be  a review  by  another  authority, 
the  justice,  at  the  end  of  six  months  if  the 
patient  desires  it. 

4601.  (Chairman):  We  will  come  to  the 

question  of  review  in  a moment,  but  it 
is  a question  of  the  period  of  initial  deten- 
tion. The  statistics  I have  seen  suggest  to 
me  that  the  number  of  discharges  as  cured 
or  improved  at  the  end  of  six  months  is  so 
much  larger  than  the  number  who  are  dis- 
charged in  the  same  way  in  the  second 
six  months  or  the  third  six  months,  and 
that  the  statistical  weight  of  evidence 
would  point  to  an  initial  period  of  six 
months  and  no  more. We  are  on  para- 

graph 6,  my  Lord,  are  we  not,  where  we 
say  “ The  authority  to  detain  to  last  one 
year  ”,  and  you  are  suggesting  it  should 
last  six  months  and  should  then  be 
reviewed. 

4602.  One  year  seems  to  me  to  be  rather 

long. (Dr.  Maclay):  Can  I say  a word 

about  this  six  months’  period  from  the 
clinical  side?  Although  the  percentage  of 
discharges  is  much  higher  in  the  first  six 
months  than  the  second  six  months,  if  you 
put  the  review  at  the  end  of  six  months 
you  are  pushing  the  doctor  a bit ; he 
would  have  to  make  up  his  mind  a bit  too 
soon.  It  is  much  easier  to  have  a year  in 
which  to  do  it.  I think  there  would  be 
patients  that  you  might  be  inclined  to  push 
forward  rather  than  keep  them  a bit  longer. 

4603.  There  would  be  just  a little  pres- 
sure for  six  months? Much  more  than 

if  it  were  a year. 

4604.  You  would  like  one  year  not  in 

the  sense  that  you  think  they  would  all  be 
detained  for  one  year,  but  in  order  to  give 
some  latitude  to  the  six  months,  eight 
months  and  nine  months? Yes. 

4605.  But  the  point  I am  really  doubtful 
about  is  the  second  one,  that  the  patient 
should  not  be  able  to  appeal  for  a judicial 
determination  until  the  end  of  six  months, 

What  is  your  ground  for  that?- (Sir 

Frederick  Armer):  It  is  really  a matter  of 
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opinion.  We  suggest  six  months  because 
of  a point  you  yourself  mentioned  just  now. 
In  the  first  six  months  a large  proportion 
of  the  patients  would  already  have  been  dis- 
charged, and  you  are  then  getting  on  towards 
the  patients  who  arc,  if  I may  so  call  them, 
chronic  patients,  and  some  of  them  are 
likely  to  be  detained  for  a long  time.  If 
you  had  a shorter  period — this  is  possibly 
more  a medical  matter  than  a general 
matter — it  is  possible  if  you  had  a three 
months  period  you  would  disturb  a patient 
who  might  otherwise  go  out  in  four  or 
five  months,  with  the  result  that  he  might 
be  there  two  or  three  months  longer.  Our 
main  point  is  that  it  ought  not  to  be  too 
soon  after  he  goes  into  the  hospital. 
Whether  it  is  three  months  or  six  months 
I do  not  think  we  should  have  any  strong 
views.  We  suggested  six  months  because 
that  seemed  a very  convenient  point  look- 
ing at  the  rate  of  discharge. 

4606.  Have  you  considered  the  public 

point  of  view,  or  the  legal  issues?  If  you 
had  a habeas  corpus  application  within  the 
six  months  you  would  have  nothing  to  pro- 
duce against  that  application  except  a 
recommendation  of  _ two  doctors  and  the 
consent  of  the  relatives? Yes. 

4607.  If  you  put  in  anything  like  a statu- 
tory bar  to  habeas  corpus  proceedings  I can 
well  imagine  a Government  losing  its  Bill 
in  the  House  of  Commons  on  that  issue. 

1 do  not  think  we  should  contemplate 

that  for  a moment.  What  we  do  contem- 
plate is,  as  you  say,  that  the  application 
backed  by  two  medical  recommendations 
should  be  the  authority  for  detention. 

4608.  Yes,  but  if  that  is  to  be  the  autho- 
rity for  detention  pleadable  against  a 
habeas  corpus  application,  that  may  be 

rather  much  to  swallow,  may  it  not? 

(Mr.  Green):  We  have  already  taken  that 
risk  to  a lesser  extent  with  the  non- 
volitional  patient  under  the  present  tem- 
porary patient  procedure,  for  twelve 
months. 

4609.  You  do  at  any  rate  have  what  is 
almost  equivalent  to  a medical  opinion  that 
the  man  is  unfit  to  plead  in  that  case? 
Yes. 

4610.  Which  ex  hypothesi  you  have  not 

in  this  case? Yes. 

4611.  How  does  this  accord  with  pro- 
ceedings by  the  Court  of  Protection?  Does 
their  office  want  judicial  proceedings  well 
within  the  six  months?  Are  you  not  open- 
ing the  way  to  an  entirely  separate  set  of 
proceedings  for  the  purpose  of  the  Court 

of  Protection? 1 do  not  think  it  would 

alter  the  present  position.  At  present 
except  for  questions  of  jurisdiction  the 
proceedings  for  the  appointment  of  a 
receiver  are  entirely  separate  and  uncon- 
nected with  the  procedure  under  the 
Lunacy  or  the  Mental  Treatment  Acts, 


4612.  But  the  Court  surely  in  an  appli- 

cation for  receivership  proceeds  on  the 
basis  of  the  evidence  of  the  certifying  doc- 
tors, does  it  not? No,  it  proceeds  on 

affidavit  evidence  except  in  small  cases, 
that  is,  on  written  evidence  on  oath  given 
usually  by  the  medical  officer  of  the 
hospital  in  which  the  patient  happens  to  be 
detained  or  treated.  Voluntary  patients 
and  those  not  subject  to  the  Lunacy  and 
Mental  Treatment  Acts  are  subject  to  that 
procedure  also.  I do  not  think  that  it 
would  alTcct  the  position  so  far  as  the 
Court  of  Protection  is  concerned. 

4613.  Even  if  you  had  a relative  applying 
to  the  Court  against  the  receivership  on  the 
ground  that  the  person  was  not  properly 

detained? One  assumes  that  he  would 

challenge  both  proceedings,  both  those  of 
the  Court  of  Protection  and  those  under 
the  Lunacy  or  Mental  Treatment  Act  at 
the  same  time,  but  there  are  two  different 
issues  involved. 

4614.  But  you  might  find  the  patient  quite 

disturbed  if  you  had  a judicial  proceeding 
of  that  kind,  might  you  not? Yes. 

4615.  After  all  the  Court  of  Protection 
— except  in  the  case  of  a voluntary  patient 
where  I presume  generally  there  is  no  con- 
tention— proceeds  on  the  basis  of  the  state 
of  things  resulting  from  a judicial  order 
upon  medical  evidence.  It  is  quite  entitled 
to  presume  that  the  man  is  properly  de- 
tained and  has  been  found  judicially  to  be 

properly  detained. The  Master,  of 

course,  would  be  the  best  person  to  answer 
a question  of  that  sort.  But  the  normal 
procedure,  as  I understand  it,  on  which  the 
Court  of  Protection  acts  is  for  the  Court 
to  be  independently  satisfied  of  the  patients 
state  of  mind,  quite  independently  of  his 
status  under  the  present  Lunacy  Act  or 
Mental  Treatment  Act,  although  it  may 
derive  its  jurisdiction  to  act  from  that 
status. 

4616.  It  is  true  the  Court  is  entitled  to 
consider  evidence  which  the  Ministry  would 
not  be  entitled  to  consider,  any  evidence  in 
the  last  two  years,  for  instance?  To  that 

extent  its  proceedings  are  independent. 

Its  proceedings  are  independent. 

4617.  But  it  is  entitled  to  take  into 
account  the  fact  that  the  man  is  detained 

under  a judicial  order. It  would  take 

that  into  account,  but  that  is  not  the 
evidence  on  which  the  Master  normally 
bases  his  decision  to  appoint  a receiver,  as 
I understand  it. 

4618.  He  wants  quite  different  evidence 
as  to  whether  he  should  appoint  a receiver? 
He  may  do,  except  in  small  cases. 

4619.  But  there  is  another  point  of  view. 
We  have  received  a lot  of  evidence  about 
the  desirability  of  a person  detained  in  a 
mental  hospital  having  his  affairs  in  proper 
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hands  immediately  without  even  the  delays 
which  occur  at  the  present  time.  If  you 
have  a situation  where  the  person  and 
bis  relatives  are  debarred  immediately  after 
he  gets  into  hospital  from  having  any  judi- 
cial decision  about  the  state  of  his  mind, 
do  you  not  make  it  even  more  difficult  to 
get  a very  early  arrangement  about  some- 
body taking  charge  of  his  affairs? 1 do 

not  think  there  would  be  any  greater  diffi- 
culty if  we  alter  the  procedure  for  admis- 
sion to  hospital  than  there  is  under  the 
present  circumstances. 

4620.  Except  the  legal  point  on  which 

you  have  rather  agreed  with  me,  that  under 
the  present  Act  the  man  is  practically  certi- 
fied to  be  unfit  to  plead. At  present  a 

temporary  patient  constitutes  a case  in 
which  the  Court  of  Protection  would 
clearly  be  satisfied  that  there  was  a need 
to  appoint  a receiver,  because  he  is  in  fact  a 
non-volitional  patient,  but  they  would 
normally  be  satisfied,  as  I understand  it, 
by  evidence  on  affidavit  of  that  fact  from 
the  doctor  in  charge  of  the  patient. 

4621.  {Chairman):  Although  the  doctor 
in  charge  in  this  case  would  be  only  able 
to  certify  that  this  man  is  ill  and  would 
benefit  from  six  months’  treatment?  He 
has  got  nothing  else  to  certify  to  the  Court 

of  Protection? He  would  deal  with  the 

issue  of  the  patient’s  capacity  to  manage 
his;  own  affairs. 

4621a.  ( Dr..  Rees):  At  the  present  time 
receivers  are  appointed  quite  frequently  for 

voluntary  patients,  are  they  not? Yes, 

for  people  suffering  from  mild  forms  of 
mental  illness  which  involve  their  capacity 
to  manage  their  affairs,  whether  they  are 
subject  to  the  Lunacy  and  Mental  Treat- 
ment Acts  or  not.  (Dr.  Maciay):  They 
can  also  be  appointed  for  people  who  are 
not  in  hospital  at  all. 

4622.  (Chairman):  Perhaps  I might  ask 
one  further  question.  What  is  the  degree 
of  loss  that  there  would  be  in  giving  a man 
a right  to  appeal,  say,  immediately  after 
a period  which  is  fixed  for  the  purpose  of 
observation?  We  have  had  recommenda- 
tions that  the  present  period  under  Section 
20  and  21 A of  17  days,  is  sufficient,  and 
we  have  had  recommendations  that  it  ought 
to  be  extended  to  21  days,  but  if  that 
•sort  of  period  is  sufficient  for 
diagnosis,  what  amount  of  damage  would 
be  caused  by  giving  the  patient  the  right  to 
appeal  at  once  after  that?  Might  it  not  be 
better  that  he  should  appeal  at  once  than 
that  he  should  wait  to  appeal  two  months 
afterwards,  from  the  point  of  view  of  the 

uncertainty  of  the  patient’s  mind? (Sir 

Frederick  Armer):  The  whole  purpose  of 
this  suggestion  of  ours  is  to  endeavour  to 
avoid  application  to  justices  at  all,  and  the 
earlier  you  have  the  right  of  appeal  to  the 
justices  the  less  valuable  that  side  of  the 
business  becomes.  I should  have  thought 
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myself  a month  was  too  early  and  that  at 
least  three  months  would  be  required.  We 
suggest  six  months  for  the  reason  I gave 
just  now ; I should  have  thought  one  month 
was  rather  short. 

4623.  I do  not  know  whether  your  view 
on  this  is  based  at  all  on  an  assumption 
as  to  the  character  of  the  judicial  order 
which  would  be  the  result  of  these  proceed- 
ings. I have  not  had  it  in  mind  that  it 
should  result  in  certification  on  the  present 
pattern.  I had  rather  in  mind  that  it  should 
simply  result  in  the  confirmation  of  the 

temporary  order. You  really  suggest 

one  month  instead  of  the  six  months  that 
we  suggest  here.  I should  have  thought  it 
was  too  early. 

(Chairman):  I have  your  view.  We  will 
not  press  you  further  on  it.  Are  there  anv 
other  questions? 

4624  (Dr.  Rees):  You  give  powers  of 
discharge  to  the  relative  or  next  of  kin, 
to  the  medical  officer  of  the  hospital,  the 
Visitors  of  the  Management  Committee  and 

the  Central  Board  of  Commissioners? 

Yes. 

4625.  All  those  people  would  have  the 

right  to  discharge  patients  the  day  after 
admission,  shall  we  say? Yes. 

4626.  That  being  the  case  you  feel  it  is 

exceedingly  unlikely  that  they  would  have 
all  connived  at  the  patient’s  illegal  deten- 
tion ; that  is  how  you  feel,  is  it  not? 

Yes. 

4627.  And  so  it  should  not  be  necessary 

to  give  the  patient  the  right  to  appeal  to  the 
magistrate  within  six  months? Yes. 

4628.  (Dr.  Thomas):  We  have  had  a 
good  deal  of  evidence  from  various  quarters 
that  any  kind  of  appeal  if  it  is  a judicial 
determination  should  be  very  formally 
carried  out.  The  suggestion  here  is  rather 
of  an  informal  character,  as  the  Chairman 

said,  confirmation  of  the  present  status? 

Yes. 

4629.  Would  you  be  satisfied  that  one 

justice  is  adequate  to  adjudicate  there? 

I should  think  so,  He  does  it  now  at  any 
rate. 

4630.  Yes,  he  does,  but  there  is  a certain 
amount  of  criticism  of  the  procedure  at 

present.  Are  the  Board  satisfied? We 

would  be  quite  satisfied  with  one  person, 

4631.  (Chairman):  I cannot  help  feeling 
rather  reminded  of  a friend  of  mine  who 
was  asked  to  be  chaplain  to  a school  which 
had  been  started  on  the  definite  basis  that 
there  should  be  no  religious  education,  and 
his  reply  was  “What  am  I to  do?  I can’t 
stand  about  the  school  looking  like  God!  ” 

I feel  that  the  justice  is  expected  to  stand 
about  now  looking  like  the  law,  but  not 

doing  very  much  about  it. We  suggest  in 

our  evidence  that  you  do  not  really  Want 
a justice  at  all. 
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4632.  But  there  is  a point  in  this  which 
is  father  worrying  me,  at  any  rate.  Where 
the  patient’s  family  is  unwilling  and  the 
patient  is  unwilling,  this  proceeds  on  the  basis 
of  a recommendation  by  the  duly  authorised 
officer,  in  other  words  it  is  incarceration 
by  an  official.  Do  you  feel  entirely  happy 
in  that  case?  I know  it  is  quite  true  that 
the  family  or  relatives  can  get  him  out,  but 
do  you  feel  entirely  happy  about  cases  being 
committed  to  confinement  purely  by 

administrative  procedure? It  has  to  have 

two  doctors’  recommendations. 

4633.  Yes,  I know,  but  even  so  . . . 

What  we  are  suggesting  is  that  the  condi- 
tions in  which  the  duly  authorised  officer 
might  act  on  his  own  initiative  should  be 
such  as  are  in  Section  14  of  the  Act  now, 
which  says  the  patient  is  not  under  proper 
care  and  control,  or  no  relations  or  friends 
am  able  or  willing  to  take  proceedings  by 
petition,  in  other  words  that  he  is  neglected. 

4634.  But  in  practice  you  construe  neg- 
lect as  a refusal  to  send  him  to  hospital,  do 

you  not? 1 think  all  we  are  suggesting 

is  that  where  now  the  duly  authorised  officer 
would  act  under  Section  14  under  the 
present  procedure,  within  three  days  instead 
of  calling  upon  the  justice  he  should  act  by 
getting  two  medical  recommendations ; 
somebody  would  have  to  initiate  the  pro- 
cedure where  a patient  was  dangerous,  or 
difficult,  and  had  no  relatives  or”friends. 

4635.  You  would  not  give  the  duly 

authorised  officer  power  to  go  against  the 
operative  family? No. 

4636.  Without  judicial  authority? 

(Mr.  Green):  No;  we  would  suggest  that 
the  conditions  in  which  official  intervention 
is  possible  should  be  very  carefully  pre- 
scribed as  Sir  Frederick  has  said. 

4637.  These  proposals  do  mean,  do  they, 

that  you  would  get  rid  of  Section  20  and 
21  of  the  Act  and  the  duly  authorised  officer 
would  act  under  Section  14? — — (Sir 

Frederick  Armer):  Yes,  this  would  be  the 
normal  procedure.  You  would  not  want 
Section  20,  but  you  would  still  want  some 
procedure  for  the  person  who  is  wandering 
at  large,  and  has  to  be  taken  under  care 
straight  away,  and  once  he  was  taken  under 
care  in  a place  of  safety  this  procedure 
we  suggest  would  operate. 

4638.  One  other  question  on  this  order 
of  things.  We  have  had  a good  deal  of 
evidence,  especially  from  the  London  area, 
advocating  the  universal  employment  of  the 
observation  ward  technique,  and  that  all 
patients  should  be  sent  initially  to  the 
observation  ward.  Some  evidence  has 
suggested  that  the  observation  ward  should 
not  be  attached  to  the  mental  hospital. 
Obviously,  even  if  it  is  desirable,  that  is  a 
somewhat  remote  idea  in  a good  many  parts 
of  the  country,  but  what  is  your  view 
about  the  desirability  of  making  the  obser- 


vation ward  system  universal? The 

normal  procedure  now  in  a mental  hos- 
pital would  be  for  admission  under  obser- 
vation. If  it  is  suggested  for  the  future 
that  you  should  have  observation  centres 
at  other  hospitals  and  none  in  mental  hos- 
pitals we  should  be  against  that ; it  would 
be  waste  of  money.  At  the  same  time  we 
are  encouraging  the  setting  up  of  what  we 
call  psychiatric  units  in  ordinary  hospitals 
to  take  the  pressure  off  mental  hospitals, 
and  also  to  deal  with  short  term  disturbed 
cases,  and  so  on.  (Dr.  Maclay ):  I do  not 
feel  one  has  to  have  a very  strong  policy 
about  it,  because  I think  it  depends  on 
the  geographical  distribution  of  the  popula- 
tion. I think  there  may  be  something  to 
be  said  for  observation  wards  in  a place 
like  London,  or  a big  city,  particularly  if 
there  is  no  convenient  mental  hospital  in 
the  area.  Otherwise  I think  it  is  better  to 
have  observation  beds  situated  in  the 
mental  hospital  so  that  the  patient  can  get 
the  advantage  of  the  full  range  of  treatment 
right  away,  and  so  that  you  do  not  have 
to  be  pushed  to  get  people  out  in  the 
necessary  time  ; they  remain  where  they  are, 
and  when  they  change  their  status  to  volun- 
tary patient  they  do  not  change  their 
doctor  and  they  do  not  change  their  hos- 
pital. But  I would  not  say  that  observation 
wards  in  general  hospitals  are  wrong  every- 
where, T think  there  are  places  where  they 
are  needed. 

4639.  I am  afraid  now  we  are  probably 
coming  to  a very  much  more  difficult  ques- 
tion. I hope  nothing  I say  will  be  taken  to 
mean  that  we  have  made  up  our  mind  on 
any  point,  or  even  reached  a provisional 
conclusion,  but  I think  doubt  has  arisen  in 
the  minds  of  some  of  us  whether  there  is 
really  any  justification  legally  or  scien- 
tifically for  the  present  distinction  between 
mental  deficiency  and  mental  illness,  and 
whether  the  procedure  which  we  have  been 
discussing  on  mental  illness  is  not  equally 
suitable  for  mental  deficiency.  I know  that 
is  a big  question,  but  perhaps  you  would 

like  to  give  us  some  views  on  it. (Sir 

Frederick  Armer) : We  have  in  our  evidence 
suggested  that  for  mental  deficiency  there 
should  be  a closer  approach  to  the  mental 
illness  procedure,  and  if  our  suggestion  were 
adopted  you  would  through  a good  deal  of 
the  range  have  a similar  procedure.  We 
have  suggested  that  parents  should  be  able 
to  place  their  mentally  defective  children  in 
institutions  voluntarily,  and  should  then  be 
able  to  take  them  out,  but  it  would  break 
down  I think  when  you  get  to  the  question 
of  discharge  at  any  rate  of  mental 
defectives,  because  there  would  be  a larger 
proportion  of  mental  defectives  whom  it 
would  be  unwise  to  discharge,  those  who 
arc  detained  for  a special  reason,  because 
they  are  dangerous  to  the  community  and  so 
on,  but  apart  from  that  there  is  no  reason 
why,  as  far  as  I can  see,  up  to  a certain 
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point  the  procedures  should  not  be  exactly 
the  same. 

4640.  Yes,  but  on  that  point  of  discharge, 
would  you  develop  your  statement  that  there 
would  be  a larger  proportion  of  mental 
defectives  who  ought  not  to  be  allowed  out 
into  the  community  than  there  would  be  of 
the  mentally  ill  people? — — I think  that 
under  the  procedures  that  we  have  suggested 
there  would  be  more  cases  where  you  would 
require  an  application  for  a detention  order 
in  the  case  of  mental  defectives  than  you 
would  for  the  mentally  ill.  For  example  I 
do  not  think  we  could  envisage  ourselves  a 
right  of  the  parent  or  guardian,  as  you  have 
now  on  the  mental  illness  side,  to  take  any 
mental  defective  out  of  a hosiptal.  You 
would  have  to  have  a barring  certificate, 
and  a barring  certificate  would  have  to  be 
used  much  more  frequently  in  cases  of 
mental  deficiency. 

4641.  It  would  have  to  be  used  more 
frequently?  Do  you  mean  that  parents 
would  be  more  apt  to  ask  to  have  their 
child  out  from  the  mental  deficiency 
hospital  when  in  his  degree  of  defect  it  may 
be  really  almost  impossible  to  deal  with  him 

in  the  home? No,  I do  not  think  so. 

I do  not  think  the  difficulty  would  arise 
with  the  very  low-grade  defective.  It 
would  arise  more  with  the  _ high-grade 
defectives  where  perhaps  there  is  a danger 
in  the  procedure  which  has  been  suggested. 
You  would  get  cases  of  petty  crimes  where 
the  parents  would  say,  “Will  you  please 
have  this  patient  in  a mental  deficiency 
institution?  ” and  as  soon  as  the  noise  has 
disappeared  they  think  they  would  like  him 
out  again  ; that  is  a case  where  the  authori- 
ties might  say  that  this  person  ought  to  be 
detained. 

4642.  You  are  speaking  now  of  the 
delinquent  who  has  been  before  the  Court? 

Or  before  he  gets  before  the  Court. 

His  parents  find  him  getting  into  trouble, 
and  they  ask  for  treatment,  but  if  you  allow 
them  to  take  him  out  if  they  wish,  you 
might  have  to  have  some  barring 
certificate.  In  any  case,  I think  a barring 
certificate  procedure  would  be  necessary 
for  patients  under  order.  Dr.  Maclay 
might  advise  on  it  better  than  I could, 
but  I think  it  would  be  placing  rather  a 
'difficult  task  on  the  Medical  Superintendent 
if  he  was  continually  having  to  issue 
barring  certificates,  and  that  is  where  I 
think  the  comparison  between  the  two 
would  break  down. 

4643.  (Mr.  Bartlett ):  Would  it  not  be 

necessary  to  retain  some  semblance  of  a 
barring  certificate  even  in  the  case  of  mental 
illness? Yes. 

4644.  Then  it  is  only  the  question  of  the 
extent,  is  it  not,  to  which  it  is  used,  and  if 
the  barring  certificate  is  to  be  retained  in 
the  case  of  mental  illness  it  would  also  be 
retained  in  the  case  of  mental  deficiency, 
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where  it  could  be  used  more  extensively? 

We  have  not  got  it  now  on  the  mental 

deficiency  side.  What  we  are  suggesting  is 
that  if  the  defective  patient  is  under  order 
parents  would  have  the  right  to  apply  for 
discharge,  not  the  right  to  order  discharge, 
and  we  think  that  that  procedure  would 
have  to  be  looked  at,  because  you  always 
have  a large  number  of  cases  of  mental 
defectives  who  are  in  the  hospitals  under 
legal  detention.  (Dr.  Maclay ):  We  have 
already  mentioned  the  delinquent  defective. 
You  would  also  need  the  power  to  keep 
defectives  in  the  institution  in  order  to  avoid 
their  being  exploited,  and  you  do  get  a 
large  number  of  unsatisfactory  parents  who 
would  exploit  them. 

4645.  (Chairman):  Is  it  easier  for  the 
parents  to  exploit  a mentally  defective  child 

than  an  intelligent  child? 1 should  have 

thought  so,  certainly.  Another  difference 
between  mental  hospital  patients  and  mental 
defectives  is  that  the  age  is  quite  different. 
There  are  so  many  younger  people  in 
mental  deficiency  institutions  in  the  age  of 
adolescence,  whereas  in  the  mental  hospital 
the  age  group  is  very  much  older. 

4646.  When  you  say  “ exploit  ” you  may 
mean  exploit  by  over-working  in  the  home, 
or  you  may  mean  exploit  by  putting  the  per- 
son in  employment  and  taking  his  wages. 
There  are  worse  things  than  that  I know, 
but  so  far  as  the  high-grade  mental  defective 
is  concerned,  he  is  no  more  liable  to  give  his 
wages  to  his  parents  than  a perfectly  normal 

child,  is  he? (Sir  Frederick  Armer ):  I 

think  we  put  more  emphasis  on  the  delin- 
quent than  on  the  exploitation. 

4647.  (Lady  Adrian ):  Are  you  thinking  of 
the  high-grade  defective  who  is  possibly 
leaving  a residential  special  school  and  needs 
further  training,  but  whose  parents  want  to 
have  him  back  for  the  immediate  money  he 
would  earn,  which  may  not  be  to  his  best 

advantage? (Dr.  Maclay ):  That  would 

be  one  type,  and  the  other  type  are  those 
that  you  have  given  a tremendous  amount 
of  trouble  to,  getting  them  to  see  things  the 
right  way,  and  they  are  perfectly  happy  in 
the  institution  but  the  parents  want  to  take 
them  away  and  put  them  back  in  the  en- 
vironment where  you  know  perfectly  well 
the  work  which  is  being  done  is  going  to  be 
ruined. 

4648.  (Mrs.  Braddock) : Do  you  not  think 
that  if  you  gave  the  parents,  or  other  per- 
son applying  for  them  to  be  released,  more 
actual  information  than  is  given  at  the 
moment  it  would  save  a lot  of  the  pressure 
that  is  put  on  by  the  people  making  the 
application?  Do  you  not  realise  that  you 
do  not  give  the  people  sufficient  information 

about  the  person  detained? Any  parent 

should  always  be  able  to  have  an  interview 
with  the  doctor  in  charge  of  the  person, 
and  I do  not  know  of  that  not  occurring 
myself. 
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4649.  But  it  is  not  just  having  an  inter- 

view, it  is  what  they  are  told  at  the  inter- 
view. I am  certain  that  if  parents  were 
told  of  the  actual  condition  of  the  detained 
person  and  shown  the  difficulties  there 
would  be  if  they  were  released  there  would 
not  be  so  much  difficulty.  I find  that  very 
little  information  is  actually  given  to  the 
parents  of  the  mental  defective  who  is  de- 
tained.  1 think  they  should  be  given 

adequate  information.  Perhaps  it  is  the 
fault  of  the  doctors  ; I do  not  think  we  give 
half  enough  information  when  a patient  is 
to  have  a surgical  operation. 

4650.  It  is  the  fault  of  the  Board  of  Con- 
trol as  well,  because  any  of  us  who  are  en- 
titled to  ask  for  information  know  that  when 
we  get  a letter  we  get1  the  full  statement  but 
it  is  always  marked  “ Private  and  Confiden- 
tial ” and  we  are  asked  not  to  divulge  it  to 
the  person.  When  you  are  being  continually 
interviewed  by  a relative  of  the  mental  de- 
fective, and  you  agree  to  get  the  informa- 
tion, you  are  rather  afraid  to  give  them  the 
information  that  the  Board  of  Control  has 
given  you  because  the  Board  of  Control  has 
not  given  it  to  them.  I know  numbers  of 
cases  of  that  sort,  and  I am  certain  that  if 
the  parents  were  taken  more  into  confidence 
and  told  the  actual  difficulties  they  would 
not  want  to  accept  the  responsibility  of 

having  the  delinquent  at  home. (Mr. 

Green):  That  would  be  to  encourage  the 
parent  to  have  the  child  or  defective  treated. 
But  as  I understood  your  question,  if  you 
had  a procedure  whereby  the  parents 
voluntarily  place  the  defective,  in  that  case 
quite  clearly  in  our  view  the  parents  ought 
to  have  the  right  to  take  that  patient  out. 
But  you  get  a lot  of  cases,  or  a number 
of  cases,  where  the  defective  is  taken  under 
care  merely  because  of  a difficult  home  and 
the  problem  of  the  parents,  and  in  that  case 
it  is  quite  clearly  important  not  to  allow 
the  parent  to  take  the  patient  out. 

4651.  (Chairman):  So  far  as  children  are 
concerned  ought  that  not  now  to  be  dealt 
with  under  the  Children  Acts?  To  deal 
with  the  unsatisfactory  home  you  have 

powers  under  the  Children  Acts? Yes, 

but  there  are  others  past  that  age,  the  older 
patient  who  is  mentally  defective  may  have 
to  be  taken  under  care  to  escape  the  parents, 
and  in  that  case  there  ought  not  to  be  a 
right  of  discharge  to  the  parent.  There  could 
be  a right  to  apply  for  discharge,  not  an 
absolute  right  as  you  have  on  the  mental 
illness  side  to  order  discharge. 

4652.  (Dr.  Thomas):  The  field  of  the 
problem  that  Dr.  Maclay  was  referring  to  is 
essentially  that  where  the  parents  and  the 
background  of  the  family  generally  is  of  a 
sub-cultural  type,  and  they  cannot  really 
appreciate  the  medical  explanation  of  the 
extent  of  the  mental  deficiency,  is  not  that 
the  case?- — (Dr.  Maclay ):  Yes,  and  one  has 
also  got  private  information  which  it  would 
be  quite  improper  to  give,  not  only  improper 
but  harmful  and  hurtful.  (Mr.  Green ) : So 
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much  of  the  information  affects  the  parents 
themselves,  and  that  is  why  we  say  it  should 
not  be  passed  on. 

4653.  (Chairman)-.  One  of  my  difficulties, 
speaking  personally,  is  that  I have  no  clear 
idea  of  what  the  body  of  high-grade  mental 
defectives  in  a mental  deficiency  institution 
is  like.  Quite  obviously  you  have  a certain 
number  of  people  suitable  or  nearly  suitable 
for  admission  to  Rampton  and  with  various 
degrees  of  criminal  propensities  and  so  on. 
You  have  a large  number  of  merely  _ in- 
adequate, high-grade  defectives  who  might 
be  subject  to  exploitation,  and  you  have 
the  emotionally  disturbed,  to  use  your 
phrase,  who  might  be  an  awful  nuisance  in 
society,  but  society  ought  not  to  find  it  im- 
possible to  deal  with  that.  I do  not  know 
whether  you  could  help  me,  Dr.  Maclay, 
to  get  some  sort  of  focus  on  this  problem? 

(Dr.  Maclay ):  I think  you  focused  it 

admirably.  I do  not  think  I can  add  to 
what  you  have  said. 

4654.  You  said  a moment  ago  that  the 
patients  were  perfectly  happy  in  a strictly 
controlled  society,  and  the  parents  want  to 
get  them  out  into  less  controlled  society 
where  you  know  they  will  be  much  less 
happy,  but,  after  all,  the  object  of  a mental 
deficiency  institution  is  in  due  course  to  get 
them  out  into  the  environment  where  they 
will  probably  be  less  happy?  I remember 
an  old  bachelor  professor  at  a selection 
committee  at  the  university,  after  listening 
to  a candidate  for  a post  describing  how  you 
ought  to  bring  children  up  in  a happy 
atmosphere,  burst  out  as  the  candidate  went 
out  of  the  room  and  said,  “ Nonsense, 
nonsense,  you  ought  to  bring  children  up  to 
expect  to  be  unhappy  ” ! Ido  feel  a little 
like  that  about  the  happiness  of  the  high- 

grade  defective  in  the  institution. 1 do 

not  think  that  I ever  intended  to  say  that 
because  they  are  happy  in  the  institution 
they  should  stay  in  the  institution.  What 
I intended  to  say  was  that  they  were  con- 
tent to  stay  in  the  institution  until  the  time 
when  they  would  be  ready  to  go  out ; they 
were  not  themselves  unhappy  in  the  insti- 
tution and  pressing  to  get  out  of  it,  but  they 
were  content  to  take  the  life  that  they  were 
living  there,  and  looking  forward  indeed  to 
the  time  when  they  would  come  out. 

4655.  (Lady  Adrian):  They  would  not 

necessarily  go  back  to  their  home  surround- 
ings?  (Dr.  Maclay):  Not  necessarily; 

and  they  would  be  a great  deal  less  unhappy 
than  if  they  were  in  the  wrong  surroundings. 

4656.  ( Chairman ) : In  the  sphere  of  mental 
deficiency  that  strikes  me  as  the  moment 
where  you  probably  want  a judicial  decision, 
or  a decision  of  some  impartial  authority. 

If  there  is  a conflict  between  the  parents 

and  the  hospital  authority,  you  mean? 

4657.  Yes,  on  the  question  whether  the 
child  ought  to  go  out,  and  to  whom.  I am 
a little  puzzled  as  to  what  advice  the 
hospital  actually  follows  or  how  it  forms 
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its  own  opinion  about  the  facilities  for  con- 
trol of  employment  outside.  It  may  be 
easy  enough  in  a fairly  compact  town  with 
a more  or  less  compact  community,  but  if 
ou  are  dealing  with  a county,  and  you 
ave  got  to  consider  a small  industrial  town, 
with  countryside  and  farms,  as  a possible 
environment,  what  sort  of  advice  does  the 
hospital  go  on  in  getting  these  patients  out? 
(Sir  Frederick  Arrner):  The  normal  pro- 
cedure is  to  send  them  out  on  licence  first 
of  all.  I think  I am  right  in  saying  that 
in  a good  many  areas  the  hospital 
authorities  do  consult  with  the  local  labour 
exchanges.  (Dr.  Mciclay ):  And  the  Disable- 
ment Resettlement  Officers  of  the  Ministry 
of  Labour.  And  of  course  the  hospitals 
have  their  social  workers  who  sometimes 
have  been  able  to  find  jobs.  (Sir  Frederick 
Armer):  The  social  worker  does  very  often 
find  jobs  through  the  labour  exchange 
organisation. 

4658.  Are  there  any  considerable  number 
of  something  more  developed  than  occupa- 
tional centres,  controlled  workshops  of  the 
type  of  Remploy,  for  instance,  run  by  local 

authorities? (Dr.  Mciclay ):  Not  run  by 

local  authorities,  because  a mentally  de- 
fective person  going  into  the  community  can 
be  registered  as  a disabled  person  under  the 
Disabled  Persons  Act,  and  has  the  benefit 
of  the  full  range  of  services  under  that  Act, 
including  Remploy  factories,  so  that  it 
would  not  look  as  if  it  was  right  to  start 
a completely  new  scheme  for  mental  de- 
fectives. I also  think  that  inside  the 
hospitals  there  is  a big  change  taking  place 
n the  way  of  a much  greater,  appreciation 
hat  bootmaking  and  farm  work  may  be 
lighly  skilled  work,  whereas  in  most 
actories  they  can  find  some  kind  of  work 
where  they  can  employ  mental  defectives 
just  as  effectively,  or  pretty  nearly  as 
effectively,  as  people  who  are  not  defective 
on  less  skilled  repetitive  work. 

4659.  (Dr.  Thomas ):  And  of  course  quite 
a proportion  of  your  patients  do  themselves 
find  their  own  jobs,  do  they  not? 

4660.  (Chairman):  Of  course  we  have 
been  told  that  there  are  many  people  in 
mental  deficiency  institutions  nowadays  who 
are  highly  employable,  and  that  they  are 
kept  in  mental  institutions  for  other  reasons. 
(Lady  Adrian):  Is  one  of  the  reasons  not 
that  the  homes  are  very  often  unsatisfactory, 
more  often  than  for  tne  normal  population, 
and  that  the  defectives  remain  like  children, 
and  therefore  are  not  able  to  cope  with  the 
situation  as  a truly  adult  person  would  be? 

1 agree  that  is  so,  and  I think  opinions 

must  vary  about  the  correct  time  to  dis- 
charge a patient.  If  I were  to  take  every 
mother  who  had  a baby  and  shoot  her  out 
of  hospital  the  day  after  she  had  the  baby, 
a large  number  would  be  perfectly  all  right, 
but  I do  not  think  it  would  be  the  right 
thing  to  do ; but  that  of  course  is 
exaggerating. 


4661.  (Dr.  Thomas ):  Although  the  view 
you  are  expressing  has  been  a difficult  one 
in  the  high-grade  mental  defective  field,  is 
it  not  a fact  that  these  people,  while  the 
essential  problem  we  are  concerned  with 
now  is  with  regard  to  detention,  could 
equally  well  be  dealt  with  in  mental 
hospitals?— — Would  you  mind  repeating 
that? 

4662.  Shall  I pinpoint  it  by  saying  I mean 

the  aggressive  psychopaths? You  mean 

they  would  be  equally  well  dealt  with  in 
mental  hospitals? 

4663.  In  a mental  hospital  as  well  as  in 

a mental  deficiency  hospital? It  is 

extremely  difficult  to  answer  that  question. 
Although  their  conduct  may  be  much  the 
same,  the  stupider  ones  are  better  treated 
in  mental  deficiency  institutions  and  the 
higher  range  might  quite  possibly  be  better 
treated  in  mental  hospitals. 

4664.  Can  we  deal  with  the  actual  problem 
of  the  control  of  the  patient  as  regards 
training.  Would  you  then  agree  that  the 
essential  difference  between  the  two  is  this 
more  prolonged  form  of  detention  that  is 
available  in  the  mental  deficiency  sphere 

at  present? 1 think  the  less  intelligent 

kind  would  require  a long  period  of  habit 
training,  and  the  more  intelligent  you  could 
deal  with  more  quickly  by  a process  of 
reasoning.  But  I qualify  that  by  saying  that 
I think  that  when  a patient  is  unwilling, 
even  if  he  has  a high  degree  of  intelligence, 
a long  process  of  habit  training  may  be 
required. 

4665.  Is  the  Board  happy  with  that  solu- 
tion of  the  problem,  namely  that  we  keep 
people  of  normal  intelligence  but  abnormal 
conduct — behaviour  problems  in  other 
words- — in  mental  deficiency  hospitals  rather 

than  in  mental  hospitals? (Sir  Frederick 

Armer):  I think  we  should  take  the  view 
that  we  should  do  away  with  all  designa- 
tions of  this  hospital  or  that  hospital,  and 
leave  it  to  the  Regional  Hospital  Board  to 
decide  where  the  patient  would  be  befit 
treated.  (Dr.  Maclay):  A lot  of  the  dis- 
content that  exists  at  the  present  time  is 
because  the  high-grade  patients  have  not 
been  given  proper  segregation  and  the 
proper  special  training  that  they  ought  to 
have,  and  those  difficulties  are  caused  by 
shortage  of  accommodation.  I cannot 
believe  that  there  would  be  half  as  much 
discontent  if  it  had  been  possible  to  treat 
the  high-grade  patients  in  special  ways.  I 
am  not  saying  necessarily  they  should  be  in 
entirely  separate  hospitals,  but  they  should 
have  special  attention. 

4666.  I was  going  to  ask  you  that  speci- 
fically. In  the  administration  ‘ of  any 
hospital,  if  it  is  beyond  the  optimum  of 
perhaps  800  or  900  beds,  you  come  up 
against  a very  difficult  problem  of  adminis- 
tering a large  group  or  people  at  different 
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mental  levels,  not.  so  much  with  regard  to 
their  work  and  their  treatment  in  general, 
but  as  to  their  recreational  facilities.  What 
do  you  feel  about  that?  Do  you  feel  the 
high-grade  patient  should  be  in  a different 
establishment  entirely  from  the  low-grade 

patient?- 1 feel  very  strongly  that  if  they 

are  going  to  be  in  the  same  establishment 
they  ought  to  be  segregated  preferably  by 
some  distance ; and  that  their  recreations 
and1  such  like  ought  to  be  separated  from 
those  of  the  idiots  and  imbeciles. 

4667.  That  in  practice  does  mean  that  you 
are  delineating  entirely  the  grades  of 
patients,  so  that  you  ought  to  have  different 

hospitals? First  of  all  the  difficulties  that 

have  to  be  got  round  are  difficulties  of  staff 
and  doctors.  I do  feel  that  grouped 
hospitals  are  quite  all  right ; you  should 
have  one  here  for  one  type,  and  one  nearby 
for  another  type,  and  the  staff  should  work 
together,  that  is  what  I would  like  to  see. 

4668.  ( Lady  Adrian ):  Under  the  one 

Hospital  Management  Committee? Yes. 

4669.  ( Chairman ):  There  was  I think  a 
time  some  twenty  years  ago  when  a Board 
of  Control  Committee  recommended  a 
reduction  in  the  mechanisation  of  mental 
deficiency  institutions  with  regard  to  such 
matters  as  laundries  and  so  on — that  there 
should  be  less  machinery.  Was  that  part 
of  the  economy  craze,  or  was  it  due  to 

fear  of  accidents? (Sir  Frederick 

Ar/ner ):  It  was  because  they  thought  that 
work  by  hand  was  good  for  the  patient  as 
part  of  his  character  training. 

4670.  But  as  you  have  just  said,  it  is  very 
often  much  easier  to  employ  the  higher  or 
medium-grade  defective  in  repetitive  factory 
operations  than  it  is  on  the  skilled  crafts? 
(Dr.  Maclay ):  Yes. 

4671.  (Dr.  Thomas):  Is  it  not  the  case 

that  throughout  the  mental  deficiency 
hospitals,  by  and  large  now,  as  far  as 
possible  industrial  practices  are  applied  even 
in  maintenance  departments  such  as  the 
laundries?  They  do  install  modern 

machinery? (Sir  Frederick  Armer):  We 

have  appointed  a laundry  adviser  in  the 
Ministry  of  Health  who  goes  round  advis- 
ing on  how  to  bring  laundries  up  to  date, 
in  accordance  with  the  latest  commercial 
practice. 

4672.  (Dr.  Thomas):  That  does  not  inter- 

fere with  the  training  of  the  patient 
normally (>  it  merely  means  that  the  patient 
is  there  in  training,  subsidiary  to  the  paid 
staff?' Yes. 

4673.  (Chairman):  There  is  one  question 
on  the  subject  of  mental  deficiency  from  the 
point  of  view  of  the  legal  framework  into 
which  we  are  going  to  fit  it,  which  puzzles 
me  very  much.  In  the  course  of  this  last 
year  I have  never  heard  a reason  given 


which  appealed  _ to  me  as  having  any  sub- 
stance at  all  with  regard  to  the  qualifica- 
tion “arising  at  the  age  of  18  ” or,  indeed, 
with  regard  to  any  age  limit.  What  is  the 
practical  reason  for  this?— — I should  have 
thought  it  was  an  attempt  to  distinguish 
in  the  adult  between  the  type  of  person 
who  was  an  intentional  criminal  and  the 
person  who  could  not  help  it.  The 
characteristics  you  get  in  the  person  deter- 
mined to  be  a criminal  and  the  person  who 
cannot  help  being  a criminal  are  the  same 
in  the  adult ; and  the  only  way  that  the 
framework  of  the  law  can  distinguish  them, 
to  make  quite  sure  that  the  person  who  is 
a criminal  or  has  anti-social  tendencies  is 
really  not  responsible,  is  to  try  to  find  out 
whether  he  had  those  tendencies  when  he 
was  young. 

4674.  Surely  that  argument  was  smashed 
when  the  word  “ arrested  ” was  inserted, 
because  I may  be  no  less  incapacitated 
from  doing  right  by  encephalitis  at  the  age 

of  19  than  at  the  age  of  16? 1 am  just 

trying  to  deal  with  what  I think  was  the 
reason  for  the  age  limit  of  18.  We  started 
off  by  saying  “ at  an  early  age  ” ; I think 
that  was  the  purpose  of  it,  to  try  to  make 
quite  sure  that  the  person  going  to  be 
detained  was  a person  who  was  really 
incapacitated,  disabled,  from  an  early  age, 
either  from  birth  or  from  an  early  age. 

4675.  And  the  fact  that  his  intelligence 
quotient  is  something  like  70  or  65  does 

not  have  any  legal  significance? No,  it 

has  no  significance  there,  but  it  has  signi- 
ficance when  you  get  the  higher-grade 
mental  defectives.  WThat  brings  the  patient 
under  notice  is  anti-social  behaviour  rather 
than  anything  else.  I should  think  you 
want  some  measure  of  incapacity  at  an 
early  age,  otherwise  I do  not  see  how  you 
can  distinguish  between  the  person  who  is 
a criminal  by  choice,  and  the  person  who 
cannot  help  it. 

(Chairman):  This  is  rather  frightening.  If 
I presume  that,  in  a person  of  anti-social 
behaviour,  it  is  not  his  own  fault  because 
he  exhibited  it  at  the  age  of  15,  it  would 
lead  to  a number  of  undesirable  conclusions. 

4676.  (Sir  Cecil  Oakes):  Is  there  no 

medical  reason  why  “ from  birth  or  from 
an  early  age  ” and  “ before  the  age  of 

18  ” were  inserted  in  the  various  Acts? 

(Dr.  Maclay):  I think  it  was  because  there 
is  development  of  mind  up  to  the  age  of, 
say,  16,  and  thereafter  it  depends  much 
more  on  experience,  but  the  actual  develop- 
ment only  goes  on  for  that  length  of  time. 
Byt  as  the  Chairman  has  just  said  one  can 
see  cases  amongst  adults  where  a change  in 
the  personality  has  occurred  in  adult  life 
after  an  attack  of  sleeping  sickness,  head 
injuries,  or  a variety  of  causes. 

4677.  It  would  be  medically  undesirable 
in  the  latter  class  of  case  that  they  should 
be  associated  with  cases  of  mental  defect 
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which  had  arisen  in  earlier  years,  would 

;t? I do  not  know  that  it  would.  I 

would  much  rather  have  the  classification 
from  the  point  of  view  of  the  medical  need 
of  the  patient  than  according  to  whether 
he  was  so-called  defective  or  not.  ( Sir 
Frederick  Armer ):  Surely  any  person  who 
had  a disease  later  in  life  would  be  classi- 
fled  as  a mentally  ill  person,  not  as  a 
mental  defective.  I think:  the  term 
“ detect  ” involves  some  disablement  ot  the 
mind  at  an  early  age.  (Mr.  Green) : I have 
always  understood  the  legal  reason  for  the 
adoption  of  the  age  18  to  be  that  you  could 
measure  the  arrest  of  development  of  mind 
before  that  age,  and  you  could  not  measure 
it  afterwards,  because  there  was  no 
development. 

4678.  (Chairman):  But  was  not  that 

theory  dependent  upon  the  belief  in  tne 
prognostic  value  of  intelligence  tests . 

(Dr.  Maclay):  Yes,  but  they  still  remain 
our  most  reliable  guide. 

4679.  Do  you  mean  the  intelligence  test 
can  measure  the  difference  in  a child  s 
intellect  before  and  after  an  accident,  and 
cannot  measure  the  adult  s?  I know  of 

course  a child  is  a passive  study.- It  is 

change  in  the  personality  of  the  child 
rather  than  change  in  intelligence. 

4680.  (Dr.  Thomas ) : Is  there  not  another 
virtue  in  this  age  of  18  years  whatever 
limit  is  chosen,  in  this  sense,  that  there 
are  many  deteriorating  nervous  diseases  in 
the  adult  in  which,  incidentally,  the  patient 
can  pass  through  the  phases  of  being  a 
mentally  defective  person  of  various  grades, 
and  is  it  not  a means  of  protecting  people 
from  being  regarded  for  a kind  of  adminis- 
trative convenience  as  defective  people,  that 
this  age  limit  is  put  in?  I think  that  is 


4681.  (Sir  Russell  Brain):  Is  not  this 
really  the  position.  In  the  vast  majority 
of  cases  what  is  called  mental  defect  arises 
either  before  birth,  at  birth,  or  within  a 
very  short  time  after  birth.  There  are 
some  quite  exceptional  cases— you  hardly 
ever  see  encephalitis  lethargica  nowadays- 
in  which  that  occurs  later,  but  when  it  does 
so  up  to  the  age  of  16  or  18,  the  general 
characteristics  of  those  individuals  more  re- 
semble  mental  defect  acquired  m the  first 
few  years  of  life  than  they  do  mental  dis- 
orders, which  we  see  developing  in  adult 
life ; and  there  is  a broad  and  useful 
clinical  distinction  on  which  this  legal  dis- 
tinction is  based.  I do  not  know  how  far 
you  would  agree  with  that. — —Yes,  I think 
I would  agree  with  that  entirely.  In  the 
case  of  children,  it  seems  to  me  unnecessary 
to  have  special  places  for  psychotic 
children  and  other  places  for  mentally  de- 
fective children;  that  distinction  between 
illness  and  defect  in  children  is  one  which 
it  is  almost  impossible  to  make,  at  least 


as  to  how  they  should  be  treated.  It  has 
never  seemed  to  me  to  matter  whether 
treatment  of  psychotic  children  should  be 
in  a mental  deficiency  institution  or  a 
mental  hospital. 

4682.  (Dr.  Thomas):  It  essentially  boils 
down  to  a question  of  degree  of  staffing 
in  those  cases,  does  it  not?  If  you 
have  a child  who  is  severely  emotionally 
arrested  and  may  be  in  a pre-psychotic 
stage,  he  will  certainly  require  far  more 
nursing  care  and  medical  care  than  is  nor- 
mally available  in  a mental  deficiency 

hospital? Yes ; but  I personally  think 

a defective  with  psychosis  should  be  in  a 
mental  deficiency  hospital  equipped  to  treat 
psychotics. 

4683.  (Chairman):  1 think  perhaps  we 

ought  to  pass  to  the  consideration  of  the 
other  subjects  we  want  to  consult  you 
about,  particularly  the  future  of  the  central 
authority,  and  I think  some  of  us  here 
would  be  glad  of  an  opportunity  to  give 
you  the  chance  to  speak  for  yourselves.  I 
think  you  wanted  to  say  something  about 
this  question  of  inspection,  which  I think 
has  been  somewhat  misunderstood  by  some 
of  our  other  witnesses.  I think  you  have 
been  understood  to  mean  that  you  thought 
that  inspection  was  the  function  rather  of 
the  local  Regional  Hospital  Boards  than 
of  the  central  authority,  which  has  alarmed 
some  people.  Would  you  like  to  say  any- 
thing about  that? (Sir  Frederick 

Armer):  You  mean  inspection  of  the 

hospitals  from  the  point  of  view  of  the 
treatment  given,  and  so  on? 

4684.  From  the  point  of  view  of  treat- 
ment given,  yes,  and  general  efficiency  or 

suitability  for  the  purpose. As  far  as 

conduct  of  the  hospitals  is  concerned  and 
treatment  in  the  hospitals,  the  Minister 
has  the  statutory  duty  to  see  that  it  is 
properly  done,  and  he  must  be  able  to  rely 
for  advice  on  that  on  his  own  officers,  he 
cannot  rely  on  anybody  else ; nor  would 
it  be  reasonable  or  constitutional  to  have 
any  other  body  to  see  it  done.  Therefore 
normal  inspection  of  the  hospitals,  from 
the  point  of  view  of  treatment  given,  ad- 
ministration and  so  on,  should  be  the 
responsibility  of  the  Minister,  the  Regional 
Hospital  Boards  and  the  Hospital  Manage- 
ment Committees.  The  Minister  has  to 
answer  questions  in  the  House  and  . . . 

4685.  But  then,  what  should  inspection 
by  the  Board  of  Control,  if  any,  be  directed 

to? What  we  suggest  is  that  they  should 

merely  direct  themselves  to  the  inspection 
of  records  of  authority  for  detention,  how 
they  are  kept,  examine  them,  and  see 
patients  from  the  point  of  view  of  whether 
they  are  fit  for  discharge,  and  so  on,  and 
exercise  the  right  of  discharge  we  suggested. 
But  the  question  of  how  the  patients  arc 
treated,  and  so  on,  I would  suggest  has 
nothing  to  do  with  them. 
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4686.  You  would  not  think  the  Minister 
of  Health  or  his  officers,  when  they  visit 
general  hospitals,  would  concern  themselves 
with  medical  treatment?  They  might  con- 
cern themselves  with  the  planning  of  out- 
patient departments  and  so  on,  but  does 
that  really  lit  this  problem?  Take  the 
question  whether  a high-grade  defective 
ought  to  be  in  that  hospital  or  not ; if  that 
is  the  question  under  consideration,  is  not 
his  treatment  quite  inseparable  from  the 
question  whether  he  ought  to  be  dis- 
charged? The  question  is,  how  is  he  to  be 
given  opportunities  which  will  make  him 
if  not  a normal,  at  any  rate  a possible, 

member  of  the  community? With  regard 

to  the  forms  of  treatment  given,  the  Minis- 
ter is  advised  by  his  own  advisers,  who 
have  constant  meetings  with  the  Regional 
Psychiatrists  and  Medical  Officers  of  the 
hospital  boards  with  whom  they  can  dis- 
cuss questions  of  hospital  treatment  and 
organisation.  All  the  questions  we  have 
been  speaking  about,  the  separation  of  the 
higher-grades  and  lower-grades,  segregation, 
etc.,  arc  all  questions  which  at  the  moment 
are  discussed  between  the  Minister’s 
officials  and  the  officials  of  the  mental 
hospitals,  of  the  Management  Committees, 
and  it  is  through  that  channel  that  progress 
is  being  made.  I do  not  see  any  advantage 
whatsoever  in  this  suggestion  that  some 
independent  people  should  come  in  with 
no  responsibility  and  be  able  to  suggest 
that  something  else  might  be  done.  I do 
not  see  any  way  of  doing  it  or  any  reason 
for  doing  it. 

4687.  (Dr.  Thomas ):  Would  not  that  be 
their  main  strength,  the  fact  that  they  have 
not  any  responsibility  to  the  Hospital 

Board  or  the  Minister? 1 do  not  think 

lack  of  responsibility  is  ever  a source  of 
strength. 

4688.  (Mrs.  Brad dock ):  Are  you  saying 
that  mental  hospitals  and  mental  deficiency 
hospitals  should  be  so  much  parallel  to  the 
ordinary  hospitals  that  the  same  sort  of 
procedure  which  is  adopted  for  the  ordinary 
hospitals  should  be  capable  of  being 
adopted  for  the  mental  deficiency  hospitals? 

No  ; I do  not  think  the  same  sort  of 

procedure,  but  what  procedure  there  .should 
be  should  be  determined  by  the  Minister, 
who  has  the  statutory  duty  placed  upon 
him  to  answer  to  the  House  of  Commons 
for  what  he  does.  If  it  is  suggested  that 
some  independent  body  of  persons, 
responsible  to  nobody,  should  also  visit  the 
hospitals  and  maybe  give  contrary  advice 
to  the  expert  advice  of  the  Ministry  offi- 
cials, I do  not  see  how  that  is  going  to 
work  out. 

4689.  I do  not  think  you  have  quite  got 
what  I mean.  In  view  of  the  fact  that 
there  is  not  a separate  outside  body  deal- 
ing with  the  ordinary  hospitals  and  having 


a separate  responsibility  or  a separate 
method  of  reporting,  are  you  suggesting 
that  the  mental  hospitals  and  mental  defi- 
ciency hospitals  ought  to  be,  as  far  as 
administration  is  concerned,  on  a similar 
basis  to  the  ordinary  hospitals,  and  so  make 
it  unnecessary  for  some  outside  authority 
to  have  to  do  the  visiting  and  the  reporting? 

1 think  it  is  unnecessary  on  the  ques- 
tion of  treatment,  methods  of  treatment, 
segregation  and  that  sort  of  thing.  What 
we  suggest  is  that  outside  people,  appointed 
by  the  central  authority,  should  visit  purely 
on  the  question  of  discharge. 

4690.  (Sir  Cecil  Oakes):  You  mentioned 
records.  I wonder  is  there  any  particular 
virtue  in  an  outside  body  coming  in  as 
regards  records  now  that  you  have  got  the 
Hospital  Boards  and  the  Management  Com- 
mittees working  adequately.  Do  you  not 
think  they  could  be  trusted  with  records 

of  this  particular  type? Yes,  but  I do 

not  think  we  meant  more  than  that  the 
Commissioners  should  have  the  right  to 
look  at  the  records.  The  case  we  envisage 
would  be  a case  which  does  not  often  occur, 
some  case  of  parents  wishing  a patient 
to  be  discharged,  and  when  the  Commis- 
sioners get  such  an  application  they  should 
have  the  right  to  investigate  the  records.  I 
do  not  think  we  had  in  mind  that  they 
should  start  setting  up  a separate  system  of 
record  keeping'. 

4691.  I thought  you  were  suggesting  they 

should  keep  records  themselves? No. 

4692.  The  only  function  you  would 

assign  to  this  central  body  would  be  the 
right  of  discharge? Yes. 

4693.  Do  you  suggest  that  the  Ministry 
of  Health  would  still  send  its  officers  round 
to  mental  hospitals  and  mental  deficiency 

hospitals? The  arrangement  now,  as  you 

know,  is  that  we  have  Commissioners  of 
the  Board  of  Control.  When  the  change 
came  in  1948  and  the  Board  of  Control  lost 
their  departmental  functions,  with  certain 
jurisdiction  over  local  authority  mental 
hospitals  and  mental  deficiency  institutions, 
we  then  at  that  stage  left  the  Board  of 
Control  as  such  pretty  well  with  the  ques- 
tion of  discharge  only,  but  the  officers  were 
also  used  by  the  Minister  as  his  agents  ; 
when  they  visit  hospitals  they  now  report 
to  the  Minister  on  any  matter  that  affects 
the  Ministry  side.  If  they  thought  a 
hospital  wanted  a new  building,  or  some- 
thing more  substantial,  they  would  report  to 
the  Ministry,  but  it  would  be  quite  a 
different  thing  to  have  an  entirely  separate 
body  which  would  be  allowed  to  go  round 
the  hospitals  and  say,  “ We  think  this  ought 
to  be  altered,  or  these  things  ought  to  be 
done.”  There  would  be  no  sense  in  that ; 
presumably  the  Minister  would  know  all 
about  it ; it  affects  the  question  of  how 
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money  should  be  divided  among  various 
hospitals, 

' 4694,  I am  still  slightly  puzzled  as  to 
why  in  the  new  set-up  that  you  have  just 
reviewed  so  well,  you  feel  that  an  indepen- 
dent body  is  required  for  discharge.  If  you 
are  assimilating  mental  illness  to  physical 
illness,  as  far  as  possible  why  do  you  require 
in  the  future  an  independent  body  for  these 
rights?  To  my  mind  at  the  moment  it 

seems  to  oppose  your  whole  thesis. 1 

think  it  is  merely  because  we  think  there 
should  be  some  last  court  of  appeal,  if 
you  like  to  put  it  that  way,  for  tne  refer- 
ence of  questions  of  discharge. 

4695.  6 Chairman ):  That  last  court  of 
appeal,  as  we  have  been  discussing  the 
question,  would  be  almost  the  first  court 
of  appeal,  because  otherwise  the  only 
appeals  are  to  the  doctors  and  the  adminis- 
trative authorities.  What  sort  of  constitu- 
tion for  the  Commissioners  do  you  have  in 
mind?  The  Board  of  Control,  however 
efficient  it  may  be  as  a court  of  appeal, 
does  not  proceed  judicially,  and  does  not 
hear  the  parties.  Are  you  proposing  some- 
thing which  would  be  more  judicial  in 
character?— — No,  I do  not  think  so  ; we 
were  not  contemplating  a formal  hearing 
or  anything  like  that. 

.4696.  One  of  the  doubts  in  my  mind  is 
that,  as  we  have  been  planning  this,  for  the 
sake  of  argument  as  a hypothesis,  there  is 
no  opportunity  for  the  relative  or  the  parent 
of  the  mentally  defective  child  to  do  what 
every  Englishman  wants  to  do  in  certain 
circumstances,  which  is  to  see  the  boss. 
They  may  see  the  doctor,  and  if  I may 
say  so  the  impression  one  gets  is  that  if 
the  doctor  talks  to  ‘ the  parent  he  talks  in 
words  which  are  rather  difficult  to  under- 
stand ; but  the  parent  cannot  see  anybody 
he  can  recognise  as  the  boss,  to  whom  he 
can  talk. You  mean  the  Board  of  Con- 

trol itself?  They  do  see  lots  of  parents  ; 
in  fact  they  are  always  prepared  to  see 
them.  They  see  fifty  or  sixty  a year ; these 
parents  come  up  to  see  them. 

4697.  ( Lady  Adrian );  Could  I ask  who 

the  parents  see  when  they  come  up? 

They  usually  see  one  of  the  doctors.  It 
depends  upon  what  they  come  up  about ; 
if  they  come  about  mere  procedure  they 
might  be  received  by  an  executive  official ; 
but  if  they  really  want  to  discuss  the  mental 
State  of  their  relative  or  child,  .then  they 
would  see  a doctor. 

4698.  They  could  see  the  legal  Com- 
missioner if  they  wished  to  get  the  patient 
discharged? — - -(Mr . Green) : Occasionally 
they  do. 

4699.  Can  they  see  the  non-medical  Com- 
missioner if  they  wish  to  see  him? Yes. 

• 47.00.  ( Chairman ):  On  that  organisation, 
there  might  be  one  legal  Commissioner  who 


was  only  Commissioner  to  the  Board  of 
Control,  but  the  doctor  Commissioners 
would  presumably  also  be  on  the  staff  of 
the  Ministry  of  Health,  and  so  probably 
would  the  laymen.  You  do  not  see  any 
advantage  in  something  which,  in  relation 
to  the  departmental  system,  would  be  more 

independent? (Sir  Frederick  Armer): 

No ; when  we  prepared  our  evidence  we 
did  consider  various  alternatives  as  to 
whether  the  Board  of  Control  should  be 
entirely  separate,  but  there  would  be  no 
advantage  in  it,  because  there  is  no  diffi- 
culty, as  far  as  the  members  of  the  Board 
of  Control  are  concerned,  in  acting  quite 
independently.  I do  not  find  any  difficulty, 
and  I do  not  think  my  colleagues  do,  but 
we  thought  it  might  be  advisable,  purely 
for  appearance’s  sake,  to  have  a status 
apart  from  the  Department. 

4701.  (Sir  Cecil  Oakes):  Jf  the  position  is 

going  to  be,  as  the  public  appears  from  some 
of  the  evidence  to  desire,  that  the  mental 
hospital  world  should  be  assimilated  as  ’far 
as  possible  to  the  general  hospital  system,  do 
you  think  it  is  necessary  for  a special  statu- 
tory body  to  be  set  up  to  deal  with  one 
method  of  discharge?  Do  you  not  think  the 
petty  sessional  courts,  with  the  extended 
jurisdiction  they  have  had  given  to  them  in 
recent  years,  would  now  be  an  adequate 
body  to  protect  the  liberty  of  the  subject  in 
those  cases,  if  the  demand  for  discharge  is 
made  against  the  wishes  of  the  hospital 
authority,  with  possible  appeal  to  the  Quar- 
ter Sessions? Are  you  thinking  of  the 

mental  illness  side? 

4702.  I do  not  mindj  either  that  or  mental 

deficiency? There  is  a lot  of  difference 

between  the  two.  On  the  mental  illness  side 
most  of  the  patients  can  be  discharged  by 
relatives  at  any  time,  though  the  question 
of  overriding  a barring  certificate  might  be 
a matter  for  the  central  authority.  When 
you  come  to  the  mental  deficiency  side,  you 
have  not  got  that  procedure  at  the  moment 
at  all.  I do  not  see  at  what  stage  the  ses- 
sional court  would  come  in,  unless  you  can 
have  a formal  appeal  at  some  stage  to  them. 

4703.  Yes,  that  is  what  I gathered  you 
postulated,  that  the  Board  of  Control,  the 
new  statutory  bodv,  would  be  the  body  to 
decide  on  appeals  for  discharge  ; normal  dis- 
charge they  would  have  nothing  to  do  with? 

We  contemplated  rather  wider  functions 

than  that.  If  they  themselves  visit  hospitals 
to  see  patients  on  occasions  and  discharge 
them,  there  would  be  no  question  of  appeal 
to  anybody  there. 

4704.  You  feel  that,  with  the  assimilation 
I have  postulated,  that  would  be  necessary 

still? 1 should  haye  thought  .it  would  be 

desirable  to  have  some  body  of  some  sort 
who  could  exercise  discharge  when  the  local 
hospital  is  not  witling. 
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4705.  It  seems  rather  a heavy  machinery 
when  you  have  already  got  your  magis- 
terial court  which,  surely,  is  competent  to 
deal  with  matters  of  this  kind?  You  are 
postulating  only  a few  cases  where  they 
would  have  to  exercise  this  jurisdiction,  a 

statutory  body  for  that  one  purpose? 1 

do  not  quite  follow  how  it  would  be  brought 
before  the  sessional  court.  Do  you  contem- 
plate allowing  a right  of  appeal  every  so 
often  to  the  court? 

4706.  As  I understand  it,  your  proposal  is 

that  you  have  a Commissioner  of  the  Board 
of  Control  who  visits  a hospital  and  says, 
“ I think  this  patient  should  be  discharged,” 
and  the  Medical  Superintendent  and  the 
Hospital  Management  Committee  do  not 
agree  ; he  is  acting  as  the  appellate  body.  It 
seems  rather  a heavy  machinery  to  bring 
that  down  from  London  when  you  have  got 
courts  available  for  such  matters,  who  have 
jurisdiction  over  much  more  important  mat- 
ters in  regard  to  the  liberty  of  the  subject 
than  that  already? When  the  Commis- 

sioner disagrees  with  the  local  Medical 
Superintendent,  the  Commissioner  would 
presumably  discharge  ; there  would  be  no 
need  for  an  appeal. 

4707.  The  patient  or  the  relative  of  the 
patient — the  patient  is  the  only  person  who 
matters,  is  he  not — would  not  mind  whether 
the  Board  of  Control  does  it  or  the  Magis- 
trates’ Court?— (Mr.  Green):  We  think  an 
independent  expert  body  is  better  fitted  to 
decide  a question  like  that  really  than  the 
Magistrates’  Court. 

4708.  Even  when  the  assimilation  I have 
postulated  has  taken  place? — — We  do  not 
think  the  relatives  would  like  going  to  court 
for  an  order  to  obtain  the  discharge  of  a 
patient  from  hospital. 

4709.  It  would  be  a much  speedier  remedy 
than  the  Board  of  Control  visiting  hospitals 

all  over  the  country? It  would  be  very 

often  done  by  correspondence.  The  Com- 
missioner does  not  necessarily  visit  before 
the  Board  make  an  order  for  discharge. 
The  Board  act  mainly  on  reports ; but  of 
course  they  would  be  able  to  visit  more  in 
future  because  they  would  have  so  much 
less  to  do  in  the  way  of  other  statutory 
duties. 

4710.  If  they  do  it  like  that  I should  have 

thought  the  Ministry  could  do  it  themselves 
without  bringing  any  other  body  into  it  at 
all,  if  it  is  done  merely  by  reading  docu- 
ments?  (Sir  Frederick  Armer ):  There  are 

of  course  arguments  for  transferring  the 
power  of  discharge  to  the  Minister,  who  is 
responsible  for  the  mental  health  of  the 
country.  On  the  other  hand,  there  has  been 
a strong  opinion  in  favour  of  an  indepen- 
dent central  authority,  and  we  have  sup- 
ported that  because  it  is  rather  a difficult 
subject  for  the  Minister  to  have  to  deal 
with,  when  it  comes  to  discharging  a patient. 


4711.  (Chairman):  Is  one  not  expecting 
too  much  in  relying  on  Ministers  to  go 
against  the  ordinary  machinery  in  personal 
cases?  It  is  a difficult  problem.  But, 
whether  rightly  or  wrongly,  I have  a sus- 
picion that  the  Board  of  Control,  with  all 
the  absolute  powers  of  discharge  it  has  got, 
is  inclined  to  be  all  too  hesitant  in  exercising 

them? Not  really.  Of  course  discharge 

is  going  on  all  the  time ; there  are  about  a 
thousand  defectives  a year  discharged. 

4712.  But  it  is  very  rarely  there  is  dis- 

charge against  the  advice  of  the  local  people, 
is  it  not? Not  often,  no. 

4713.  (Dr.  Thomas):  But  that  does  some- 

times happen,  and  the  value  of  that  to  the 
individual  patient,  although  it  is  limited, 
is  a very  potent  safeguard  for  the  liberty 
of  the  subject? Yes. 

47'14.  On  the  actual  medical  inspection  of 
the  hospitals,  you  realise  that  the  view  of 
the  Board  is  entirely  different  from  that  of 
the  people  who  are  concerned  with  manag- 
ing the  hospitals,  the  Medical  Superin- 
tendents? They  are  very  strongly  in  favour 
of  a body  which  is  independent  of  the 
Ministry  of  Health,  giving  independent 
criticism  of  their  own  work  and  of  the 

hospitals. They  hark  back  to  what  they 

regard  as  the  good  old  days,  when  the 
Board  of  Control  dispensed  material  help 
to  the  Medical  Superintendent  to  get  some- 
thing across  the  local  authority,  and  some- 
times managed  to  get  it. 

4715.  They  were  not  necessarily  bad  be- 
cause they  were  old1? But  you  cannot 

have  a system  where  independent  people 
answerable  to  no  one,  answerable  _ to  no 
Minister,  and  not  answerable  to  Parliament, 
go  down  to  a hospital  or  Hospital  Manage- 
ment Committee  and  say,  “ We  think  this 
ought  to  be  done,”  without  having  regard 
to  the  general  hospital  system  of  the  coun- 
try. The  only.  effect  of  it  would  be  to 
enable  the  Hospital  Management  Committee 
to  press  the  Regional  Hospital  Board  for  a 
greater  share  of  the  amount  of  money 
available. 

4716.  Even  that  may  be  a very  important 
point?  It  may  well  arise  that  mental  health 
does  not  get  its  proper  allocation  in  a par- 
ticular Regional  Board,  and  an  independent 
body  might  well  point  the  way  to  a Board 
which  is  tight  in  its  allocation  of  money. 

If  you  had  an  independent  body  going 

clown  it  might  say,  “ This  hospital  is  all 
right”  and  the  Minister  might  say,  “It  is 
all  wrong.”  You  would  have  a conflict 
of  opinion  between  experts. 

4717.  But  prior  .to  that  happening  a report 
from  the  Board  of  Control  is  always  an 
independent  guide  to  the  Regional  Board 

itself,  is  it  not? They  report  now  to  a 

limited  extent.  If  the  Commissioners  wished 
to  report  on  something  which  is  the 
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Regional  Hospital  Board’s  function,  or  the 
Hospital  Management  Committee’s  func- 
tion, they  make  their  report  privately  to  the 
authorities  through  the  Ministry. 


{Chairman):  Is  there  anything  that  you 
would  like  to  say  to  us  this  morning  on 

any  aspect  of  this  problem? No,  I do 

not  think  so. 


{The  witnesses  withdrew.) 


Crown  Copyright  Reserved 

PRINTED  AND  PUBLISHED  BY  HER  MAJESTY’S  STATIONERY  OFFICE 

To  be  purchased  from 

York  House,  Kingsway,  londo^,  w.c.2  423  Oxford  Street,  London,  w.  1 

P.O.  Box  569,  LONDON,  S.E.1 

13a  Castle  Street,  Edinburgh,  2 109  St.  Mary  Street,  Cardiff 

39  King  Street,  Manchester,  2 Tower  Lane,  Bristol,  1 
2 Edmund  Street,  Birmingham,  3 80  Chichester  Street,  Belfast 

or  from  any  Bookseller 
1955 

Price  l.s.  3 d.  net 


PRINTED  IN  i 

(3095P)  Wt.  2476  -1  KS  5/55  D.L. 


S.O.  Code  Code  No.  73-29-23 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


ROYAL  COMMISSION  ON  THE 
LAW  RELATING  TO  MENTAL 
ILLNESS  AND  MENTAL  DEFICIENCY 

MINUTES  OF  EVIDENCE 


TWENTY-FOURTH  DAY 

Wednesday,  30th  March,  1955 

WITNESSES 

South  West  Metropolitan  Regional 
Hospital  Board 
Liverpool  City  Council 


LONDON:  HER  MAJESTY’S  STATIONERY  OFFICE 


24 


1955 


THREE  SHILLINGS  NET 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


WITNESSES 

South  West  Metropolitan  Regional  Hospital  Board 


Mr.  R,  Sargood,  J.P. 

Dr.  L.  Minski,  M.D.,  F.R.C.P., 
D.P.M. 

Dr.  F.  H.  Taylor,  O.B.E., 
M.D.,  D.P.H..,  D.P.M. 

Mr.  A.  A.  Hunt 

Mr.  J.  S.  Tapsfield,  B.A. 

Mr.  J.  Swinbanks 

Pages  917-951 
"Questions 47 18  491.1 

Liverpool  City  Council 


Alderman  G.  W.  Prout 
Councillor  Mrs.  Elsie  E. 
Gough 

Professor  A.  B.  Semple,  V.R.D., 
M.D.,  D.P.H. 

Dr.  T.  L.  Begg,  D.P.H. 

Mr.  R.  H.  Nicholson 

Pages  952-981 
► Questions  4914-5045 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-FOURTH  DAY 

Wednesday,  30th  March,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 

The  Lady  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  (morning  only)  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P.  Dr.  J.  Greenwood  Wilson,  M.D., 

(morning  only)  F.R.C.P.,  D.P.H. 

Miss  H.  M.  Hedley  ( Secretary ) 

Mr.  R.  Saroood,  J.P.  ( Chairman  of  the  Board’s  Mental  Health  Committee ),  Dr.  L. 
Minski,  M.D.,  F.R.C.P.,  D.P.M.  ( Member  of  the  Board’s  Mental  Health  Committee 
and  Physician  Superintendent  at  Belmont  Hospital),  Dr.  F.  H.  Taylor,  O.B.E.,  M.D., 
D.P.H.,  D.P.M.  ( Regional  Psychiatrist),  Mr.  A.  A.  Hunt  ( Deputy  Secretary  to  the 
Board),  Mr.  J.  S.  Tapsfield,  B.A.  ( Legal  Adviser  to  the  Board)  and  Mr.  J. 
Swinbanks  ( Administrative  Officer)  on  behalf  of  the  South  West  Metropolitan 
Regional  Hospital  Board, 

called  and  examined. 


Memorandum  submitted  by  the  South  West  Metropolitan  Regional 
Hospital  Board 

1.  The  South  West  Metropolitan  Regional  Hospital  Board  which  in  1948  under  the 
National  Health  Service  Act  became  responsible  for  the  hospital  service  in  the  Region 
desire  to  submit  the  following  evidence  to  the  Royal  Commission  based  on  their 
experience  in  administering  the  hospital  service  since  that  time. 

2.  The  area  of  the  Region  is  approximately  as  follows : — 

The  Administrative  Counties  of  London  (South  West  portion),  Surrey,  West 
Sussex,  Hampshire,  Isle  of  Wight,  Dorset  (except  Lyme  Regis),  and  Wiltshire 
(part). 

The  County  Boroughs  of  Croydon,  Bournemouth,  Portsmouth  and  Southampton. 

3.  The  population  of  the  Region  in  1953  was  approximately  4,619,000  and  the 
Board  are  responsible  for  the  administration  of  315  hospitals  and  clinics  situated  in 
the  above  area. 
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4.  In  September,  1954,  the  number  of  beds  available  and  stalled  in  the  Region 
was  64,648  as  follows : 


General  and  special  hospitals ■■■ 

Mental,  mental  deficiency  and  special  neurosis  hospitals : — 

■ , f designated  accommodation  29,1  J/ 

Mental  non-statutory  accommodation 333 

Special  neurosis  „ 

Mental  deficiency  °’3°z 


26,175 


38,473 


64,648 


5 It  will  be  seen  that  in  the  Region  itself  the  proportion  of  beds  available 
for  mental  and  mental  defective  patients  is  approximately  60  per  cent  but  it  should 
be  appreciated  that  approximately  11,868  of  these  (10,103  mental  and  1,765  mental 
defective)  serve  as  before  1948,  the  other  three  parts  of  the  administrative  County 
of  London  (with  a population  of  approximately  2,400,000)  which  form  part  of 
the  Regions  of  the  other  three  Metropolitan  Boards.  (The  other  three  Metropolitan 
Boards  have  for  this  same  population  approximately  5,934  beds,  i.e.,  3,565  mental 


and  2,369  mental  defective.) 

6 At  the  end  of  1953,  in  hospitals  vested  in  the  Minister  of  Health  throughout 
the  country  there  were  145,001  patients  admitted  under  the  Lunacy  and  Mental 
Treatment  Acts  in  designated  mental  hospitals  and  56,049  patients  in  institutions 
for  mental  defectives.  Of  these,  there  were  27,170  and  8,143  respectively  in 
hospitals  and  institutions  in  this  Region. 

7 It  will  be  realised  from  the  above  figures  that  there  is  in  the  South  West 
Metropolitan  Region  in  mental,  mental  defective  and  neurosis  hospitals  about  18  per 
cent,  of  the  total  number  of  patients  in  these  types  of  hospitals  under  the  National 
Health  Service  in  England  and  Wales. 


8 Of  the  14,436  patients  admitted  to  mental  hospitals  in  this  Region  in  1953, 
9 305  or  68  per  cent,  were  admitted  as  voluntary  patients,  and  while  in  all  the 
hospitals  the  number  of  voluntary  patients  admitted  was  over  45  per  cent.,  the 
percentage  at  St.  Ebba’s  Hospital  was  97  5 per  cent,  and  at  Warlingham  Park  was 
88-5  per  cent.,  and  two  other  hospitals  had  over  80  per  cent. 

9 In  view  of  the  extent  to  which  the  South  West  Metropolitan  Regional  Hospital 
Board  are  responsible  for  mental  and  mental  deficiency  services  and.  of  their 
experience  of  the  operation  of  the  law  relating  to.  lunacy  and  mental  deficiency  as 
observed  by  Members  of  the  Board  and  of  Hospital  Management  Committees  and 
by  their  officers,  including  those  located  in  hospitals  and  institutions  in  the  Region, 
the  Regional  Board  request  the  Commission  to  give  due  weight  and  consideration 
to  the  evidence  and  proposals  submitted  in  this  memorandum. 


10.  The  Board  share  the  general  view  that  the  law  relating  to  lunacy  and  mental 
deficiency  is  in  need  of  revision.  Before  submitting  their  proposals  later  in  this 
memorandum,  they  would  like  to  invite  the  Commission’s  special  attention  to  the 
experiment  started  in  the  Region  on  1st  April,  1953,  whereby  parts  of  four  mental 
hospitals  comprising  a total  of  310  beds  (since  increased  to  333),  at  Graylingwell, 
Netherne,  St.  Ebba’s  and  Warlingham  Park,  were  de-designated  from  the  Lunacy 
and  Mental  Treatment  Acts  to  enable  patients  to  be  admitted  directly  without  any 
formality,  i.e.,  in  exactly  the  same  way  as  patients  admitted  to  general  hospitals. 

11.  A report  by  Dr.  F.  H.  Taylor,  O.B.E.,  M.D.,  D.P.H.,  D.P.M.,  the  Board’s 
Regional  Psychiatrist,  setting  out  the  results  of  the  first  year’s  working  is  given 
below : — 


“Parts  of  four  hospitals  in  the  Region,  Graylingwell,  Netherne,  St.  Ebba’s 
and  Warlingham  Park,  were  de-designated  on  1st  April,  1953,  for  the  admission 
of  non-statutory  patients,  providing  a total  of  310  beds.  After  the  first  twelve 
months,  the  experiences  of  the  four  hospitals  were  considered,  and  the  statistics 
for  the  year  studied  (Appendix  I). 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  SOUTH  WEST  METROPOLITAN  REGIONAL  HOSPITAL  BOARD 


919 


The  procedure  for  selection  of  cases  for  admission  varied  at  the  different 
hospitals,  to  some  extent  because  of  the  different  type  of  accommodation 
available.  For  instance,  at  Netherne  the  main  treatment  centres  of  the  hospital 
were  located  in  the  non-statutory  unit,  whereas  at  St.  Ebba’s  they  were  in  the 
main  part  of  the  building  still  designated.  As  the  Ministry  of  Health  had 
specified  that  as  far  as  possible  “ informal  ” (i.e.  the  Special  Hospital)  and 
voluntary  admissions  were  not  to  be  mixed,  a much  more  careful  initial  selection 
of  patients  was  necessary  at  St.  Ebba’s,  as  informal  patients  needing  certain 
specialised  treatments  had  to  be  moved  to  the  main  part  of  the  hospital  to 
obtain  it.  At  Netherne,  on  the  other  hand,  and  similarly  at  Graylingwell, 
less  differentiation  was  required,  as  most  acute  cases  requiring  any  form  of 
treatment  could  receive  this  in  the  non-statutory  units.  This  administrative 
difficulty  was  one  of  the  few  drawbacks  experienced,  and  the  Physician  Super- 
intendents were  unanimous  that  it  would  be  an  advantage  to  allow  admission 
of  non-statutory  patients  to  any  part  of  the  hospital. 

At  first  some  difficulties  were  experienced  as  regards  discipline  of  the  patients, 
who  tended  to  regard  themselves  as  “ special  hospital  patients  ” in  more  senses 
that  was  the  original  intention  of  the  phrase.  When,  however,  the  position 
was  explained  to  the  staff  and  patients  concerned,  discipline  improved  and 
has  been  quite  as  good  as  in  any  other  part  of  the  hospitals,  or  as  that  in  a 
general  hospital.  The  average  length  of  stay  of  these  patients  was  relatively 
short,  being  approximately  six  to  eight  weeks,  so  that  in  these  units  in  all  four 
hospitals  a constant  flow  of  patients  was  maintained. 

It  was  found  that  the  majority  of  the  patients  admitted  during  the  first  year 
as  “ informal  ” patients  would  have  been  equally  willing  to  enter  as  voluntary 
patients,  though  they  frequently  expressed  approval  of  the  informality  of  their 
admission  to  the  special  units.  Similarly,  appreciation  of  the  informal  admis- 
sion was  frequently  expressed  at  out-patient  clinics,  when  the  question  of 
admission  to  hospital  was  discussed — a time  when  the  necessity  of  signing  a 
form  frequently  proves  an  embarrassment  to  both  patient  and  doctor.  A 
minority  of  the  admissions  stated  that  they  would  not  have  been  willing  to  enter 
hospital  under  the  Mental  Treatment  Act,  but  they  were  willing  to  accept 
treatment  in  the  special  units.  Of  this  Group,  the  majority  were  affective  dis- 
orders, schizophrenics  and  patients  with  psychoneurotic  and  psychosomatic  condi- 
tions. In  effect,  this  minority  of  psychiatrically  ill  patients,  who  would  other- 
wise have  resisted  entering  hospital  as  voluntary  patients,  presented  themselves 
early  for  treatment  in  special  units  for  conditions  for  which  suitable  methods  of 
treatment  were  available.  It  was  also  noted  that  patients  who  intimated  that 
they  would  have  been  willing  to  become  voluntary  patients  frequently  pre- 
sented themselves  for  treatment  at  a much  earlier  stage  than  they  would  other- 
wise have  done,  and  that  general  practitioners  seemed  more  ready  to  refer 
psychiatric  patients  for  informal  treatment. 

The  provisions  of  these  special  units  made  them  very  similar  to  the  psychiatric 
units  attached  to  teaching  hospitals,  and  to  the  neurosis  centres,  which  have  been 
outside  the  provisions  of  the  Lunacy  and  Mental  Treatment  Acts.  The  de- 
designation of  parts  of  mental  hospitals  has  tended  therefore  to  upgrade  the 
status  of  the  latter  and  to  bring  them  more  into  line  with  teaching  and  general 
hospitals.  In  addition,  for  the  special  units  it  has  no  longer  been  necessary 
to  notify  the  Board  of  Control  of  admissions  and  discharges,  a procedure  which 
has  always  placed  the  psychiatric  patient  in  a category  different  from  that  of 
other  patients,  perpetuating  a stigma,  which,  though  diminishing,  has  not  entirely 
disappeared  regarding  mental  illness.” 

12.  In  view  of  the  great  success  of  the  experiment,  the  scheme  has  been  con- 
tinued and  the  Board  have  now  decided  to  extend  the  experiment  to  other  hospitals 
throughout  the  Region.  The  statistics  relating  to  the  four  units  already  referred  to 
in  the  eighteen  months  ended  30th  September,  1954,  are  given  in  Appendix  II. 
From  the  statistics  given,  it  will  be  seen  that  over  two-thirds  of  the  patients 
admitted  under  the  scheme  have  either  recovered  or  have  been  relieved,  while 
the  average  length  of  stay  has  been  considerably  reduced. 

30973  A 3 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


920  ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


13.  A further  example  of  the  experience  gained  in  patients  being  willing  to  seek 
treatment  at  an  earlier  stage  if  the  hospital  is  not  designated  as  a mental  hospital 
is  at  Belmont  Hospital,  Sutton,  where  most  types  of  mental  illness  have  been  dealt 
with  without  certification  during  the  last  few  years.  For  the  period  1948-1954,  there 
have  been  approximately  9,000  admissions  to  this  hospital. 

14.  The  Board  now  wish  to  submit  for  the  Commission’s  consideration  the  follow- 
ing specific  proposals  for  dealing  with  both  mental  and  mental  defective  patients  in 
the  future. 


MENTAL  ILLNESS 

Admission 

15.  It  is  considered  that  in  general  only  two  types  of  admission  are  necessary, 
voluntary  and  compulsory  but  because  of  the  interpretation  already  placed  on  these 
terms  it  is  proposed  that  two  new  terms — “ ordinary  ” and  “ order  ” admissions  (for 
want  of  better  names)  should  be  introduced  (the  latter  divided  into  “ limited  order  ” 
and  “ extended  order  ”). 

*'  Ordinary  ” admissions 

16.  It  is  suggested  that  the  admission  of  adult  patients  should  be  as  “ ordinary  ” 
admissions  generally,  as  at  present  in  general  hospitals  in  place  of  the  present  for- 
malities (Section  1,  Mental  Treatment  Act,  1930). 

17.  Patients  under  the  age  of  16  should  continue  to  be  admitted  on  the  lines  of 
the  current  arrangements.  (Sections  1 (2)  and  (3)  of  the  Mental  Treatment  Act,  1930). 

“ Order  ” admissions 

(i)  Limited  order 

18.  This  is  suggested  as  the  normal  method  of  admission  for  patients  other  than 
those  (i)  admitted  as  “ ordinary  ” patients  and  (ii)  admitted  under  the  emergency 
procedure  mentioned  later.  Application  should  be  made  in  a similar  way  to  that 
at  present  (Section  5,  Mental  Treatment  Act,  1930)  by  a relative  or  by  the  appropriate 
officer*  of  the  local  health  authority  and  there  should  be  two  medical  recommenda- 
tions, one  given  by  a practising  psychiatrist  approved  by  the  Minister  of  Health 
for  the  purpose  of  making  recommendations  under  this  Section  and  similar  to  the 
arrangements  outlined  in  Section  5 (3)  of  the  Mental  Treatment  Act,  1930.  It 
is  proposed  that  the  period  of  stay  should  be  up  to  six  months  in  the  first  instance, 
extendable  by  periods  of  six  months  up  to  a maximum  of  two  years. 

19.  Where  it  is  anticipated  that  a person  who  is  undergoing  treatment  as  a 
“limited  order”  patient  will  not  recover  within  the  period  of  six  months  but  his 
early  recovery  appears  reasonably  probable,  extension  of  the  order  for  the  periods 
above  referred  to  should  be  on  the  authority  of  the  Hospital  Management  Com- 
mittee, supported  by  two  medical  recommendations  given  by  senior  psychiatrists, 
one  of  which  should  be  from  a member  of  the  staff  of  the  hospital  itself  and  the 
other  from  an  independent  psychiatrist  specially  approved  for  this  purpose  by 
the  Minister  of  Health.  If  the  arrangements  outlined  here  are  adopted,  the  special 
provisions  under  Section  5 (9)  and  (10)  of  the  Mental  Treatment  Act  for  visitation 
and  examination  by  two  members  of  the  Hospital  Management  Committee  are  no 
longer  considered  necessary  or  desirable. 

(ii)  Extended  order 

20.  It  is  proposed  that  “ certification  ” of  a patient  should  be  a procedure  only 
necessary  because  treatment  has  not  produced  sufficient  improvement  for  discharge 

* Mental  health  officer,  mental  welfare  officer  or  duly  authorised  officer  of  the  local  health 
authority. 
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within  the  period  covered  by  the  “ limited  order  ”,  and  continued  care  in  hospital 
is  considered  necessary.  The  time  is  opportune  to  dispense  with  the  term  “ certified  ” 
patient,  and  the  introduction  of  a new  term  “ extended  order  ” patient  is  recom- 
mended. If  at  the  end  of  12  months  or  during  the  second  year  a “limited  order” 
patient  appears  unlikely  to  recover,  it  should  be  permissible  for  the  Physician  Super- 
intendent to  apply  for  an  “ extended  order  ”,  the  order  to  be  made  by  a specially 
appointed  magistrate  supported  by  two  medical  recommendations,  one  of  which 
should  be  by  a senior  psychiatric  member  of  the  hospital  staff  and  the  other  by  an 
independent  senior  psychiatrist  approved  as  suggested  above.  If  necessary,  a panel  of 
these  officers  could  be  set  up  for  the  area  concerned. 

(Note. — Senior  psychiatrist — one  holding  a contract  (Consultant  or  Senior  Hos- 
pital Medical  Officer  rank)  with  a Regional  Hospital  Board  or  Board  of  Governors.) 

23.  It  is  recommended  that  every  “ extended  order  ” case  should  be  reviewed  yearly 
by  the  Hospital  Management  Committee.  In  order  to  assist,  it  is  suggested  that  a 
full  clinical  report  on  every  case,  incorporating  an  account  of  progress  since  the 
last  report,  should  be  submitted  annually  by  the  medical  officer  in  charge  of  the 
patient  to  the  Physician  Superintendent  for  consideration  by  the  Hospital  Manage- 
ment Committee  when  a review  of  the  order  is  undertaken. 

22.  If  the  proposals  are  accepted,  the  examination  of  orders  by  two  members  of 
the  Hospital  Management  Committee  (Section  188,  Lunacy  Act,  1890)  is  not  con- 
sidered necessary  and  might  well  be  dispensed  with. 

(iii)  Appeals  machinery 

23.  It  is  proposed  that  an  independent  panel  should  be  set  up  by  the  Ministry  of 
Health  consisting  of  medical,  legal  and  lay  representatives  to  hear  all  appeals  against 
an  order  or  continuation  of  an  order.  It  is  suggested  that  the  panel  should  be 
formed  on  regional  lines,  corresponding  with  a Regional  Hospital  Board  area,  and 
that  all  appeals  should  be  heard  by  three  representative  members  of  the  panel. 

Emergency  admissions 

24.  The  present  method  is  regarded  as  too  complex  and  some  of  the  procedures 
are  little  used.  It  is  suggested  that  Sections  11  (urgency  orders),  20,  21  and  21 A 
should  be  simplified  and  unified.  The  period  should  be  defined  clearly  as  72  hours, 
rather  than  3 days,  as  at  present,  as  this  has  caused  so  much  confusion  in  the  past. 
Careful  consideration  has  been  given  to  the  period  but  it  is  thought  unwise  to 
extend  the  original  72  hours.  Further,  it  is  suggested  that  the  order  should  ensure 
admission,  not  only  to  observation  wards  but  to  mental  hospitals  direct.  This 
latter  provision  would  render  unnecessary  Sections  11  and  21  of  the  Lunacy  Act. 

25.  The  order  would  be  extendable  as  at  present  by  14  days  on  the  recommenda- 
tion of  the  Physician  Superintendent  of  the  mental  hospital  or  the  medical  officer 
in  charge  of  the  observation  unit.  It  is  intended  that  the  power  now  held  by  the 
police  and  the  duly  authorised  officer  under  Section  20  should  continue. 

26.  As  already  suggested,  it  is  considered  that  observation  wards  should  be 
located  at  both  general  and  mental  hospitals.  Furthermore,  they  should  be  renamed 
“diagnostic  units”  and  it  is  suggested  that  the  planning  of  future  admission  units 
at  mental  hospitals  should  allow  for  the  inclusion  of  beds  of  this  type. 


Discharge  of  patients 

" Ordinary  ” patients 

27.  These  patients  should  be  permitted  to  leave  as  in  a general  hospital  without 
giving  formal  written  notice.  The  Physician  Superintendent  as  in  general  hospitals 
should  have  the  power  to  discharge  any  “ ordinary  ” patient  when  he  considers  this 
desirable. 
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“ Limited  order  " patients 

28.  Discharge  should  normally  take  place  when  considered  desirable  by  the 
Physician  Superintendent  and  on  his  own  authority.  Discharge  could  therefore  be 
obtained  in  one  of  the  following  ways : — 


By  Physician  Superintendent  (as 
mentioned  above)  ...  


Section  77  (2),  Lunacy  Act,  1890,  as 
amended,  deleting  the  reference  to  two 
members  of  the  Hospital  Management 
Committee. 


By  the  relative  Section  72,  Lunacy  Act,  1890. 

By  3 members  of  the  Hospital 
Management  Committee Section  77  (1),  Lunacy  Act,  1890. 

By  Hospital  Management  Committee 
at  request  of  relative  or  friend  ...  Section  79,  Lunacy  Act,  1890. 

29.  The  above  procedures  would  be  without  prejudice  to  the  appeals  machinery 
mentioned  previously. 

" Extended  order  " patients 

30.  Similar  to  that  suggested  for  “ limited  order  ” patients  and  following  closely 
the  present  provisions  of  the  Lunacy  Act,  again  without  prejudice  to  the  appeals 
machinery  previously  suggested. 

Emergency  admissions 

3 1 . In  accordance  with  the  present  arrangements. 

General 

32.  The  Board's  attention  has  been  drawn  to  the  anomaly  whereby  it  is  possible 
for  a relative  to  obtain  the  discharge  of  a patient  admitted  to  a mental  hospital 
under  Section  30  of  the  Magistrates’  Courts  Act,  1952  (previously  Section  24  (1) 
of  the  Criminal  Justice  Act,  1948),  provided  he  is  not  considered  dangerous  under 
Section  72  of  the  Lunacy  Act,  1890.  This  is  considered  most  undesirable  and  docs 
not  inspire  confidence.  It  is  therefore  recommended  that  this  Section  be  excluded 
in  relation  to  discharge,  so  far  as  patients  admitted  to  mental  hospitals  under 
Section  30  of  the  Magistrates’  Courts  Act  are  concerned. 

33.  The  present  wording  of  the  barring  certificate  is  not  regarded  as  specific 
enough  as  in  the  majority  of  cases  where  it  is  used  the  patients  are  potentially 
suicidal.  It  is  therefore  felt  that  the  words  should  be  altered  from  “Patient  is 
dangerous  and  unfit  to  be  at  large”  to  “Patient’s  discharge  is  likely  to  lead  to 
danger  to  himself  or  others 

Change  of  status 

34.  It  is  proposed  that  the  regrading  of  an  “extended  order”  patient  on 
“ limited  order  ” patient  to  “ ordinary  ” patient  be  by  and  on  the  authority  of  the 
Physician  Superintendent. 

Absence  on  leave  or  trial 

35  It  is  considered  that  the  granting  of  leave  should  be  an  entirely  medical 
matter  and  that  the  Physician  Superintendent  should  have  power  to  grant  leave  of 
absence  to  any  patient.  The  granting  of  leave  should  be  for  a specific  period  oE 
up  to  three  months,  renewable  as  and  when  considered  necessary  by  the  Physician 
Superintendent  within  the  time  limits  recommended  for  the  review  of  orders, 
as  previously  referred  to  ; the  provisions  to  include  the  possibility  of  the  transfer 
of  patients  to  another  mental  hospital,  general  hospital,  convalescent  unit,  etc.,  for 
special  investigation  or  treatment  which  is  not  covered  in  any  way  in  the  present 
Acts.  Tt  is  recommended  that  the  only  time  the  Hospital  Management  Committee 
should  be  involved  is  when  a maintenance  grant  has  to  be  considered. 
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Absence  without  leave 

36.  It  is  considered  that  any  patient  retaken  should  be  accommodated  temporarily 
in  an  appropriate  hospital  (say,  mental  hospital  or  any  hospital  with  an  observation 
unit). 

Patients’  property 

37.  It  is  considered  that  a detailed  examination  of  the  methods  for  the  protection 
of  the  patient’s  property  and  interests  should  be  undertaken,  with  a view  to  a more 
simple  and  speedy  method  being  devised. 

Notification  of  death  to  coroner 

38.  The  existing  provisions  require  that  the  death  of  any  temporary  or  certified 
patient  shall  be  reported  to  the  coroner  in  a prescribed  form,  giving  particulars 
of  any  unusual  circumstances  attending  the  death,  and  of  any  injuries  present  at 
the  time.  It  is  thought  that  this  is  unnecessary  and  undesirable  because  some 
coroners  interpret  this  as  requiring  them  to  investigate  every  death  and  to  have 
the  relatives  of  every  patient  interviewed  and  questioned  by  their  officers.  This 
tends  to  create  suspicion  in  the  minds  of  relatives,  rather  than  to  allay  anxiety. 
It  is  therefore  recommended  that  this  practice  should  be  discontinued,  except  in 
unusual  circumstances. 


After-care  and  mental  disorder  in  old  age 

After-care 

39.  It  is  suggested  that  there  is  need  for  the  provision  of  hostels  where  patients 
who  are  homeless  "could  live  after  leaving  hospital  and  where  in  the  evening 
psychiatric  help  would  be  available  in  the  form  of  a doctor  and  a sympathetic 
warden. 


Mental  disorder  in  old  age 

40.  It  is  thought  that  this  problem,  including  that  of  dealing  with  senile  patients 
could  best  be  solved  by  joint  consultation  between  Regional  Hospital  Boards  and 
the  other  authorities  concerned,  leading  to  a working  arrangement  regarding  respon- 
sibility, backed  by  legislation.  It  is  felt  that  closer  co-operation  between  the  local 
health  authority  and  the  hospitals  is  essential  in  the  patient’s  best  interests.  In 
addition,  the  provision  of  home  helps  and  a meal  service  by  the  local  health  authority 
should  be  on  a compulsory  basis.  It  is  suggested  that  when  geriatric  annexes  are 
attached  to  mental  hospitals  they  should  be  made  “ancillary”  in  view  of  the 
Board’s  unsatisfactory  experience  with  long-stay  annexes  of  the  kind  recommended 
by  the  Minister  of  Health  (R.H.B.  (50)  26). 

41.  If  the  proposals  put  forward  for  the  admission  of  all  cases  as  either  “ ordinary  ” 
or  “ limited  ” order  patients  are  adopted,  the  question  of  certification  of  aged  persons 
Will  arise  less  frequently  in  the  future. 


Pocket  money  for  patients 

42.  At  the  present  time  patients  in  hospitals,  other  than  mental  hospitals  and 
mental  deficiency  institutions  may  receive  from  the 

provided  they  have  no  money  and  no  pension  or  benefit  from  the  Ministry  ot 
National  Insurance,  a comforts  or  pocket  money  allowance  of  up  to  a maximum 
of  6s.  6d.  a week,  whereas  the  responsibility  for  making  similar  allowances  to  patients 
in  mental  hospitals  and  mental  deficiency  institutions  rests  solely  with Jhe  Hospital 
Management  Committee.  It  is  a common  experience  that  mental  hospital  budgets 
cannot  provide  adequately  for  payments  to  all  the  patients  who  are  likely  to 
appreciate  the  extra  comforts.  It  will  therefore  be  seen  that  patients  in  mental 
hospitals  are  at  a disadvantage  compared  with  general  hospital  patients  as  they 
are  dependent  upon  the  financial  state  of  the  Hospital  Management  Committee, 
whereas  the  general  hospital  patient  receives  pocket  money  regardless  of  the  state 
of  the  finances  of  the  hospital.  There  seems  no  good  reason  why  this  should  be  so 
and  it  is  therefore  considered  that  liability  in  all  cases  should  rest  with  the  Nation  1 
Assistance  Board. 
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Notification  to  central  authority 

■ 43  It  is  suggested  that  any  notifications  to  be  sent  to  the  central  authority  about 
the  admission,  departure  and  death  of  a patient  be  limited  to  those  patients  admitted 
to  hospital  under  an  “ extended  ” order. 

Psychopathic  states 

44  The  Board  support  generally  the  views  expressed  in  the  following  report  of 
Dr  L Minski,  M.D.,  F.R.C.P.,  D.P.M.,  a member  of  the  Regional  Board  and 
Physician  Superintendent  of  Belmont  Hospital,  which  is  also  supported  by  observa- 
tions received  from  St.  Ebba’s  and  Belmont,  and  other  Hospital  Management 
Committees : — 

“ As  a result  of  over  twenty  years’  experience  in  psychiatry  in  general  and 
of  about  six  years  with  the  Social  Rehabilitation  Unit  at  Belmont  Hospital  in 
particular,  I feel  that  something  must  be  done  to  safeguard  the  community 
from  the  menace  of  the  aggressive  psychopath. 

I have  been  prompted  to  write  this  memorandum  at  the  present  time  by  the 
fact  that  one  of  our  patients,  an  aggressive  psychopath,  was  recently  charged 
with  attempted  murder  by  stabbing  whilst  out  of  hospital  for  a few  hours, 
and  also  because  another  patient,  also  an  aggressive  psychopath,  seen  by  a 
colleague  of  mine  about  a year  ago  at  the  out-patient  clinic  is  now  facing  a 
charge  of  murder.  In  addition  another  patient  since  discharge  has  been  hanged 
for  a double  murder  after  leaving  hospital.  All  these  cases  had  previously 
been  before  courts  on  criminal  charges  and  it  was  possible  therefore  to  foretell 
that  they  would  pursue  their  careers  of  violence  and.  anti-social  acts.  It  is 
obvious  that  crimes  of  violence  are  on  the  increase  and  when  one  reads  the 
records  of  the  offenders,  when  apprehended,  it  is  clear  that  many,  if  not  all 
of  them,  are  aggressive  psychopaths. 

Seventy-five  per  cent,  of  the  admissions  to  the  Social  Rehabilitation  Unit  at 
Belmont  Hospital  are  psychopaths,  many  of  whom  are  of  the  aggressive  type. 
Their  histories  for  the  most  part  show  many  points  in  common.  They  are  often 
illegitimate  or  come  from  broken  homes  (the  main  factors  in  the  production 
of  psychopathy  being,  in  my  opinion,  the  lack  of  security  and  affection  which 
are  the  entitlement  of  all  children),  they  are  brought  up  in  orphanages,  given 
a history  of  delinquency  in  childhood  (often  with  sadistic  practices)  and  there- 
after they  graduate  through  approved  schools  and  Borstal  to  prison. 

These  criminal  psychopaths  are  recidivists,  as  punishment  has  little  or  no 
deterrent  effect  on  them. 

I am  one  of  the  school  who  believe  that  psychopaths  are  made  as  the  result 
of  their  early  environment  and  I do  not  regard  the  hereditary  aspect  as  being 
important.  I am  almost  certain,  however,  that  if  these  patients  in  early  life 
could  be  placed  in  reasonable  foster  homes  where  they  could  obtain  security 
and  affection,  in  most  cases  psychopathy  could  be  avoided.  The  impression  is 
that  once  a psychopath  always  a psychopath  and  that  when  their  anti-social 
characteristics  have  become  ingrained,  it  is  doubtful  whether  treatment  will 
remove  these  deep-seated  habits,  although  it  is  a recognised  fact  that  some 
psychopaths  of  40  years  and  upwards  mature  spontaneously  and  are  less 
aggressive  in  behaviour.  They  are  embittered,  anti-social  in  their  behaviour, 
have  no  social  conscience,  refuse  to  work  and  prefer  to  maintain  themselves 
by  criminal  means  resorting  to  violence  if  necessary  to  achieve  their  ends. 
It  must  be  pointed  out  that  they  are  not  psychotic  and  therefore  cannot  be 
certified  while,  as  I have  already  mentioned,  punishment  in  prison  or  elsewhere 
has  no  deterrent  effect  on  their  anti-social  propensities.  Intellectually  they  show 
no  impairment,  in  fact,  their  level  of  intelligence  may  be  of  quite  a high  order 
and  they  therefore  cannot  be  dealt  with  under  the  Mental  Deficiency  Acts. 
Although  I have  stated  “ once  a psychopath  always  a psychopath  ” in  my 
opinion  psychopaths  have  never  been  willing  to  submit  themselves  for  treatment 
for  any  length  of  time  and  in  the  Social  Rehabilitation  Unit  an  attempt  is  being 
made  to  resocialise  these  psychopaths  by  means  of  group  therapy.  The  whole 
Unit  consisting  of  100  patients  exists  as  a therapeutic  community.  They  share 
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their  daily  activities,  work  out  tensions  and  difficult  situations  and  by  these  means 
the  patients  attempt  to  achieve  insight  into  their  difficult  life  situations  and  so 
awaken  their  social  consciences  and  make  them  realise  their  duty  to  the 
community. 

Although  in  some  cases  of  psychopathy  the  results  are  promising,  in  many 
cases  the  results  are  hopeless.  One  reason  for  the  lack  of  success  is  the  fact 
that  the  patient  will  not  remain  in  hospital  sufficiently  long  to  bring  about 
resocialisation.  The  result  is  that  many  aggressive  psychopaths  are  again 
turned  loose  on  society  and  continue  their  lives  of  crime  and  violence. 

One  knows  that  terms  of  imprisonment  do  not  help  in  the  very  least  and 
in  fact  only  serve  to  embitter  these  individuals  further  and  make  them,  if 
possible,  more  anti-social  in  their  behaviour.  As  we  are  unable  to  tackle  the 
problem  of  psychopathy  from  the  preventative  aspect  at  the  present  time 
(because  of  economic  and  other  factors)  and  because  as  psychiatrists  we 
unfortunately  must  admit  that  we  cannot  help  these  patients  for  the  most  part 
and  because  prison  sentences  also  do  not  help,  I would  like  to  suggest  an 
alteration  in  the  legislation  as  applied  to  aggressive  psychopaths.  In  Denmark 
for  some  time  it  has  been  the  practice  to  send  criminal  psychopaths  to  an 
institution  under  a court  order  where  they  remain  for  life  if  necessary  and 
from  which  they  are  unable  to  leave  unless  it  is  considered  that  they  have 
recovered  from  their  psychopathy. 

It  would  surely  be  to  the  advantage  of  society  if  colonies  were  set  up  in  this 
country  to  which  criminal  psychopaths  (after  they  have  been  diagnosed  as  such 
by  a panel  of  responsible  psychiatrists)  could  be  sent  on  a court  order  and 
where  an  attempt  could  be  made  to  resocialise  such  individuals  by  group  therapy 
and  community  life,  and  also  to  arouse  the  social  conscience  of  such  individuals 
which  is  so  sadly  lacking. 

I would  suggest  that  although  the  patients  are  sent  there  on  an  order  of  the 
court,  that  the  institution  should  be  run  more  on  the  lines  of  a hospital  than 
those  of  a prison  and  that  the  staff  should  consist  of  psychiatrists  interested 
in  social  aspects  of  their  speciality,  nurses  and  social  workers  trained  in  the 
same  sphere,  while  ancillary  services  such  as  psychologists,  occupational  thera- 
pists, trade  instructors,  etc.,  should  also  be  employed. 

At  the  same  time  colonics  could  be  self-supporting  as  the  various  departments 
of  the  institutions  could  be  staffed  by  the  patients. 

Tt  is  suggested  that  the  present  legislation  should  be  limited  to  the  aggressive 
psychopath  who  has  already  committed  at  least  one  indictable  offence.  When 
convicted  the  court  should  have  power  to  refer  him  for  examination  by  the 
panel  of  psychiatrists  to  ascertain  if  he  is  a subject  to  be  dealt  with  under 
the  proposed  legislation. 

The  definition  of  a psychopath  might  well  be  a person  who  though  not 
certifiable  as  of  unsound  mind  nor  mentally  defective  yet  shows  strong  abnormal 
psychological  characteristics. 

For  a prolonged  period  -and  usually  front  an  early  age  he  has  shown 
disturbances  of  the  emotions  but  not  necessarily  of  the  intellect. 

A psychopathic  offender  is  one  whose  .abnormal  condition  of  the  mind  causes 
an  inability  to  adapt  to  his  environment  and  results  in  irresponsible  behaviour 
and  persistent  aggressive  or  anti-social  acts.  His  history  shows  him  unable  to 
modify  his  behaviour  in  the  light  of  experience  nor  does  he  respond  to  the 
usual  forms  of  discipline  or  punishment  and  in  fact  his  conduct  may  be 
aggravated  by  them. 

His  condition  is  spch  that  for  his  own  protection  or  for  the  protection  of 
others  it  is  desirable  that  he  be  dealt  with  under  the  provision  of  the  proposed 
legislation.  Normally  the  order  would  be  made  for  the  period  for  which  the 
offender  would  have  been  committed  to  prison  in  respect  of  the  charge  but 
in  some  cases  the  period  required  for  treatment  might  be  longer  than  the 
prison  sentence  for  the  crime  >and  therefore  a minimum  period  for  the  order 
should  be  fixed  for,  say,  two  years  in  the  first  instance.  These  orders  would 
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be  reviewed  at  the  end  of  their  expiration  and  renewal  would  be  possible  for 
a limited  period.  The  patient  at  all  times  would  have  the  same  safeguards  as 
proposed  for  an  “ extended  ” order  patient.  Hospitals  with  security,  rather 
than  prisons  with  hospital  facilities,  are  envisaged  and  should  be  under  the 
jurisdiction  of  the  Minister  of  Health,  as  the  aggressive  psychopath  is  considered 
as  a patient  rather  than  as  a prisoner. 

If  such  legislation  were  brought  into  being  much  could  be  done  to  safeguard 
the  community,  help  the  psychopath  and  relieve  his  family  of  much  suffering. 

Adequate  safeguards  for  his  liberty  as  an  individual  would  be  provided  but 
no  attempt  should  be  made  to  shield  the  aggressive  psychopath  from  the  conse- 
quences of  his  acts  except  that  he  should  serve  his  sentence  in  a special  hospital 
rather  than  in  an  ordinary  prison.  Far  from  the  defence  of  “ aggressive 
psychopathy”  being  an  escape  from  punishment  if  successful,  it  might  cause 
the  offender  to  be  segregated  for  years  longer  than  his  prison  sentence.  On 
the  other  hand  by  means  of  prolonged  treatment  many  individuals  may  be 
brought  back  as  useful  citizens  into  the  society  in  which  they  live.” 

MENTAL  DEFICIENCY 

Terminology 

45.  It  is  considered  that  the  present  title  of  the  Act  should  be  altered  to  secure 
as  far  as  possible  the  more  ready  co-operation  of  the  relatives  and  the  public. 
The  alteration  of  the  title  would  necessarily  raise  the  question  of  the  legal  definitions 
now  in  use.  The  Board  are  of  the  opinion  that  it  is  not  necessary  to  make  reference 
to  mental  defectiveness  and  that  there  is  no  need  to  retain,  apart  from  use  for 
clinical  purposes  the.  present  legal  definitions  of  the  grades  of  idiot,  imbecile,  feeble- 
minded and  moral  defective.  It  is  suggested  that  there  should  be  one  Act  to  cover 
both  mental  illness  and  mental  deficiency,  known  as  the  Mental  Health  Act,  and 
that  part  of  the  Act  dealing  with  mental  deficiency  to  be  referred  to  as  “ arrested 
or  incomplete  development  of  mind  ”.  This  is  similar  to  the  provisions  made  in 
the  Mental  Health  Act  (Northern  Ireland),  1948,  which,  it  is  understood,  has  been 
very  well  received. 

46.  It  is  thought  that  the  present  definitions  in  the  Acts  were  framed  mainly  to 
measure  social  capacity  and  social  behaviour.  It  is  therefore  considered  that  in 
future  this  part  of  the  Act  should  make  provision  for  persons  suffering  from 
arrested  or  incomplete  development  of  mind  which  renders  them  socially  inadequate 
to  such  an  extent  that  they  require  care,  treatment,  training  or  control  in  their  own 
interests  or  in  the  public  interest. 

47.  The  expression  “ socially  inadequate  ” shall  be  deemed  to  include  such  condi- 
tions of  arrested  or  incomplete  development  of  mind  which  render  persons  in 
respect  of  whom  they  exist : — 

(a)  Unable  to  guard  themselves  against  physical  danger  ; 

(/;)  incapable  of  managing  themselves  or  their  affairs  or,  in  the  case  of  children, 
of  being  taught  to  do  so  ; 

(c)  unable  to  conform  to  the  generally  accepted  standards  of  social  behaviour 

and  in  need  of  care,  supervision  and  control  for  the  protection  of  others 
or,  in  the  case  of  children,  of  being  taught  to  conform  to  these  standards  ; 

(d)  incapable,  in  the  case  of  children,  of  benefiting  from  the  education  provided 

in  schools  under  the  Education  Acts  or  unsuitable  for  attendance  at  such 
schools. 

48.  For  the  purposes  of  this  Section  of  the  proposed  Act,  it  is  considered  that 
the  present  age  limit  of  18  should  be  retained. 

Ascertainment 

49.  It  is  considered  that  the  present  procedure  for  ascertaining  persons  as  “ subject 
to  be  dealt  with  ” under  the  present  Mental  Deficiency  Acts  needs  revision,  in 
particular  that  part  dealing  with  patients  considered  to  be  in  need  of  institutional 
care.  As  will  be  mentioned  later,  ordinary  admission  to  an  appropriate  hospital 
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on  the  lines  of  the  arrangements  for  the  admission  of  a patient  to  a general 
hospital,  is  favoured.  It  is  therefore  suggested  that  assessment  and  decision  as  to 
whether  a patient  is  in  need  of  care,  treatment  or  training  in  the  appropriate  hospital 
should  vest  solely  in  the  hospital  authority.  The  initial  action  for  dealing  with 
cases  that  come  within  the  provisions  of  this  Section  should  be  carried  out  by  the 
local  health  authority,  local  education  authority  or  the  patient’s  own  doctor,  who 
would  refer  the  patient  to  the  appropriate  hospital  out-patient  department. 


Admission  and  discharge  arrangements 

" Ordinary  " admission 

50.  It  is  considered  that  the  principle  of  ordinary  admission  should  be  applied 
in  the  field  of  mental  deficiency,  in  a similar  way  to  that  already  suggested  for 
mental  illness:  — 

(i)  A patient  under  the  age  of  16 — at  the  request  of  the  parent  or  guardian 
or  of  the  local  authority  where  there  is  no  parent  or  guardian. 

(ii)  A patient  over  the  age  of  16  years — at  the  patient’s  own  request. 

(iii)  A patient  over  the  age  of  16  who  is  incapable  of  understanding — at  the 
request  of  the  parent  or  guardian,  or  of  the  local  authority  where  there  is 
no  parent  or  guardian. 

51.  An  application  under  (i)  should  be  supported  by  one  medical  recommendation. 
A request  under  (iii)  to  be  supported  by  two  medical  recommendations  of  which 
one  should  be  made  by  a medical  practitioner,  qualified  and  experienced  in  mental 
deficiency  and  approved  for  the  purpose  by  the  Minister  of  Health. 

52.  It  is  considered  that  only  one  of  the  recommendations  must  be  made  by  a 
qualified  member  of  the  receiving  hospital. 

53.  It  is  considered  that  the  following  methods  of  discharge  should  apply  to 
this  Section: — 

(1)  The  Physician  Superintendent  should  have  power  to  discharge  any  patient 

under  this  Section. 

(2)  The  parent,  guardian  or  local  authority  as  the  case  may  be  to  request 

discharge  of  a patient  admitted  under  (i)  or  (iii). 

(3)  A patient  admitted  under  (i)  to  be  discharged  on  reaching  the  age  of  16. 

(4)  A patient  admitted  under  (ii)  should  have  the  right  to  discharge  himself. 

54.  A patient  should  not  be  discharged  under  the  provisions  of  this  Section  if 
the  Physician  Superintendent  certified  in  writing  that  the  patient’s  departure  from 
hospital  would  involve  danger  to  himself  or  others.  Any  appeal  arising  from  a 
decision  on  these  lines  by  the  Physician  Superintendent  to  be  a subject  for  con- 
sideration and  decision  by  the  appeals  machinery  mentioned  later. 

55.  It  is  recommended  that  each  case  admitted  under  the  provisions  of  this  Section 
shouid  be  the  subject  of  review  at  five-yearly  intervals. 


Temporary  admissions 

56.  In  view  of  the  success  achieved  with  patients  admitted  under  the  temporary 
arrangements  authorised  by  the  Ministry  of  Health  Circular  5/52,  it  is  felt  that 
these  arrangements  should  be  extended  and  made  a permanent  feature  of  any  future 
legislation.  It  is  considered  that  admission  should  be  for  a limited  period  up  to 
a maximum  of  two  months  and  acceptance  left  entirely  to  the  discretion  of  the 
Physician  Superintendent.  Admission  under  this  procedure  would  allow  for 
observation  and  diagnosis  or  for  a short  course  of  treatment  or  on  grounds  of 
domestic  urgency.  It  is  not  considered  that  there  should  be  any  need  to  notify  the 
central  authority  of  admissions  and  discharges  under  this  Section.  It  is  thought 
that  consideration  might  be  given  to  a form  of  undertaking  to  be  signed  at  the 
time  of  admission  by  the  parent  or  guardian,  signifying  willingness  to  remove  the 
patient  within  a stated  time. 
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Emergency  admissions 

57.  It  is  considered  that  the  present  procedure  under  Section  15  o£  the  Act  is 
satisfactory,  except  that  no  mention  is  made  of  the  time  during  which  the  patient 
may  be  detained  in  a place  of  safety.  It  is  suggested  that  a period  of  up  to  two 
months  should  be  allowed.  The  procedure  should  only  be  used  with  a view  to 
placing  the  patient  under  order,  as  temporary  admissions  for  other  reasons  should 
be  arranged  as  suggested  in  Section  ( b ) above. 


Extended  care  and  treatment  orders 

58.  It  is  considered  necessary  to  retain  the  power  to  make  judicial  orders  in 
respect  of  the  following  cases : — 

(i)  Patients  ineligible  for  admission  as  ordinary  patients. 

(ii)  Failure  to  use  the  facilities  for  ordinary  patients. 

(iii)  When  a patient  admitted  as  an  ordinary  patient  wishes  to  discharge  himself 
or  discharge  is  requested  by  the  parents  or  guardian  and  it  would  not  be 
in  the  best  interests  of  the  patient  or  society. 

(iv)  Court  cases. 

59.  In  connection  with  (ii),  provision  should  be  made  to  allow  the  Children’s 
Officer  to  deal  with  patients  in  unsatisfactory  homes  who  are  deemed  to  be  suffering 
from  arrested  or  incomplete  development  of  mind  where  the  parents  or  guardians 
fail  or  refuse  to  take  this  step  themselves. 

60.  It  is  suggested  that  the  provisions  of  Sections  8 and  9 of  the  Mental  Deficiency 
Act,  1913,  should  in  the  main  be  retained,  except  that  it  is  felt  that  these  provisions 
should  be  amended  to  allow  for  a period  of  observation  in  a mental  deficiency 
hospital  before  an  order  is  made. 


61.  It  is  considered  that  where  the  intervention  of  a justice  is  necessary,  he  should 
be  selected  from  an  approved  list  of  justices  who  are  experienced  in  dealing  with 
this  type  of  admission. 

62.  The  view  is  taken  that  the  petition  should  in  all  cases  be  presented  by  the 
local  authority,  but  that  this  should  in  no  way  prejudice  ascertainment  by  the 
hospital  authority.  There  should  be  two  medical  certificates  and  one  of  them 
should  be  given  by  a medical  practitioner,  qualified  and  experienced  in  mental 
deficiency  and  approved  for  the  purpose  by  the  Minister  of  Health.  This  should 
apply,  also  to  the  medical  evidence  required  in  court  cases  as  suggested  above. 

63.  It  is  considered  that  a review  of  an  order  should  take  place  by  the  Hospital 
Management  Committee  at  the  end  of  the  first  12  months  and  thereafter  every 
second  year  It  is  also  considered  that  parents  or  guardians  should  have  the  right 
to  attend  and  be  heard  at  the  time  any  order  is  reviewed. 

64.  It  is  recommended  that  the  Physicial  Superintendent  should  be  given  power 
to  discharge  any  patient  admitted  under  order. 


65.  The  position  arising  from  the  marriage  of  a female  defective  during  a period 

fi.  T!  1Cen-Ce  &.°?  h0*pital  .see?>s  t0  cal1  for  careful  consideration.  It  is 
felt  that  if  marriage  takes  place,  it  should  not  necessarily  mean  discharge  from 
order  as  is  generally  favoured  at  the  present  time. 


66.  It  is  considered  that  a simple  procedure  should  be  instituted  for  the  transfer 
of  pahents  from  mental  deficiency  hospitals  to  mental  hospitals  and  could  very 
well  be  considered  with  similar  proposals  mentioned  earlier  for  the  transfer  of 
patients  from  mental  hospitals  to  general  hospitals,  etc.  1 1 

**“  Proposes  are  accepted,  the  examination  of  orders  by  members  of  the 
Hospital  Management  Committee  is  no  longer  considered  necessary  or  desirable, 


Appeals  machinery 

68.  As  already  mentioned  in  paragraph  54,  it  is  proposed  that  an  indenendent  nanel 

LVerLeTom  mem^ifSted  t\hearing  °f  appeals  in  connecfionPw"&  patients 
suffering  from  mental  illness,  should  be  set  up  by  the  Minister  of  Health. 
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Leave  or  licence 

69.  As  in  mental  illness,  it  is  considered  the  granting  of  leave  should  be  essentially 
a medical  matter.  It  is  therefore  recommended  that  the  Physicial  Superintendent 
should  have  power  to  grant  leave  of  absence  to  any  patient  up  to  a maximum  of 
six  weeks.  It  is  considered  that  any  longer  period  should  be  under  licence  on  the 
recommendation  of  the  Physician  .Superintendent  with  the  concurrence  of  two 
members  of  the  Management  Committee. 

Absence  without  leave 

70.  It  is  considered  that  where  patients  have  escaped  and  been  at  large  for  six 
months  they  should  be  discharged  by  “ operation  of  law In  this  connection  it 
is  thought  that  arrangements  should  be  made  for  any  patient  who  is  absent  without 
leave  on  apprehension  to  be  lodged  temporarily  at  the  nearest  mental  deficiency 
hospital. 

Notification  of  death  to  coroner 

71.  As  suggested  in  mental  illness,  it  is  considered  that  if  it  is  felt  that  notifications 
to  the  coroner  are  necessary,  they  should  apply  only  to  “ extended  care  and  treat- 
ment ” order  patients. 


Half-way  houses 

72.  It  is  considered  that  hostels  or  homes  must  be  established  under  the  responsi- 
bility of  Regional  Hospital  Boards  or  local  health  authorities  where  patients  could 
come  and  go  on  a voluntary  basis.  These  homes  could  provide  facilities  for  rehabili- 
tation and  accommodation  for  the  following  type  of  patients:— 

(a)  Patients  showing  improvement,  following  on  a period  in  hospital,  who  could 

be  sent  to  a half-way  house  preparatory  to  discharge. 

( b ) Patients  in  need  of  accommodation  after  discharge  from  hospital. 

( c ) Patients  in  the  community  not  requiring  the  specialised  care  and  training 

provided  in  hospital  but  in  need  of  guidance  and  supervision. 

73.  It  is  further  considered  that  special  provision  should  be  made  for  the  training 
of  feeble-minded  persons  leaving  educationally  sub-normal  schools  at  16  years  of 
age  on  a voluntary  basis. 


Reciprocal  arrangements 

74.  In  order  to  facilitate  transfers  between  other  parts  of  Great  Britain  and 
Northern  Ireland,  it  is  suggested  that  provision  should  be  made  for  applying  these 
Acts  to  Scotland  and  Northern  Ireland. 


The  effect  of  the  provisions  of  the  National  Health  Service  Act,  1946,  on  certain 
mental  defectives 

75.  The  Board  have  recently  considered  the  following  report  from  Mr.  J.  S. 
Tapsfield,  B.A.,  their  Legal  Adviser  on  the  refusal  of  benefit  to  certain  mental 
defectives : — 


“As  a result  of  a recent  decision  of  the  Divisional  Court  arising  out  of  a 
dispute  between  certain  mental  defective  patients  and  the  National  Insurance 
Commissioner  the  strict  interpretation  of  the  National  Insurance  Act  has  been 
shown  to  cause  injustice  to  certain  classes  of  mental  defective. 

Section  29  (1)  (b)  of  the  National  Insurance  Act,  1946,  disqualifies  a person 
from  receiving  any  benefit  for  any  period  during  which  that  person  is,  inter 
alia,  undergoing  detention  in  legal  custody.  The  benefits  from  which  such 
person  is  disqualified  include  all  benefits  under  the  National  Insurance  Act. 
In  the  particular  case  which  was  the  subject  of  the  proceedings  the  patient  had 
been  convicted  in  1923  of  larceny  and  housebreaking,  and  had  been  certified 
under  Section  8 of  the  Mental  Deficiency  Act,  1913.  .From  1935  to  1947,  and 
from  the  beginning  of  1954  until  the  present  date  the  patient  has  been  at  various 
periods  in  daily  employment,  and  he  and  his  employers  have  been  contributing  m 
the  ordinary  way ; nevertheless  the  local  Insurance  Officer  refused  to  allow  him 
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benefits.  He  appealed  against  this  decision,  and  the  local  tribunal  reversed  the 
decision.  On  appeal  to  the  National  Insurance  Commissioner,  however,  the 
decision  went  against  the  Plaintiff.  On  an  application  to  the  Divisional  Court, 
it  was  held  that  the  Court  could  not  interfere. 

There  is  little  doubt  that  on  a strict  legal  interpretation  of  the  Statute  the 
decision  is  right,  but  its  effect  is  to  cause  widespread  difficulty,  and  indeed,  injus- 
tice. If,  for  example,  this  particular  patient  had  been  convicted  and  had  served 
his  sentence  and  had  then  been  certified  he  would  not  have  been  disqualified 
from  benefit.  The  effect  of  his  certification  on  conviction  in  1923  is,  therefore, 
to  preclude  him  from  benefit  virtually  for  ever,  and  to  penalise  him  far  more 
heavily  than  can  ever  have  been  intended. 

Many  other  difficulties  arise,  of  which  the  following  are  a few  examples:  — 

(a)  Are  contributions  to  be  refunded  to  patients  who  have  already  made 

them  but  who  are  in  future  to  be  disqualified  from  receiving  benefit? 

( b ) Are  patients  and  their  employers  to  be  forced  to  continue  to  contribute 
although  the  patients  are  unlikely  to  receive  benefit? 

(c)  If  a patient  is  discharged  he  will  be  precluded  from  benefit  until  he 

has  contributed  for  long  enough  to  enable  him  to  qualify  once  more. 
This  is  likely  to  cause  considerable  resentment,  and  possibly  hardship 
at  a time  when  it  is  obviously  most  undesirable,  namely,  when  the 
patient  has  at  last  regained  his  freedom. 

(ct)  A patient  who  escapes  and  whose  certification  is  discharged  will  be 
able  to  qualify  for  benefit,  even  if  he  is  later  re-certified.  He  is  thus 
put  in  a better  position  than  the  patient  who  does  not  escape. 

(e)  Some  patients  had  accumulated  the  right  to  benefit  before  certification. 
As  long  as  their  certification  exists  that  right  is  denied  them. 

The  above  difficulties  presumably  apply  to  anyone  who  is  certified  as  a 
result  of  an  order  of  the  Court,  for  example,  under  Section  8 or  9 of  the  Mental 
Deficiency  Act,  1913.  There  are  109  of  such  patients  at  present  at  The  Manor 
Hospital  at  which  this  difficulty  was  first  brought  to  light.  Of  those,  some  55 
are  at  present  affected  and  others,  of  course,  may  be  affected  at  any  time  when 
they  take  up  insurable  employment.  Many  of  the  convictions  were  for  trifling 
offences.” 

76.  The  Board  have  asked  the  Ministry  of  Health  to  urge  the  Government  to  take 
action  in  the  matter,  if  only  by  amending  regulations. 

77.  In  the  event  of  early  action  not  being  taken,  it  is  suggested  that  the  Royal 
Commission  considers  the  points  involved  with  a view  to  urging  alteration  of  the 
present  regulations. 


GENERAL 

(Mental  Illness  and  Mental  Deficiency ) 

The  Central  Department 

78.  Throughout  this  evidence  reference  has  been  made  to  the  central  authority 
regarding  some  of  the  present  functions  of  the  Board  of  Control.  It  is  considered 
that  there  is  no  further  need  for  the  Board  of  Control  as  such,  although  there  should 
continue  to  rest  with  some  independent  persons  at  the  centre  over-riding  power 
restricted  to  the  liberty  of  the  subject.  It  is  thought  that  this  could  best  be  done 
by  the  setting  up  of  a Commission  or  a Department,  appointed  by  the  Lord  Chan- 
cellor who  would  exercise  the  powers  of  discharge  independently  and  who  would 
undertake  such  other  functions  as  are  considered  necessary  in  respect  of  all  order 
cases.  The  Commissioners,  it  is  felt,  should  not  be  concerned,  as  at  present,  with  the 
inspection  of  hospitals.  This  responsibility  could  be  absorbed  by  the  hospital 
authority,  who  are  already  actively  engaged  in  ensuring  that  the  patients  are  cared 
for  under  conditions  that  are  satisfactory  so  far  as  financial  circumstances  will  allow. 
It  is  felt  that  the  Commissioners  should  advise  the  Minister  of  Health  as  to  the 
panels  to  be  set  up  for  the  appeals  machinery.  In  addition,  they  could  be  responsible 
for  the  compilation  of  the  names  of  justices  for  inclusion  in  the  lists  for  the  pro- 
cedures recommended  in  the  aforementioned  proposals. 
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Examination  of 

0 Chairman ) : Perhaps  you  would  just 

introduce  yourselves? (Mr.  Sargood ):  I 

am  Chairman  of  the  Mental  Health  Com- 
mittee of  the  South  West  Metropolitan 
Regional  Hospital  Board.  On  my  left  _ is 
Dr.  Minski,  who  is  the  Medical  Superin- 
tendent at  Belmont  Hospital ; Mr.  Hunt, 
the  Deputy  Secretary  of  the  Board,  and 
Mr.  Tapsfield,  our  Legal  Adviser  to  the 
Board.  On  my  right  is  Dr.  Taylor  who 
is  the  Regional  Psychiatrist,  and  Mr. 
Swinbanks,  one  of  his  principal  officers. 

4718.  We  are  grateful  to  you  for  your 
very  full  and  interesting  memorandum. 
Would  you  like  to  add  anything  to  it 

before  we  go  through  it? 1 think  there 

is  only  one  point.  Sir,  which  1 need  make 
at  this  stage,  which  I think  would  be  help- 
ful to  the  Commission.  You  will  have 
noted,  I am  sure,  that  there  is  a great  deal 
of  similarity  between  our  memorandum 
and  the  evidence  which  has  been  given  by 
other  bodies,  and  the  main  reason  for  that 
is  the  method  by  which  we  have  arrived 
at  the  recommendations  that  we  have  made. 
We  have  consulted  all  our  Hospital 
Management  Committees,  all  the  Physician 
Superintendents  of  our  various  mental  hos- 
pitals and,  of  course,  we  have  read  the 
recommendations  and  evidence  that  have 
been  given,  and  that  has  guided  us  in  our 
considerations.  I thought  perhaps  that 
would  help  you  to  understand  why  there  is 
some  similarity,  and  the  method  that  we 
have  adopted  makes  the  recommendations 
that  we  are  putting  forward  very  representa- 
tive indeed. 

4719.  Yes,  I know  the  difficulty  of  saying 
anything  original  on  this  subject.  I think 
my  first  question  is  on  your  paragraph  11, 
where  you  speak  about  some  difficulty  in 
putting  non-statutory  patients  alongside  the 
certified  patients  or  the  patients  admitted 
under  the  Mental  Treatment  Act,  and  you 
speak  of  notification  to  the  Board  of  Con- 
trol as  placing  the  psychiatric  patient  in  a 
category  different  from  that  of  other 
patients  and  perpetuating  a stigma.  Is  the 
psychiatric  patient  aware  of  the  system  of 
notification  to  the  Board  of  Control?  It 
never  occurred  to  me  to  find  the  origin 

of  the  stigma  in  those  formalities. 

Perhaps  Dr.  Taylor  would  elaborate  on 
that  point,  but  may  I make  the  point  of 
a layman  that  even  if  the  patient  is  not 
aware,  certainly  the  relatives  are,  and  that 
does  help  to  intensify  that  feeling  that  their 
relatives  are  being  treated  differently  than 
they  would  be  if  they  went  into  a general 
hospital. 

4720.  But  why  should  the  relatives  know 
what  you  write  to  the  Board  of  Control, 

or  anybody  else? -It  is  amazing  what  the 

relatives  of  the  patients  do  learn  about 


Witnesses 

their  conditions  of  certification.  (Dr. 
Taylor):  With  voluntary  patients,  I think 
it  is  fairly  generally  known  by  the  patients 
that  reports  are  made  on  them  and  sent 
up  to  the  central  authority,  and  when  inter- 
viewing and  talking  to  patients  they  fre- 
quently comment  adversely  on  that  par- 
ticular fact,  so  much  so  that  under  this 
non-statutory  scheme  patients  have  actually 
said,  “ Do  I have  to  sign  a form,  and  does 
a report  on  me  go  up  to  the  Ministry  of 
Health?  ” 

4721.  (Dr.  Rees):  You  say  reports  go  to 

the  Board  of  Control  for  voluntary 
patients? Not  a report,  but  their  admis- 

sion is  notified. 

(Chairman):  I do  not  think  I have  any 
questions  to  ask  on  your  first  few  para- 
graphs on  the  treatment  of  mental  illness.  I 
do  not  know  whether  any  other  member  of 
the  Commission  wishes  to  ask  any  ques- 
tipns  up  to  paragraph  18? 

4722.  (Dr.  Thomas ):  In  the  middle  of 
paragraph  1 1 you  mention  that  at  first  you 
experienced  some  disciplinary  difficulty  with 
the  patients.  Would  you  care  to  elaborate 
what  kind  of  difficulties  you  experience? 

Of  course  this  is  second  hand,  I have 

got  these  reports  from  Superintendents,  but 
in  the  first  instance  these  patients  were 
called  special  hospital  patients,  and  they 
regarded  that  as  meaning  they  were  special 
in  some  different  way.  They  were  rather 
unwilling  to  work  in  the  ward  the  same  as 
other  patients,  and  they  did  not  feel  that 
they  should  attend  occupational  therapy, 
and  things  of  that  kind.  I think  the  nurs- 
ing staff  tended  to  feel  this  was  so  them- 
selves. At  St.  Ebba’s  Hospital  where  I 
myself  was  working  this  was  quite  notice- 
able, and  later  the  staff  were  told  that  these 
people  had  to  be  treated  much  the  same 
as  in  a general  hospital,  with  ward  disci- 
pline the  same  as  in  a general  hospital. 
After  that  we  had  no  trouble,  and  they  are 
just  as  well  disciplined  as  anywhere  else. 
(Dr.  Minski) : May  I say  that  in  the  hospital 
at  Belmont  where  none  of  the  patients  arc 
statutory  we  do  not  have  these  difficulties, 
because  they  are  all  in  the  same  category. 
(Dr.  Taylor ):  I am  not  quite  sure  whether 
we  answered  the  Chairman’s  earlier  ques- 
tion about  the  difficulties  of  mixing  the  two 
types  of  patients,  mixing  non-statutory  with 
voluntary  and  certified.  It  was  generally 
felt  by  the  four  hospitals  concerned  that 
there  would  be  no  difficulty,  that  it  could 
be  done  quite  easily,  and  that  it  would  be 
in  fact  experimental.  It  would  not  be  pro- 
perly tested  until  that  had  been  done.  The 
Ministry  wanted  to  keep  the  non-statutory 
part  as  separate  blocks  entirely,  but  the 
patients  do  mix  in  occupational  therapy  with 
no  trouble  at  all.  (Mr.  Sargood) : I wonder 
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whether  you  would  permit  me  at  this  stage 
to  give  you  information  that  has  come  to 
my  hand  only  a few  minutes  ago  with  re- 
gard to  the  extension  of  these  special  units? 
We  have  extended  these  special  units  to 
parts  of  five  hospitals  other  than  those  re- 
ferred to  in  the  report,  and  that  represents 
an  addition  of  330  beds  to  those  we  have 
already  enumerated. 

4723.  {.Chairman):  I am  not  clear  from 
your  memorandum  whether  you  wish  the 
present  voluntary  admission  formalities 
under  the  Mental  Treatment  Act  to  con- 
tinue, or  whether  you  would  assimilate  the 
voluntary  patient  more  to  the  present  non- 

statutory  patient? {Dr.  Taylor):  We 

would  do  away  altogether  with  the  present 
voluntary  status,  and  make  them  all  non- 
statutory  patients,,  doing  away  with  the 
necessity  for  having  to  sign  a voluntary 
form  to  come  in,  and  even  signing  a form  of 
desire  to  go  out  again. 

4724.  And  you  do  not  expect  any  diffi- 
culty about  a non-statutory  patient  or  volun- 
tary patient  in  the  future  discharging  him- 
self without  notice,  and  before  you  have 
had  time  to  make  the  necessary  arrange- 
ments?— -We  have  had  relatively  few,  and 
Dr.  Minski,  of  course,  has  been  doing  it  for 
several  years.  (Dr.  Minski):  We  have  had 
this  going  since  1939  when  Belmont  Hospi- 
tal was  really  an  emergency  hospital  and 
we  took  in  Service  cases.  Then  we  con- 
tinued as  a civilian  centre  after  the  war. 
I imagine  that  we  have  had  probably  30,000 
to  40,000  admissions  during  that  time  and 
we  have  had  no  difficulty  in  getting  rid 
of  patients  who  had  to  go  on  elsewhere 
where  one  had  not  the  three  days’  notice 
to  work  in  as  with  the  voluntary  patient.  I 
would  say  there  are  not  any  real  difficulties. 

4725.  Have  you  never  had  a case  of  a 
patient  discharging  himself  without  notice, 
and.  going  home  when  the  home  is  peculiarly 

anxious  not  to  receive  him? Yes,  I think 

we  have,  but  one  has  usually  seen  the  rela- 
tives, talked  to  them  about  the  patient,  and 
they  have  accepted  the  patient  for  the  time 
being  until  other  arrangements  could  be 
made  for  his  treatment.  On  the  other  hand 
if  the  patient  has  become  certifiable  one 
has  made  arrangements  for  the  duly 
authorised  officer  to  take  him  to  the  obser- 
vation ward,  and  we  always  manage  to  do 
this  without  holding  the  patient  against  his 
will  for  any  length  of  time.  (Dr.  Taylor): 
Tn  Appendix  I,  out  of  the  total  admissions 
during  that  year  there  were  in  all  75  patients 
who  took  what  we  call  premature  discharge. 
They  just  went  before  the  medical  people 
considered  they  were  ready  to  go.  That 
was  out  of  a total  of  1,000  admissions. 

4726.  In  paragraph  18  where  you  refer 
to  the  appropriate  officer,  you  are  not  pro- 
posing to  give  the  duly  authorised  officer 
power  which  he  does  not  possess  at  the 
present  moment  under  the  Lunacy  Act? 
You  are  not  proposing  to  give  him  power 

30973 


to  aot  against  the  relative  except  in  the 
cases  which  are  recognised  under  the  present 

law? (Mr.  Sargood ):  Quite,  I think  that 

is  correct.  There  is  no  extension  of  his 
powers. 

4727.  My  next  question  comes  on  para- 

graph 21  where  you  put  on  the  Hospital 
Management  Committee  the  responsibility 
of  extending  orders  after  review,  and  you 
say  that  a full  clinical  report  should  be 
given  to  the  Hospital  Managament  Commit- 
tee whenever  a review  is  undertaken.  How 
full  a clinical  report? The  clinical  re- 

port. suggested  should  be  submitted  by  the 
medical  officer  in  charge  of  the  particular 
patient  to  the  Physician  Superintendent,  and 
he  in  turn  will  on  that  full  clinical  report 
report  to  his  Management  Committee.  It 
does  not  necessarily  follow  that  the  full 
clinical  report  would  be  given  to  the  Hos- 
pital Management  Committee. 

4728.  It  has  been  known,  I think,  that  a 
member  of  the  Hospital  Management  Com- 
mittee has  demanded  to  see  the  case  notes 
of  the  whole  case.  You  do  not  intend  that? 
— —We  are  not  recommending  that,  no. 
It  is  in  order  that  the  Physician  Superinten- 
dent shall  be  fully  informed  as  to  the  clini- 
cal condition  when  he  reports  to  the 
Management  Committee. 

4729.  It  is  rather  important  to  be  careful 
about  this.  You  are  using  the  words  “ full 
clinical  report  ” in  rather  a Pickwickian 

sense,  are  you  not? We  can  give  a 

definite  assurance  on  that  point.  It  is  not 
intended  that  the  full  clinical  report  should 
go  forward.  (Dr.  Taylor):  I think  the 
emphasis  was  meant  to  be  on  the  medical 
officer  in  charge  of  the  patient,  because  at 
some  of  our  mental  hospitals  it  is  the 
medical  officer  in  charge  of  the  patient  who 
docs  the  re-certification. 

4730.  (Dr.  Thomas):  You  do  not  disclose 
the  confidential  nature  of  that  full  clinical 

report  to  the  Management  Committee? 

(Dr.  Minski):  What  it  boils  down  to  is  that 
the  medical  officer  in  charge  of  the  patient 
should  submit  a full  clinical  report  to  the 
Physician  Superintendent,  and  the  Physician 
Superintendent  would  simply  recommend  on 
that  to  the  Hospital  Management  Com- 
mittee that  the  patient  should  be  re- 
certified for  another  year,  but  the  clinical 
report  should  not  go  to  the  Hospital 
Management  Committee.  That  was  the  way 
of  interpreting  the  thing  when  we  did  it. 

4731.  (Dr.  Rees):  Apart  from  annual 
reports  would  the  Medical  Superintendent 
be  concerned  with  the  patient  in  any  way? 

1 think  Dr.  Rees,  like  me,  knows  that 

in  a large  mental  hospital  of  2,000  patients 
the  Physician  Superintendent  cannot  pos- 
sibly know  its  whole  population,  and  I have 
suggested  in  order  that  patients  should  not 
be  lost,  as  it  were,  that  when  the  time  came 
for  re-certification  the  doctor  in  charge  of 
the  patient  should  submit  a full  clinical 
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report  to  the  Physician  Superintendent,  so 
that  he  would  have  more  details  about  the 
patient. 

4732.  Do  you  not  think  the  Medical 
Superintendent  himself  should  report  the 
patient’s  condition  direct  to  the  Committee, 
and  that  he  should  examine  the  patient 

himself? He  will,  yes,  and  one  presumes 

that  he  would  after  having  got  the  clinical 
report. 

4733.  (Mr.  Bartlett):  Does  he  get  those 
reports  now  in  the  form  of  periodic  entries 
into  the  case  book  of  the  patient?  Are 
those  case  books  available  to  the  Physician 

Superintendent? 1 have  not  worked  in 

a mental  hospital  now  for  some  years,  but 
I would  say  when  I did  I would  not  regard 
the  clinical  notes  as  always  being  of  the 
fullest.  I have  seen  case  notes  which  have 
I.S.Q.  written  over  long  periods,  and  I 
would  not  have  thought  they  conveyed  very 
much  to  the  doctor  just  glancing  at  the  case 
papers.  It  was  for  that  reason  I suggested 
that  this  should  be  done.  (Mr.  Sargood ): 
May  I say  that  from  the  angle  of  the  lay 
approach  to  these  problems  we  have  been 
extremely  anxious  to  make  provisions  that 
will  give  added  reassurance  to  the  public 
that  every  care  is  taken,  medically  and 
otherwise,  and  in  this  case  of  the  extended 
order,  which  is  virtually  the  final  certifica- 
tion of  patients,  we  have  tried  to  reassure 
the  relatives  that  there  are  two  distinct 
medical  opinions  with  regard  to  their  rela- 
tive before  the  extended  order  is  made,  and 
they  are  the  full  clinical  report  given  by 
the  doctor  actually  in  charge  of  the  case, 
and  consideration  of  that  clinical  report  by 
the  Physician  Superintendent  of  the  hospital 
concerned  when  he  reports  to  the  Manage- 
ment Committee. 

4734.  (Chairman):  On  this  question  of 
satisfying  the  relatives,  do  you  find  that 
relatives  on  these  occasions  of  review  want 
to  be  present,  or  not  necessarily  present  at 
the  formal  hearing,  but  want  to  be  in  the 
hospital  and  see  the  Hospital  Management 

Committee? It  varies,  Sir.  The  general 

approach  to  it  is  that  if  the  relatives  are 
assured  by  members  of  the  Hospital 
Management  Committee  that  they  as  lay 
members  are  satisfied  and  can  quote  the  fact 
that  there  are  two  medical  opinions  before 
the  patient  is  finally  certified,  that  appears 
to  us  to  be  a greater  assurance  to  the  rela- 
tives and  to  the  general  public. 

4735.  Yes,  but  to  a good  many  people 
there  is  a good  deal  of  difference  between 
getting  a thing  in  writing  and  getting  it  by 
word  of  mouth.  Do  you  think  that  on  the 
occasion  of  a review  of  this  kind  the  rela- 
tives should  be  given  an  opportunity  of 
actually  seeing  the  special  committee  of  the 
Hospital  Management  Committee  and  the 

Medical  Superintendent? In  the  case 

where  their  relatives  are  under  consideration 
for  discharge,  invariably  the  relatives  like 


to  be  present  if  they  possibly  can,  but  if 
the  system  that  we  are  recommending  is 
adopted  the  patient  will  have  been  in  hos- 
pital some  little  while  before  any  suggestion 
of  an  extended  order  is  made.  Therefore 
the  initial  stages  of  entering  the  hospital 
are  over,  and  at  that  stage  the  relatives  have 
accepted  the  position. 

4736.  They  might  still  want  to  be  con- 
sulted when  it  came  to  the  question  of 
whether  the  patient  was  going  to  be  kept 
in  hospital  for  another  six  months  or  a 

year? (Dr.  Minski.)  I think  it  would 

probably  inspire  more  confidence  of  the 
relatives  in  the  hospital  if  they  were  allowed 
to  be  present  when  re-certification  took 
place,  and  they  were  told  why  it  was  being 
done. 

4737.  (Dr.  Rees):  How  long  would  the 
Hospital  Management  Committee  devote 

to  each  case  approximately? You  mean 

seeing  the  relatives  and  so  on? 

4738.  Seeing  the  relatives,  and  would 

they  see  the  patient  on  each  occasion? 

I do  not  think  so.  Surely  the  Management 
Committee  would  accept  the  medical 
recommendation,  I would  have  thought. 

4739.  (Dr.  Thomas):  Is  that  the  interpre- 

tation of  the  word  “authority”  in  para- 
graph 19,  that  the  authority  of  the  Hospital 
Management  Committee  supported  by  two 
medical  recommendations  be  invoked? 
What  is  the  function  of  the  Hospital 
Management  Committee  there?  Is  it  to 
satisfy  themselves  that  medical  examina- 
tions have  been  made? (Mr.  Sargood): 

That  is  rather  different.  Paragraph  19  is 
rather  a limited  order  where  you  are  deal- 
ing with  patients  who  are  not  being  detained 
on  any  legal  authority,  and  therefore  it  is 
most  important  in  that  case  that  they  see 
the  patient.  With  the  extended  order  you 
have  a judicial  order  in  the  first  instance. 

4740.  You  would  have  them  seeing  the 

patient? On  the  limited  order. 

4741.  (Dr.  Rees):  In  a 2,000  bedded 
hospital  how  many  of  these  reports  do  you 
reckon  would  be  submitted  to  the  Hospital 
Management  Committee  every  month? 
Assuming  that  half  the  patients  are  long- 
stay  patients,  perhaps  about  1,200,  that 

means  100  a month,  does  it  not? (Dr. 

Minski):  Yes. 

4742.  How  long  would  the  Committee 
take  to  review  these  100  every  month?— - — 
If  the  sub-committee  of  the  Hospital 
Management  Committee  were  dealing  with 
the  matter  I should  have  thought  they  could 
have  dealt  with  that  number.  It  is  a 
formality  in  many  cases. 

4743.  It  would  be  a formality? If  the 

Hospital  Management  Committee  is  pre- 
pared to  accept  the  medical  recommenda- 
tions. (Mr.  Sargood):  If  I may  make  the 
point  here,  the  keynote  of  the  whole  of 
our  proposals  has  been  that  we  are  hoping 
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that  certification,  or  proposed  certification, 
shall  be  the  last  resort,  and  not  the  first. 
When  an  extended  order  has  been  made  in 
the  case  of  a patient,  then  in  order  to  give 
further  assurance  to  the  relatives  we  have 
suggested  this  annual  review.  We  are  hop- 
ing that  there  will  be  considerably  less  of 
that  type  of  patient  in  our  mental  hospitals 
in  the  future,  and  that  the  majority  of 
patients  will  go  in  without  any  order  at  all. 
(Mr.  Hunt):  The  present  figure  for  volun- 
tary patients  is  68  per  cent,  of  all  admis- 
sions and  with  these  proposals  it  is  thought 
that  they  will  be  considerably  increased, 
and  there  will  be  relatively  few  so-called 
extended  order  cases  in  the  hospitals. 

4744.  What  percentage  of  the  cases 
actually  in  hospital  are  voluntary  patients? 

We  have  not  got  that  figure,  but  each 

year  we  have  got  out  a percentage  of  the 
total  admissions,  and  for  the  last  three  or 
four  years  that  has  been  between  65  and  68. 
(Dr.  Minsk! ):  Surely  the  number  of  certified 
patients  is  gradually  diminishing  in  the 
hospitals  as  the  old  chronic  patients  die. 
There  are  more  patients  going  in  voluntarily 
and  the  old  certified  ones  are  dying,  so  the 
proportion  of  voluntary  patients  is  increas- 
ing each  year. 

474 5.  (Chairman):  The  thing  that  is 

concerning  some  members  of  the  Commis- 
sion is  that  if  the  turnover  of  your  hospitals 
is  increased  there  will  be  more  discharges 
on  cure  or  improvement,  and  the  machinery 
for  reviewing  cases  may  become  rather 
clogged.  You  propose  your  limited  order 

should  be  only  for  six  months? 

Extendable  up  to  a maximum  of  two  years. 

4746.  And  your  extended  order  is  to  be 

reserved  for  patients  who  are  likely  to  be 
semi-permanent  residents? Yes. 

4747.  (Lady  Adrian ):  And  also  unwill- 
ing?  Yes,  chronically  unwilling. 

4748.  (Sir  Russell  Brain):  On  your  plan 
only  a small  fraction  of  patients  would 
come  in  on  an  order  at  all,  and  only  a 
small  fraction  of  those  would  come  under 
the  machinery  necessitating  meetings  of  the 

Management  Committee? That  is 

correct. 

4749.  (Chairman):  The  Management 

Committee  is  going  to  have  nothing  to  do 

with  the  limited  order  patients  at  all? 

Except  authorising  extension,  but  other- 
wise no.  (Mr.  Sargood ):  Under  our  pro- 
posals, the  Management  Committees  will, 
we  consider,  be  relieved  of  duties  which 
they  now  have  to  spend  a great  deal  of 
time  on,  considering  patients  who  are 
recommended . for  a period  of  trial,  or  dis- 
charge, and  applications  under  Sections  72 
or  79  of  the  Lunacy  Act. 

4750.  They  are  going  to  be  relieved  of 

those? Not  of  Sections  72  or  79,  but 

under  our  recommendation  they  will  be 
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entirely  relieved  of  the  others  I have  men- 
tioned. They  will  only  be  left  with  appli- 
cations under  Sections  72  and  79,  or  cases 
where  the  Medical  Superintendent  is  recom- 
mending absence  for  leave  on  trial,  or  other 
purposes,  and  maintenance  grants  are  neces- 
sary. A good  deal  of  their  work  will  be 
lifted  off  their  shoulders. 

4751.  But  they  also  have  to  consider 

every  extension  of  a limited  order  by  six 
months? Yes. 

4752.  That  may  amount  to  a good  deal. 
It  depends  how  many  you  limit,  or  those 

you  discharge  in  the  first  six  months. 

I should  be  rather  cautious  in  agreeing  to 
that.  If  our  experience  in  our  four  special 
units  is  an  indication,  and  we  met  with 
some  kind  of  success,  I do  not  think  their 
duties  in  respect  of  that  particular  function 
would  be  very  extended. 

4753.  It  has  been  suggested  to  us  that  six 
months  for  the  first  period  is  rather  uncom- 
fortably tight ; that  although  the  percentage 
of  cases  discharged  at  the  end  of  six  months 
is  much  greater  than  the  proportion  in  the 
next  six  months,  yet  to  fix  six  months  as 
the  absolute  limit  might  be  a little  too  tight, 
and  you  might  perhaps  have  a slightly 
longer  period  to  give  all  concerned  a little 
flexibility,  so  that  you  would  not  be  in  the 
position  of  having  to  discharge  a patient 
on  the  day  the  six  months  had  expired. 
Are  you  frightened  of  that  at  all?— — (Dr. 
Minski) : On  the  other  hand  if  a patient  has 
improved  during  his  six  months  on  a limited 
order  one  could  probably  then  admit  him 
as  a non-statutory  patient  to  continue  treat- 
ment without  extending  the  order. 

4754.  Quite,  I see  that.  May  we  pass 

to  a rather  different  issue,  paragraph  23, 
on  the  appeals  machinery.  Is  the  appeal 
machinery  to  be  open  to  patients  under 
limited  order,  or  only  to  patients  under 
extended  order? Both. 

4755.  From  the  point  of  view  of  the  re- 

assurance of  the  patient  and  his  relatives 
this  is  not  a judicial  tribunal,  is  it?  It 
consists  of  one  legal,  one  medical  and  one 
lay  representative  of  equal  status  pre- 
sumably?  Yes. 

4756.  Would  you  not  have  to  lay  down 
special  statutory  rules  for  their  procedure 
if  they  were  not  a judicial  tribunal  governed 

by  the  ordinary  laws  of  evidence? Yes, 

we  had  not  gone  into  the  detail  of  how  they 
would  work,  and  so  on,  but  it  was  simply 
the  idea  of  setting  up  this  machine,  so  that 
the  patient  would  know  he  had  someone  to 
appeal  to,  and  then  this  authority  in  turn 
would  recommend  to  the  Ministry. 

4757.  The  other  point  is  why  do  you  set 
up  a regional  tribunal?  In  the  case  of  an 
appeal  against  the  original  limited  order  the 
tribunal  would  want  to  hear  probably  the 
family  doctor,  and  you  would  have  a 
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regional  tribunal  sitting,  perhaps,  in  Bristol, 
and  the  family  doctor  at  the  other  end  of 
Cornwall.  You  are  putting  a great  deal  of 
strain  on  the  already  hard-worked  general 

practitioners. (Dr,  Taylor ):  No,  Sir,  I 

think  it  would  be  a regional  panel  which 
would  be  picked  locally.  If  the  family  came 
from  Cornwall  you  would  pick  three  people 
for  the  panel  from  Cornwall,  and  if  the 
family  came  from  Bristol  three  people  from 
the  panel  at  Bristol.  The  idea  of  the  tri- 
bunal was  to  cover  the  whole  of  the  region, 
so  that  you  would  not  have  those  difficulties 
of  travel. 

4758.  (Mr.  Bartlett ):  And  the  hearing 

would  take  place  at  the  hospital? Yes, 

I suppose  so.  (Dr.  Minski):  We  have  not 
gone  into  the  details  as  to  that.  It  might 
be  better  to  have  it  away  from  the  hospital 
to  prevent  the  feeling  of  bias. 

4159.  (Lady  Adrian)'.  Would  you  allow 
the  appeal  to  be  made  at  any  time  during 

the  first  six  months? Any  time  the 

patient  wanted  to  appeal. 

4760.  Immediately  he  wished  to  appeal, 

no  time  limit  at  all? No.  (Mr.  Sargood, ): 

We  did  feel,  although  we  have  not  put  it 
in  the  memorandum,  that  there  should  be 
a limit  to  the  number  of  times. 

4761.  Not  to  the  moment  of  appeal? 

No. 

4762.  (Chairman):  Why  are  you  anxious 
to  get  rid  of  the  judicial  tribunal  which  is 
at  present  in  existence  with  the  magistrates? 

(Dr.  Minski ):  This  is  because  the  more 

one  has  the  legal  aspect  of  mental  health 
emphasised  the  more  people  feel  that  it  is 
something  different,  and  peculiar,  and  so 
forth.  We  want  to  try  and  bring  it  more 
into  the  lines  of  general  medicine,  so  that 
it  is  a medical  matter.  One  knows  one  has 
to  have  safeguards,  but  the  emphasis  should, 
if  possible,  be  put  on  the  medical  and 
therapeutic  side  of  treatment. 

4763.  The  question  is  do  you  not  have 
the  risk  of  perpetuating  what  is  seriously 
one  of  the  drawbacks  of  the  present  legis- 
lation, where  you  have  nominal  judicial 
tribunals  behaving  in  a very  unjudicial  way 
and  discharging  very  unjudicial  business  in 
nothing  like  a judicial  process,  and  on  the 
other  hand  you  have  administrative  autho- 
rities who  are  supposed  in  some  obscure 
way  to  act  judicially?  In  this  sort  of  case 
where  ex  hypothesi  you  are  appealing  from 
the  doctors  and  from  your  relatives,  or  the 
relatives  are  appealing  from  the  doctor,  and 
from  the  administrative  authority,  would 
you  not  want  to  appeal  to  a legal  tribunal? 

(Mr.  Sargood):  Here,  Sir,  as  a layman 

I must  come  to  the  rescue  of  the  medical 
people,  because  after  all  the  medical  con- 
dition of  the  patient  is  a most  important 
consideration  when  an  appeal  for  his  dis- 
charge is  being  lodged.  We  felt  that  a tri- 
bunal of  this  kind,  selected  from  a panel 
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of  people  who  have  proved  their  know- 
ledge and  experience,  with  the  legal  and 
medical  and  lay  advice  that  could  be  given, 
is  much  more  likely  to  come  to  a balanced 
judgment  on  these  matters  than  a collection 
of  lay  magistrates. 

4764.  I do  not  know,  if  you  have  a tri- 
bunal consisting  of  legal  representatives  and 
lay  representatives,  what  that  means,  it  may 
mean  anybody,  in  addition  to  the  doctor. 

(Dr.  Taylor) : At  the  moment  the 

patient  appeals  to  the  Board  of  Control 
which  he  also  identifies  with  the  Ministry, 
and  he  feels  he  is  not  being  justly  dealt 
with,  because  he  is  appealing  to  the  very 
body  which  is  already  administering  him 
and  his  liberty,  so  he  feels  that  he  is  not 
appealing  to  anybody  unbiased  at  all,  Our 
idea  was  to  have  a completely  independent 
unbiased  appeal  machinery  not  connected 
in  any  way  with  the  people  who  were  hold- 
ing him  in  hospital,  and  no  connection 
with  the  Ministry  of  Health  or  the  Hospital 
Management  Committee. 

4765.  (Dr.  Rees):  You  are  suggesting 

the  members  of  the  panel  should  be 

appointed  by  the  Ministry. On  the 

advice  of  the  central  authority. 

4766.  By  the  Ministry  of  Health. And 

the  Lord  Chancellor’s  Department,  we 
hope. 

4767.  The  Lord  Chancellor’s  Depart- 
ment?  We  mention  that  I think  in  the 

last  paragraph. 

4768.  (Chairman):  I am  not  quite  clear 
about  your  meaning  in  paragraph  24.  You 
say,  “ It  is  suggested  that  the  emergency 
admission  order  should  ensure  admission 
not  only  to  observation  wards  but  to  mental 
hospitals  direct.”  Do  you  mean  that  an 
order  which  in  this  case  is  an  adminis- 
trative order,  the  order  of  the  duly  autho- 
rised officer,  should  be  a mandatory  order 
on  ithe  hospital  without  the  hospital’s  oon- 

sent? It  is  on  some  hospitals  now,  Sir, 

if  they  have  been  designated  for  Section  20 
purposes. 

4769.  Do  you  think — after  all  you  said 
just  now  that  the  doctor’s  opinion  is  very 
important  in  these  matters — that  an  admin- 
istrative officer  should  have  the  power  to 
compel  the  Physician  Superintendent  of  a 

hospital  to  receive  a case? He  cannot 

compel  him  at  the  moment  if  the  beds  are 
all  full.  There  is  nothing  obligatory  about 
the  order  at  the  moment.  If  the  Medical 
Superintendent  says  his  observation  ward 
beds  are  full  he  can  refuse  the  case,  and 
the  same  thing  with  the  observation  ward 
beds  in  a general  hospital.  There  must  be 
a vacancy  before  he  can  put  the  case  up, 

4770.  Quite  apart  from  the  question  of 
whether  the  duly  authorised  officer  is  the 
right  sort  of  person  to  have  the  power  to 
make  a mandatory  order  on  the  hospital, 
as  soon  as  you  give  anyone  the  power  to 
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make  a mandatory  order  on  the  hospital 
you  upset  the  balance,  do  you  not?  You 
immediately  get  the  situation  where  it  is 
easier  to  get  an  emergency  admission  than 
it  is  to  get  a voluntary  admission? Yes. 

4771.  And  you  have  the  relatives  advised 
“ Do  not  go  in  voluntarily,  it  is  much  more 
difficult  to  get  a bed.  It  is  much  better 
to  go  in  under  the  duly  authorised  officer, 

under  the  emergency  procedure.” (Dr. 

Minsk'i):  It  would  have  to  be  only  after 
consultation  with  the  Physician  Superin- 
tendent, this  order  directing  the  patient  to 
the  mental  hospital. 

4772.  If  it  is  an  emergency  he  has  not 
got  very  much  opportunity  to  consult  with 
the  Superintendent.  No  doubt  he  can  put 
it  over  very  nicely  on  the  telephone  in  a 
city,  but  if  it  is  a cottage  in  the  back  wilds 

of  Westmorland  it  is  not  so  easy. 

(Mr.  Taps  field):  Is  not  the  position,  if  the 
duly  authorised  officer  is  found  to  have 
exceeded  his  power,  that  his  order  is  man- 
datory to  the  extent  that  the  patient  must 
be  admitted,  but  the  Physician  Superinten- 
dent can  then  examine  the  patient  and 
decide  that  the  patient  should  not  be  de- 
tained. The  present  set-up  is  that  the  order 
is  only  mandatory  in  that  the  hospital  has 
to  receive  the  patient  and  detain  him  for 
not  more  than  a given  period.  If  the 
Physician  Superintendent  comes  to  the  con- 
clusion that  the  order  should  never  have 
been  made  he  could  discharge  the  patient  at 
once,  and  I do  not  see  why  the  same  situa- 
tion should  not  be  operative. 

4773.  I know  the  currency  of  the  manda- 
tory power  in  this  case  would  be  a very 
short  one,  but  there  is  still  the  risk  that 
the  quickest  and  shortest  procedure  will 
always  tend  to  supersede  anything  which 
is  rather  more  cumbersome.  On  paragraph 
32,  this  is  not  the  first  time  that  we  have 
had  this  recommendation  that  committal 
under  the  Magistrates’  Counts  Aat  should 
not  be  subject  to  Section  72.  I am  not  quite 

sure  whether  it  is  right  or  not? (Dr. 

Taylor ):  Definitely  yes.  Sir.  The  Magis- 
trates’ Courts  Act  definitely  puts  them  under 
a reception  order  in  the  same  way  as  any 
other  certified  patient,  and  the  relatives  can 
claim  discharge.  There  is  nothing  in  the 
Act  which  says  .that  they  cannot  claim  dis- 
charge for  this  type  of  reception  order. 

4774.  I mean  I am  never  quite  certain 
of  the  grounds  on  which  it  is  thought  to  be 
undesirable  that  the  relatives  should  be 

able  to  claim  discharge? 1 cannot  think 

of  a case  immediately  off-hand,  but  the  kind 
of  case  where  you  have  a person  who  would 
probably  receive,  we  will  say,  three  months 
for  an  offence.  He  is  found  to  be  insane 
and  ^ is  certified  under  this  Section,  and 
within  24  hours  his  relatives  may  have  him 
out  of  hospital. 

4775.  That  would  obviously  be  reductio 
ad  absurd um,  and  -it  might  be  argued  even 
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then  that  if  the  magistrates  say,  “We  do 
not  want  to  punish  this  offender  ”,  and  he 
is  admitted  to  hospital,  they  must  put  up 
with  the  hospital  procedure.— —(Mr. 
Sargood) : But  'the  .magistrates  surely  have 
said  that  whilst  they  do  not  wish  to  punish, 
'they  certainly  do  wish  this  man  to  have 
treatment,  and  by  the  method  by  which  the 
matter  operates  now  he  can  avoid  the  terms 
of  the  magistrate’s  order  by  his  relatives 
applying  for  his  discharge. 

4776.  Yes,  you  can  argue  it  that  way,  but 

in  the  case  of  an  offender  whose  sentence, 
if  he  was  not  mentally  ill,  would  be  three 
months,  and.  supposing  he  remains  in  the 
mental  hospital  four  months  and  the  rela- 
tives applied  for  his  discharge  then? 

(Dr.  Taylor ):  Yes,  I do  not  think  we  have 
given  that  side  of  the  matter  consideration, 
but  I think  that  it  was  possible  we  should 
have  said  that  it  should  be  amended  in  so 
far  that  the  patient  should  not  be  discharged 
under  Section  72  before  the  length  of  time 
that  the  magistrates  would  have  committed 
him  to  prison. 

4777.  (Sir  Cecil  Oakes):  How  are  you 
going  to  ascertain  what  is  in  the  mind  of 

the  Count? -We  may  have  to  assume  the 

maximum  sentence  he  could  have  been 
given. 

4778.  It  might  be  ten  years? (Mr. 

Tapsfield):  Could  the  Court  not  pass  sen- 
tence saying,  “This  man  shall  be  in  the 
mental  hospital  for  three  months”? 

4779.  (Chairman):  That  has  been  ro 

commended  to  us  by  some  people.  All 
committals  to  mental  hospitals  under  that 
Section  of  the  Act  should  be  for  a definite 
period? Yes. 

4780.  (Sir  Cecil  Oakes):  Would  you  sug* 
gest  a period  not  exceeding  the  maximum 
which  the  law  lays  down  for  the  offence  to 

apply  to  a person  of  unsound  mind? 

Yes. 

4781.  (Dr.  Rees):  Would  that  not  tend 
to  convert  the  mental  hospital  into  a prison? 
— — It  depends  what  use  is  made  of  this 
power  by  the  magistrate.  There  would  be  a 
danger  of  that. 

4782.  A patient  would  say,  “ My  sen- 

tence will  be  up  in  a week’s  time  ”,  and  he 
might  want  to  go  at  the  end  of  the  three 
months  regardless  of  whether  he  had  re- 
covered or  not? (Dr.  Minski ):  On  the 

other  hand,  if  he  is  sent  to  a mental  hospi- 
tal for  two  years  and  the  doctor  thinks 
he  has  recovered  before  the  two  years  are 
up,  does  he  still  remain  there  for  two  years, 
or  can  he  be  discharged  as  having 
recovered?  (Mr.  Tapsfield):  The  answer 

to  that  would  be  to  go  back  to  the  magis- 
trates. (Mr.  Sargood):  I think  we  have 
not  gone  into  it  in  great  detail,  but  it  is 
an  anomaly  that  should  be  looked  at. 

4783.  Does  it  often  happen  in  fact? 

I do  not  think  so.  I believe  there  has  been 

A9 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


940 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


one  case,  and  in  that  case  the  Super- 
intendent was  unable  to  issue  a barring 
certificate.  In  many  cases  he  would  be 
able  to  issue  a barring  certificate,  but  he 
could  not  in  this  one. 

4784.  (Chairman):  As  regards  paragraph 
33,  I never  know  why  this  recommendation 
is  put  in  this  form.  Instead  of  “ the 
patient  is  dangerous  and  unfit  to  be  at 
large”,  you  would  say  “<the  patient’s  dis- 
charge is  likely  to  lead  to  danger  to  him- 
self or  others.”  One  knows  roughly  in 
one’s  own  mind  what  a dangerous  person 
is,  but  I really  do  not  know  what  a person 
whose  discharge  is  likely  to  lead  to  danger 
means.  Why  is  not  your  recommendation 
that  the  patient  is  dangerous  to  himself  or 

to  others? (Dr.  Taylor ):  The  main  thing 

is  to  emphasise  the  danger  to  himself, 
because  I think  most  people  interpret  the 
word  “ danger  ” as  meaning  danger  to  other 
people  and  not  to  the  patient  himself.  I 
think  in  nine  cases  out  of  ten  the  danger 
is  more  of  suicide. 

4785.  The  words  “likely  to  lead  to 
danger  ” legislate  in  terms  of  tendency. 
There  is  just  one  point  on  paragraph  35 
that  I am  not  quite  clear  on.  It  would 
appear  that  the  Hospital  Management 
Committee  can  overrule  a Medical  Super- 
intendent and  discharge  a patient,  but  that 
they  may  not  grant  him  leave.  Is  that  not 

father  anomalous? (Mr.  Sargood ):  You 

must  always  bear  in  mind,  Sir,  on  our 
recommendations  the  kind  of  approach 
that  we  have  made  to  this  problem 
generally,  and  we  have  sought  to  place 
mental  patients  as  near  as  possible  into  the 
category  of  the  ordinary  patient  in  a general 
hospital.  If  a patient  goes  into  a general 
hospital  and  he  wants  leave  he  does  not 
have  to  ask  the  Management  Committee 
whether  he  can  have  leave.  We  feel  that 
to  have  to  go  through  the  process  of  asking 
the  Management  Committee  to  consider  this 
question  of  the  granting  of  leave,  when  it 
is  largely  a matter  of  medical  opinion  as 
to  whether  he  or  she  is  fit  for  leave  or 
not,  has  developed  into  more  or  less  a 
formality. 

4786.  But  would  you  not  give  the  patient 

the  right  of  appeal  to  the  Management 
Committee  against  a refusal  of  the  Medical 
Superintendent  to  grant  leave? Yes,  Sir. 

4787.  You  would  do  (that? Yes,  we 

would,  without  question.  (Dr.  Taylor) : We 
would  like  to  stress  in  that  particular  para- 
graph the  provision  for  transfer  to  a general 
hospital  for  which  at  the  moment  there  are 
no  legal  powers  whatever.  In  the  old  days 
it  was  customary  for  the  consultants  to 
come  to  the  mental  hospital,  but  in  these 
days  of  advanced  neuro-surgical  operations, 
and  so  on,  it  is  not  always  wise  for  the 
operations  to  take  place  in  the  mental 
hospitals  themselves. 


4788.  In  paragraph  40,  it  is  a small 
point,  but  you  say:  — 

“It  is  suggested  that  when  geriatric 
annexes  are  attached  to  mental  hospitals 
they  should  be  made  ‘ ancillary  * in  view 
of  the  Board’s  unsatisfactory  experience 
with  long-stay  annexes  of  the  kind 
recommended  by  the  Minister  of  Health.” 
There  are  two  points  on  that:  what  does 
“ ancillary  ” mean,  and  what  is  the  Board’s 

unsatisfactory  experience?  Ancillary 

means  they  are  actually  designated  as  part 
of  the  mental  hospital,  as  distinct  from  the 
R.H.B.  (50)  26  long-stay  annexes  which  are 
not  part  of  the  mental  hospital,  although 
they  may  be  administered  by  the  Hospital 
Management  Committee  of  the  mental 
hospital.  As  regards  the  difficulties,  we 
had  two  hospitals  in  which  geriatric  annexes 
were  set  up.  Both  were  to  be  styled  long- 
stay  annexes,  and  in  both  cases  we  were 
told  by  the  Superintendent  that  the 
administration  was  rendered  very  difficult 
indeed.  To  run  the  annexes  economically 
the  staffing  was  reduced  to  the  minimum, 
and  the  patients  were  almost  running  their 
annexe  themselves  under  one  or  two  nurses. 
As  soon  as  you  made  them  not  an 
ancillary  part  of  the  mental  hospital  it 
meant  increased  staff  for  sickness,  and  so 
on,  because  you  could  not  transfer  patients 
backwards  and  forwards  to  the  mental 
hospital.  If  the  premises  were  ancillary,  a 
patient  who  had  a cold  could  go  straight 
back  to  the  parent  hospital.  In  many  cases 
they  are  all  voluntary  patients.  If  you  had 
non-statutory  admission,  or  non-statutory 
patients,  there  would  be  none  of  the  slur 
that  has  been  raised  in  the  past. 

4789.  (Dr.  Thomas):  Is  not  one  of  the 
main  difficulties  of  this  kind  of  service 
developing  now  the  difficulty  of  recruiting 

home  helps? 1 believe  so,  from  the  point 

of  view  of  the  local  authority,  yes. 

4790.  (Chairman):  I do  not  think  we 

need  delay  over  that.  The  point  is  fairly 
obvious.  Are  you  quite  clear  about  your 
recommendation  in  paragraph  43  that  only 
an  extended  order  patient  should  be  notified 

to  the  central  authority? (Mr.  Sargood) : 

Yes.  I think  we  have  given  very  careful 
thought  to  this,  and  we  understand  that 
that  was  the  kind  of  safeguard  that  was 
envisaged  in  practice.  (Dr.  Taylor) : I think 
we  felt  really  that  these  were  replacing  the 
certified  patients  of  the  past,  and  that  only 
the  certified  patients  who  are  being  detained 
on  the  legal  order  need  go  through  the 
formality  of  notification. 

4791.  You  propose  to  institute  the  whole 
new  category  of  limited  order  patients? 

Yes,  which  replaces  the  old  temporary 

patient,  but  we  felt  that  until  they 
actually  became  legally,  shall  we  say, 
certified  or  detained  under  the  order  . . . 

4792.  But  your  limited  order  patients  are 

under  detention? Yes. 
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4793.  And  if  they  have  exhausted  their 
right  to  appeal  to  the  regional  tribunal,  and  if 
relatives  have  applied  for  their  discharge  and 
the  barring  certificate  is  issued,  is  the  cen- 
tral authority  to  have  no  information  about 

the  existence  of  those  patients? (Dr. 

Minsk i):  It  should  probably  be  applied  to 
all  the  order  patients,  limited  or  extended 
I think.  We  should  have  to  amend  that. 
(Mr.  Sargood ):  We  were  anxious  to  pre- 
serve the  approach  that  we  have  made 
generally,  and  I am  sorry  to  keep  repeating 
that  point,  but  it  is  the  keynote  of  our 
evidence.  There  is  some  force  in  what  you 
say  with  regard  to  the  point  about  any 
kind  of  order,  and  perhaps  we  should 
reconsider  that  and  make  a different 
recommendation. 

4794.  That  is  a point  to  be  noted.  Now 
we  come  to  the  question  of  psychopathic 
states.  There  is  one  question  to  start  with 
I might  ask.  About  the  middle  of  that 
section  you  say,  “As  we  are  unable  to 
tackle  the  problem  of  psychopathy  from 
the  preventative  aspect  at  the  present  time 
(because  of  economic  and  other  factors) 
...”  What  does  that  mean?  Is  pre- 
vention so  much  more  expensive  than  cure? 

(Dr.  Minskf):  It  should  not  be,  Sir. 

As  I have  said  previously  in  this  memoran- 
dum, Sir,  I feel  that  psychopaths  are 
people  who  are  the  result  of  their  unfor- 
tunate early  environment.  There  is  no 
doubt  about  it  that  99-9  per  cent,  of  them 
come  from  broken  homes,  are  illegitimate, 
and  are  brought  up  in  orphanages.  As  to 
this  remark  here  about  the  preventative 
aspect,  I think  the  only  possible  preventa- 
tive aspect  for  psychopathy  is  to  have  the 
children  brought  up  in  foster  homes  where 
they  get  the  normal  security  and  affection 
of  the  ordinary  child,  and  in  that  way  pos- 
sibly removing  the  psychopathic  traits  com- 
ing out  in  later  life.  But  as  I see  it  at 
(he  present  time,  where  are  we  going  to  get 
these  foster  parents  and  the  foster  homes 
where  they  get  looked  after  in  this  way?  I 
think  we  have  to  recognise  at  the  present 
time  that  while  we  have  broken  homes  and 
illegitimacy  and  so  on  we  are  going  to  have 
psychopathy  with  us. 

4795.  But  is  the  difficulty  in  finding 

foster  homes  really  so  great? Extremely 

so — satisfactory  ones. 

4796.  And  you  would  say  that  the  home 
is  essential,  that  you  cannot  get,  I will  not 
say  the  same  result,  but  a reasonable 

result  from  residential  schools? 1 do 

not  think  so  at  all.  I am  not  saying  any- 
thing against  residential  schools,  or  against 
orphanages,  but  it  stands  to  reason  that 
where  you  have  got  sixty  children  looked 
after  by  a matron  and  so  forth  they  are 
lacking  the  affection  and  security  which  the 
child  in  a home  of  a normal  size  gets 
and  is  entitled  .to.  One  can  talk  to  psycho- 
paths and  they  will  tell  you  that  they  are 


embittered  against  society,  that  they  feel 
that  they  have  not  had  the  same  start  in 
life  as  the  normal  child,  that  society  has 
given  them  nothing ; they  have  become 
resentful,  and  why  should  they  not  prey 
on  society  for  the  rest  of  their  lives,  and 
that  is  what  they  do. 

4797.  (Sir  Cecil  Oakes):  At  what  age 

would  you  hope  to  tackle  them  if  the  facili- 
ties were  available  for  foster  homes? 

As  soon  as  we  realise.  If  they  were 
illegitimate  we  would  immediately  put  them 
into  a foster  home  and  if  we  had  social 
workers  and  children’s  care  workers  who 
could  visit  homes  and  find  out  if  these 
people  were  coming  from  really  difficult 
and  bad  homes  we  would  take  them  away 
immediately. 

4798.  (Chairman):  You  say  that  you  find 
that  the  vast  majority  of  these  children  are 
from  unsatisfactory  homes,  broken  homes? 

1 would  say  more  than  unsatisfactory, 

I would  not  call  a home,  shall  we  say, 
where  there  are  minor  quarrels  and  con- 
tentions and  so  forth  contributory,  but 
where  you  have  got  the  father  and  mother 
constantly  drunk  and  fighting,  the  children 
have  no  comforts  at  all.  If  they  are 
brought  up  in  an  atmosphere  like  that  then 
I think  obviously  one  is  asking  for  and 
getting  the  psychopath  as  a result. 

4799.  Are  you  not  exaggerating  a little 

the  normal  badness  of  homes  producing 
psychopaths? No,  Sir. 

4800.  I do  not  mean  to  say  exaggerating 
the  badness  of  the  home  which  does  pro- 
duce the  psychopath,  but  you  imply  that 
psychopaths  are  not  in  any  quantity  pro- 
duced by  any  home  which  is  not  as  bad 

as  that? You  can  go  to  the  other- 

extreme  and  find  a really  good  home  which*, 
produces  a psychopath  where  the  boy  or 
girl — let  us  look  at  the  male  sex,  I think 
one  gets  very  few  gross  psychopaths  among.' 
females — where  the  boy  is  indulged  by  the 
parents,  and  has  everything  he  wants.  Then 
when  he  leaves  school  and  has  to  earn  his 
living,  or  comes  down  from  the  University, 
he  finds  that  he  simply  cannot  cope,  and 
he  turns  to  crime  to  get  what  he  cannot 
get  by  his  own  means  and  his  own  intelli- 
gence, or  application,  because  he  has. 
probably  got  the  intelligence.  I have,, 
through  the  courtesy  of  the  Prison  Com- 
missioners, Sir,,  been  paying  a visit  to 
Wandsworth  Prison  in  the  last  few  weeks 
and  seeing  many  of  the  recidivists  there. 
I have  not  got  the  exact  figures,  but  99  per 
cent,  of  those  recidivists  came  from  the 
type  of  home  which  I have  mentioned. 

4801.  Can  you  say  in  what  proportion 
of  these  psychopathic  producing  homes  the 

parents  are  mentally  defective? Again 

it  is  purely  speculation.  I would  not  have 
thought  that  mental  defect  comes  into  the 
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question  in  more  than  a very  small  pro- 
portion, a third  or  even  less,  but  that  is  a 
very  tentative  sort  of  figure. 

4802.  (Sir  Russell  Brain) : You  stress  the 
environmental  factor,  but  do  you  think 
there  is  anything  in  the  possibility  that  the 
occurrence  of  such  environment  is  itself  the 
result  of  similar  tendencies  in  the  parents? 
In  other  words  it  is  hereditary? 

4803.  lit  is  an  interaction  between  environ- 
ment and  heredity? Yes,  I think  there 

may  be  some  on  the  hereditary  side,  but 
on  the  other  hand  if  you  take  a child  from 
a home  such  as  I have  talked  about  and  get 
that  child  into  a good  foster  home,  you 
will  find  that  that  child  will  not  become  a 
psychopath,  so  I do  think  the  environment 
is  the  most  important  factor. 

4804.  (Lady  Adrian)'.  The  environment  is 

partly  produced  by  the  fact  that  the  parents 
are  psychopaths  themselves? Yes. 

4805.  Not  necessarily  hereditary,  but  they 

produce  that? Again  if  one  may  talk 

about  these  people  from  the  hereditary,  and 
that  point  of  view,  if  you  take  the 
addresses  of  many  of  these  psychopaths— 
they  live  in  slum  areas  where  their  code 
of  life  is  completely  different.  Parents 
look  upon  it  as  the  usual  thing  to  drink 
and  beat  each  other,  and  so  forth,  and  the 
children  accept  that  as  part  of  their 
standard  and  so  on,  and  in  that  way  you 
can  develop  the  psychopath,  but  if  you  re- 
move that  child  from  that  environment  at 
a very  early  age  to  a normal  home  you 
would  probably  in  many  cases,  I will  not 
say  all,  avoid  psychopathy  in  that  child. 

4806.  (Chairman):  You  said  if  you  had 
enough  workers,  children’s  officers,  and  so 
on  and  enough  foster  parents  you  might 
be  able  to  deal  with  this  evil  at  its  source. 
But  short  of  taking  all  children  away  from 
the  really  bad  homes  is  there  any  prospect 
that  the  welfare  or  children’s  officer  will 
find  a psychiatrist  who  is  prepared  to 
identify  the  child  who  is  on  the  way  to 
becoming  a psychopath  unless  removed/ 

No,  Sir,  1 do  not  think  so,  but  I think 

one  can  only  say  in  the  light  of  one’s 
experience  and  knowledge  that  the  chances 
are  that  that  child  is  more  likely  to  become 
a psychopath  than  if  he  is  brought  up  in 
a reasonable  home. 

4807.  But  docs  that  really  mean  that 
there  is  no  diagnosis  on  the  probability  of 
a psychopath  being  produced,  and  that 
what  you  will  have  to  do  is  to  break  up 
all  those  homes  and  take  away  all  the 

children  from  them? A great  proportion 

of  these  psychopaths  begin  to  show  anti- 
social traits  at  a very  early  age.  With 
the  majority  of  them  you  find  there  is  the 
usual  routine  of  the  approved  school,  Borstal 
and  prison,  and  you  find  that  when  they 
are  at  school  as  quite  small  children 


they  take  a delight  in  torturing  animals,  in 
bullying  the  younger  children,  and  so  forth, 
and  thieving  in  a minor  way,  which  is 
obviously  one  of  the  earliest  signs  of  psycho- 
pathy. I am  talking  now  not  about  the 
inadequate  type,  but  about  the  aggressive 
type  which  we  are  primarily  interested  in, 
and  one  could  say  that  with  all  these  anti- 
social traits  and  anti-social  acts  the  child 
is  likely  to  become  a psychopath. 

4808.  (Lady  Adrian) : Would  you  find  that 
one  child  in  a family  shows  these  traits 

and  other  children  do  not? You  might, 

but  that  is  unusual.  I would  say  that  you 
might  find  psychopathy  in  one  child  in  a 
family  where  that  child  for  some  reason  is 
ignored  by  the  parents,  and  so  forth,  is 
thrown  aside,  and  is  obviously  being  re- 
jected and  not  wanted,  and  you  may  then 
got  it,  but  that  is  unusual. 

4809.  (Dr.  Rees):  Is  it  not  the  practice  of 
most  children’s  officers  even  at  the  best  of 
times  to  foster  out  as  many  children  as 

possible? They  try  to,  but  they  cannot 

cope. 

4810.  (Mr.  Bartlett ):  Is  the  incidence  of 
psychopathy  higher  in  the  case  of  single 
children  than  in  the  case  of  more  than  one 

child  in  a family? 1 really  could  not 

answer  that  I am  afraid.  My  impression  is 
probably  with  the  only  child— again  it  is 
the  background  of  the  home  which  counts. 
Quite  frankly  I would  not  like  to  answer 
that.  (Dr.  Taylor) : I think  on  that  particu- 
lar point  in  fact  it  is  quite  frequently  in  the 
fourth  or  fifth  or  sixth  child  in  a big  family 
with  this  particular  environment  who  was 
left  to  his  own  devices  very  early  on, 
that  one  constantly  sees  psychopathy. 

4811.  (Chairman):  I think  in  this 

memorandum  you  rather  assume  that  you 
do  not  expect  any  legislation  to  deal  with 
psychopaths  except  those  who  have  already 

come  up  against  'the  law? (Dr.  M inski): 

I think  one  has  to  accept  that,  Sir.  I did 
hope  earlier  that  we  should  try  and  get  a 
psychopath  before  he  had  been  guilty  of  any 
criminal  offence,  but  I may  say  I have  been 
seeing  people  at  the  Home  Office,  various 
legal  people,  about  this  over  a considerable 
time.  They  say  that  the  chances  of  getting 
an  Act  from  Parliament  to  deal  with  a 
psychopath  who  has  never  been  up  beforo 
Court,  on  a more  or  less  indeterminate  sen- 
tence or  a prolonged  period  of  treatment  arc 
very  remote,  so  we  have  to  cut  that  out  and 
say — iet  us  take  the  psychopath  who  has 
been  up  on  one  criminal  charge  before  an 
act  of  violence. 

4812.  That  is  an  attitude  of  mind,  if  I 
may  say  so,  which  one  has  to  guard  against 
in  a democratic  country.  One  tends  to 
think  what  one  can  get  through  Parliament 
instead  of  making  up  one’s  mind  what  ought 
to  be  done.  Let  us  leave  the  political  cal- 
culation out  of  consideration  for  a moment. 
You  do  indicate  that  if  you  could  deal  with 
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those  who  had  committed  offences  which 
had  brought  them  within  the  purview  of  the 
Courts  you  would  be  dealing  probably  with 
a very  considerable  proportion  of  those  who 
are  psychopaths? Yes. 

4813.  Your  objection  to  confining  your- 
selves to  that  is  that  you  do  not  catch  them 

early  enough? Quite.  One  sees  many  of 

them  who  have  been  guilty  of  all  sorts  of 
offences  which  they  have  not  been  caught 
for.  In  other  words,  one  knows  they  have 
been  guilty  of  anti-social  acts  and,  in  my 
opinion,  one  knows  this  person  one  day  is 
going  to  commit  a really  grave  act  of 
violence,  or  even  murder,  but  one  can  do 
nothing  about  it  at  the  present  time.  Those 
people  I feel  ought  to  be  put  into  a hospi- 
tal prison  to  see  whether  one  can  help  them, 
and  also  to  protect  society  at  the  same 
time,  which  I think  is  the  fundamental  thing, 
because  we  do  not  know  whether  we  can 
help  them  at  present ; we  have  never  had 
them  under  treatment  for  long  enough. 

4814.  You  have  had  a considerable  selec- 
tion?  Yes,  but  if  a man  has  been  a 

psychopath  for  twenty  years  of  his  life,  and 
he  comes  into  hospital  voluntarily,  as  we 
get  them,  and  stays  for  six  months,  you 
cannot  possibly  expect  to  alter  anyone’s 
personality  in  six  months  when  he  is  fun- 
damentally aggressive  and  anti-social.  It 
may  be  only  over  a period  of  years  can 
one  do  anything  to  make  him  a useful 
citizen  again.  All  our  patients  can  walk  out 
when  they  like  at  Belmont  and,  as  I say, 
six  months,  or  nine  months  in  a few  cases, 
is  the  maximum  time  you  will  get  them  to 
remain. 

4815.  (Dr.  Thomas ):  Your  net  should 

really  be  cast  in  the  Juvenile  Courts? 

I think  it  should,  yes. 

4816.  (Chairman):  If  one  could  feel  that 
one  was  making  a substantial  contribution 
to  the  solution  of  the  problem  by  dealing 
appropriately  with  everybody  who  comes 
before  a Juvenile  Court,  or  anything  serious 
enough  to  deserve  an  approved,  school,  the 

prospect  would  be  a good  deal  simpler? 

I think  if  one  could  get  them  at  that  age 
one  could  do  probably  quite  a good  deal 
more.  I would  say  that  90  per  cent,  or 
more  of  these  children  who  commit  serious 
offences  and  go  through  approved  schools 
and  Borstal  are  potential,  if  not  actual, 
psychopaths  at  that  age.  By  the  time  the 
average  psychopath  has  reached  twenty  he 
has  spent  probably  ten  years  or  more  of 
his  life  in  approved  school,  Borstal  and 
prison. 

4817.  I wish  I really  knew  what  people 
are  referring  to  when  they  speak  of 

psychopaths? 1 have  tried  to  define  it, 

Sir,  and  so  have  hundreds  of  other  people ; 
it  is  an  extremely  difficult  thing  to  define. 

4818.  As  you  say,  you  think  probably 

a very  large  proportion  of  boys  in  approved 
schools  are  incipient  psychopaths? Yes. 


4819.  I was  talking  to  the  headmaster  of 

an  approved  school  not  long  ago,  and  he 
was  talking  to  me  about  the  few  psycho- 
paths whom  he  had,  and  he  said,  “ Of 
course,  when  you  get  one  of  them  there 
is  no  doubt  whatever  about  it,  you  feel  as 
if  you  were  dealing  with  a monster  from 
another  world.” Quite,  Sir. 

4820.  Quite  obviously  he  is  speaking  of 
a very  different  thing  from  what  you  mean 
by  the  incipient  psychopath.  He  is  talking 
about  an  already  developed  psychopath  at 

that  age. Even  so  a child  of  twelve  or 

thirteen  who  is  on  the  road  to  being  a 
really  aggressive  psychopath  will  find  plenty 
of  means  of  dealing  with  other  children, 
and  so  forth,  bullying  and  torturing  them 
and  stealing  and  so  forth  at  an  approved 
school.  He  will  show  his  psychopathic 
traits  very  readily,  and  I think  that  he  will 
probably  stand  out  as  a psychopath  at  an 
approved  school  as  in  prison.  They  stand 
out  as  being  different  people  in  the  prisons 
and  in  approved  schools. 

4821.  (Lady  Adrian ):  What  extended 
powers  in  the  Juvenile  Court  would  you 
suggest  for  the  child  whom  you  recognise 
say  at  ten  or  twelve  as  a psychopath?  At 
present  you  send  him  to  approved  school 

and  he  comes  out  at  fifteen. 1 would  not 

send  him  to  approved  school  at  all,  but 
who  is  going  to  take  him?  If  you  sug- 
gested that  a boy  of  twelve  or  thirteen  who 
is  a difficult  delinquent  should  go  into  a 
private  house  to  be  fostered,  he  is  not  going 
to  remain  there.  One  is  almost  over  the 
stage  when  it  is  the  time  to  get  him  into 
the  foster  home.  One  should  get  him  so 
early  that  he  has  not  got  his  anti-social 
traits  already  marked  and'  someone  is  pre- 
pared to  accept  him  and  foster  him. 

4822.  (Sir  Cecil  Oakes):  Dr.  Minski, 
could  you  help  me  out  on  one  point?  This 
Commission  is  dealing  with  mental  illness ; 
you  have  not  mentioned  that  state  of  the 

psychopath  to  us  yet  this  morning? 1 

am  sorry.  In  paragraph  44  of  the  memo- 
randum I have  tried  to  define  a psycho- 
path: “The  definition  of  a psychopath 
might  well  be  a person  who  though  not 
certifiable  as  of  unsound  mind  nor  mentally 
defective  yet  shows  strong  abnormal  psychoJ 
logical  characteristics.  For  a prolonged 
period  and  usually  from  an  early  age  he 
has  shown  disturbances  of  the  emotions  but 
not  necessarily  of  the  intellect.”  The 
important  thing  about  the  psychopath  is 
that  |he  may  be  as  intelligent  or  more 
intelligent  than  you  or  I,  but  it  is  his 
emotions  which  are  warped.  I talked  to 
prisoners  last  week,  and  they  talked  per- 
fectly readily  and  rationally,  but  they 
talked  to  me  about  cutting  up  people  with 
knives  with  as  much  affect  and  emotion 
as  if  they  were  talking  about  cutting  up 
chickens.  They  did  not  show  the  slightest 
guilt  about  their  crimes  at  all  and  when  I 
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asked  one  of  them  if  he  was  prepared  to 
do  a job  when  he  left  prison,  and  so  forth, 
he  said,  “ Work?  Not  interested  in  work  ; 
I have  only  one  object  in  view,  and  that 
is  to  get  the  people  who  shopped  me  for 
this  job  ” — and  he  will  go  out  and  he  will 
do  that.  That  man  was  a typical  aggressive 
psychopath  and  he  was  about  23  or  24,  but 
he  is  going  to  commit  a murder  I am  sure 
when  he  does  come  out  again.  I do  not 
say  we  can  do  anything  to  help  the  man. 
I should  think  he  is  probably  such  a warped 
and  difficult  personality  that  he  is  beyond 
help  but,  on  the  other  hand,  he  is  a case 
to  my  mind  where  he  should  be  dealt  with 
under  legislation  to  protect  society  if 
nothing  more. 

4823.  (< Chairman ) : He  is  dealt  with  under 

legislation  already. But  he  is  coming 

out  in  a week  or  two,  and  he  starts  preying 
on  society  again. 

4824.  What  about  preventive  detention? 
(Sir  Cecil  Oakes):  For  preventive  detention 
he  has  got  to  have  three  or  four  offences 

before  he  can  be  sent  to  pnison. He  has 

got  to  have  three  or  four  offences  before 
he  can  have  preventive  detention. 

4825.  (Sir  Russell  Brain):  You  feel,  Dr. 
M inski,  that  the  definition  of  mental 
deficiency  in  terms  of  intelligence  quotient, 
or  at  any  rate  the  definition  of  mental  dis- 
order in  adolescence  in  terms  of  the 
intelligence  quotient,  has  been  too  narrow 

in  the  past? Yes,  it  has  been  purely  on 

the  intellectual  side.  I have  no  doubt  that 
many  aggressive  psychopaths  have  been 
certified  as  moral  defectives  in  the  past, 
but  strictly  their  intelligence  has  probably 
been  quite  high. 

4826.  But  they  are  still  suffering  from 

mental  disorder? Yes,  but  not  necessarily 

mental  defect. 

4827.  (Chairman):  Are  they  suffering 

from  mental  disorder? It  is  a mental 

abnormality,  put  it  that  way.  It  is  a mental 
illness  obviously,  but  they  are  not  certifi- 
able either  as  psychotic  individuals  or  as 
mental  defectives. 

4828.  You  have  got  a rather  strange  posi- 

tion, you  say  that  he  has  mental  disorder, 
but  no  one  will  certify  him  as  of  unsound 
mind? Yes. 

4829.  What  is  the  answer? He  knows 

what  he  is  doing.  The  man  is  compos 
mentis  in  that  he  knows  perfectly  well  what 
he  is  doing.  I am  not  suggesting  for  a 
minute  that  a psychopath  who  commits  a 
murder  should  not  be  hanged  for  it,  because 
he  knows  perfectly  well  he  has  killed  that 
person  and  he  is  not  psychotic  in  any  way, 
but  he  is  abnormal.  His  rfiind  is  not 
normal. 

1 4830.  (Sir  Cecil  Oakes):  It  is  an  aber- 
ration of  the  mind,  is  it? An  aberration, 


yes,  if  you  like  to  call  it  that.  It  is  a 
deviation  of  the  mind. 

4831.  (Chairman):  How  do  you  think 
one  might  get  over  the  difficulty  that  on  all 
these  indications  you  would  have  to  spread 
your  net  so  very  widely  in  order  to  catch 
the  person  early  enough?  For  instance, 
you  mention  as  one  early  symptom  cruelty 
to  animals  and  so  on.  I know  a district 
in  England — there  is  perhaps  some  rather 
queer  heredity — where  it  is  a common 
amusement  among  village  boys  to  get  young 
rooks  that  fall  out  of  the  nest  and  burn 

them,  but  they  grow  up  quite  normal. 

That  is  one  trait,  is  it  not?  I would  only 
include  the  cruelty  to  animals  with  other 
anti-social  traits  as  indicative  of  psycho- 
pathy. I would  not  say  burning  the  rooks 
alone  is  a sign  of  psychopathy.  I feel  if 
one  could  get  something  done  even  at  the 
present  time  when  a person  is  a confirmed 
psychopath  to  get  them  treated  and  society 
protected  from  them,  it  would  be  something. 
As  I say,  if  we  cannot  catch  them  at  an 
early  age  and  prevent  the  development  of 
the  illness,  let  us  try  to  do  something  now 
to  see  if  we  cannot  help  them  and  help 
society. 

4832.  To  go  back  to  the  young  person 
who  commits  an  offence  for  which  he  would 
ordinarily  be  sent  to  an  approved  school ; 
you  want  him  not  sent  to  an  approved 

school  but  sent  somewhere  else? Yes, 

I do  not  think  approved  schools  are  likely 
to  do  much  good  to  a number  of  psycho- 
pathic boys  who  are  mixing  together.  They 
are  all  anti-social  and  they  do  not  develop 
social  characteristics  by  mixing  with  each 
other.  Punishment  is  not  a deterrent  to  the 
psychopath  at  all,  it  only  makes  him  more 
embittered.  He  has  had  nothing  in  life 
so  far  and  therefore  punishment  makes 
him  feel  the  world  wants  to  reject  him  more 
and  more,  so  he  becomes  more  embittered 
in  turn. 

4833.  What  do  you  want? 1 think  if 

we  could  possibly  send  these  boys  to  some 
sort  of  school,  if  one  cannot  get  foster 
homes,  where  they  might  be  treated  kindly, 
educated  and  so  forth.  I think  the  people 
who  look  after  them  would  have  to  have 
a lot  of  patience,  but  you  might  do  some- 
thing at  that  stage  to  eradicate  these  anti- 
social traits. 

4834.  That  is  rather  a description  of  an 

approved  school? 1 do  not  know,  I 

have  not  been  to  approved  schools,  but 
when  you  get  all  these  boys  thrust  together 
— whether  you  can  dilute  those  boys  with 
more  normal  boys,  whether  that  would 
help,  I do  not  know. 

4835.  (Sir  Cecil  Oakes):  A lot  of 

approved  school  boys  are  normal. What 

effect  have  the  psychopaths  on  the  normal 
boys  I should  like  to  know? 

4836.  (Chairman):  What  happens  at 

Belmont?  You  rather  put  us  on  the  horns 
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of  a dilemma— if  you  mix  them  up  you 
corrupt  the  other  boys?— We  have  the 
psychopaths  in  a separate  unit  away  from 
the  other  patients. 

4837.  If  you  keep  them  together  they  will 

never  get  any  better? We  tire  treating 

them  actively  and  hoping  they  will.  I do 
not  know  in  approved  schools  if  they  are 
getting  psychological  treatment  at  the  same 
time.  I cannot  say,  I am  talking  without 
knowledge  now. 

4838.  (.Lady  Adrian ):  Would  you  suggest 
you  have  special  schools  for  small  numbers 
of  these  rather  than  send  them  among 

normal  boys  in  an  approved  school? 

I think  if  you  could  do  that  and  possibly 
give  them  psychological  treatment  at  the 
same  time  along  group  lines,  where  you 
might  inculcate  social  conscience  among 
these  boys,  you  might  do  something  with 
them,  but  it  would  be  an  experiment. 

4839.  Would  you  have  to  do  it  for  more 
than  a three  year  period?  Would  you  have 

to  have  powers  to  see  them  through? 

No,  T think  if  you  catch  those  boys  at  the 
age  of  10  and  have  them  for  three  years 
you  might  at  the  end  of  three  years  have 
them  as  normal  useful  citizens  again.  I 
cannot  say — I do  not  know. 

4840.  (Dr.  Rees):  You  would  propose  to 
deal  with  them  before  they  go  to  approved 

schools? Exactly,  if  one  could,  but  that 

seems  to  be  almost  an  impossibility  at  the 
present  time. 

4841.  (Lady  Adrian ):  You  would  have 
them  straight  from  the  Juvenile  Court  at 

10  or  12  years  of  age? If  one  could 

do  something— sending  them  in  small 
numbers  to  a school,  treating  them  on  group 
lines,  see  what  happens,  I do  not  know.  I 
think  you  might  do  better  than  sending 
them  to  approved  schools. 

4842.  (Sir  Cecil  Oakes):  You  want  a 
Belmont  for  the  youngsters  where  you  can 

keep  them  up  to  three  years? Yes, 

educate  them,  train  them  and  so  forth  and 
give  them  psychological  treatment  at  the 
same  time. 

4843.  (Lady  Adrian):  And  that  should 

not  be  done  in  any  sense  as  punishment 
or  sentence? Not  at  all. 

4844.  Simply  as  a decision  for  the  child’s 

welfare? Exactly. 

4845.  (Chairman):  But  you  are  doubtful 
whether  the  segregation  < of  pyschopaths  in 
that  sort  of  institution  is  a treatment  that 

would  work? T cannot  say,  because  we 

have  not  be  able  to  try  it  for  any  length 
of  time,  but  I think  it  is  a thing  that 
should  be  tried. 

4846.  But  it  is  not  an  expedient  which 
any  educationalist  would  recommend,  taking 
all  the  most  unmanageable  boys  out  of  a 
school  and  putting  them  in  a school  by 

themselves,  is  it? No,  I quite  agree.  (Dr. 

Taylor):  I have  not  much  experience  of 


the  approved  school,  but  I have  a certain 
amount  of  experience  of  the  Borstal  institu- 
tions for  which  I worked  for  some  time, 
and  that  is  certainly  the  policy  there.  I 
rather  disagree  with  Dr.  Minski ; I think 
he  is  exaggerating  the  proportion  of 
aggressive  psychopaths  in  these  schools  and 
Borstals,  though  he  is  quite  right  that  the 
type  one  sees  at  Wandsworth  have  all  run 
the  gamut  of  approved  school,  Borstal  and 
so  forth.  But  in  the  Borstal  institutions  you 
had  one  type  which  took  the  rather  dull 
inadequate  psychopath  and  another  type 
which  took  a more  intelligent  boy,  and  so 
forth.  You  had  your  one  institution  taking 
the  difficult  aggressive  psychopathic  boys, 
concentrating  them  altogether,  and  it  was 
from  those  institutions  you  got  most  of  your 
recidivists  or  subsequent  convicts  or  those 
sentenced  to  penal  servitude. 

4847.  (Sir  Russell  Brain) : Apart  from  the 
therapeutic  side,  do  you  feel,  in  dealing  with 
established  psychopaths,  that  there  should 
be  more  stringent  methods  of  detaining 
them  for  the  welfare  of  society  than  are 
provided  under  the  preventive  detention  part 

of  the  law? (Dr.  Minski ):  Yes,  quite 

definitely.  I think  that  is  a most  important 
point.  We  do  not  know  what  we  can  do 
on  the  therapeutic  side,  but  putting  that 
aside  I think  to  help  society  by  removing 
these  people  from  them  we  .should  have 
some  means  of  dealing  with  them  and 
keeping  them  in  a hospital  prison,  what- 
ever you  like  to  call  it,  with  security  over 
longer  periods  than  we  can  at  present. 

4848.  (Chairman):  When  you  say  a 

hospital  prison,  are  any  appreciable  number 
of  these  people  suffering  from  physical 

disabilities? No,  I mean  hospital  in  the 

sense  of  treating  their  mental  abnormality, 
not  the  physical  side. 

4849.  (Sir  Cecil  Oakes) : A secure  hospital 

rather  than  a prison? Yes. 

4850.  (Chairman):  Are  you  acquainted 

with  Rampton? 1 have  not  been  there, 

but  I know  of  it,  of  course,  and  its  activities. 

4851.  I suppose  a considerable  proportion 
of  the  patients  at  Rampton  come  under  the 

head  of  psychopaths? 1 think  quite 

definitely,  Sir.  (Mr.  Sargood):  May  I inter- 
vene here,  Sir?  There  is  a sort  of  half-way 
house  for  high-grade  mental  defectives  who 
have  been  in  the  hands  of  the  police — a. 
place  like  Farmfield  which  we  manage  in 
our  region.  There  we  are  doing  the  kind 
of  work  Dr.  Minski  is  urging.  They  are 
criminal  in  the  sense  that  they  have  been 
charged  with  offences.  They  have  been 
sent  under  order  to  Farmfield  as  high-grade 
mental  defectives,  and  it  is  a condition  of 
release  from  their  order  that  they  show 
improvement.  It  is  the  fact  that  we  have  the 
power  of  keeping  them  there  and  that  they 
themselves  have  got  to  make  a contribution 
to  their  release  that  does  help  in  our  work. 
They  get  psychiatric  treatment  as  well  as 
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training  for  various  kinds  of  occupations, 
and  Rampton  is  used  as  a kind  of  threat 
for  the  very  bad  hat®  among  them, 

4852.  At  Farmfield  are  the  deliquents 

sent  to  you  by  the  Court?  Are  they  mixed 
up  with  a large  range  of  other  mental  de- 
fectives?  No,  there  are  about.  200 

patients  altogether,  that  is  the  capacity  of 
it,  and  they  are  all  of  the  one  type.  (Dr. 
Taylor):  I think  I would  say  the  bulk  of 
them  are  inadequate  psychopaths  at  Farm- 
field,  it  is  only  the  aggressive  ones  who  go 
eventually  to  Rampton.  (0>f  course  at 
•Rampton  they  are  all  defectives  as  well  as 
being  psychopaths — any  of  them  who  are 
psychopaths  are  defectives  as  well.  (Mr . 
Sargood):  The  method  of  training,  if  I may 
enlarge  there,  at  Farmfield  is  that  when 
they  arc  considered  ready  they  are  allowed 
to  go  out  from  the  institution  to  daily  em- 
ployment to  local  people  as  the  first  stage 
towards  going  out  for  extended  periods  to 
work.  If  they  prove  themselves  by  those 
methods,  they  are  allowed  out  on  extended 
periods  until  such  time  as  we  consider  the 
order  ought  to  be  discharged  and  recom- 
mendations are  made  accordingly. 

4853.  Does  that  mean  that  they,  are  com- 

monly allowed  to  go  on  leave  to  individual 
employers? Yes  Sir. 

4854.  Is  it  your  experience  that  that  is 

better  than  what  I might  call  mass  employ- 
ment, factory  employment,  and  so  on? 

Very  much,  Sir.  It  proves  an  attraction  to 
these  lads  and  it  does  lead  to  an  improve- 
ment. Provision  is 'made  for  part  of  their 
earnings  to  be  saved  for  them,  and  things 
of  that  description,  and  many  of  them  have 
been  discharged  from  their  order  after  a 
period  of  years  and  have  made,  useful  citi- 
zens because,  whilst  they  are . still  mentally 
defective,  they  have  been  trained  in  habits 
of  .social  order  which  make  them  fit,  and 
they  are  high-grade. 

4855.  (Dr.  Thomas): One  of  the  points  I 
would  like  to  follow  is  the  early  ascertain- 
ment of  these  cases,  which  is  really  a funda- 
mental difficulty  about  the  prophylactic  side. 
It  is  the  case,  is  it  not,  that  the  boy  you 
have  in  mind  would  have  quite  a variety 
of  petty  offences  and  finally  the  offence  that 
brings  him  to  the  Courts  is  merely  the 
culmination  of  a general  pattern  of 
behaviour  which  would  be  recognisable  to 

the  psychiatrist? (Dr.  Minski):  Quite, 

that  is  true,  Sir. 

4856.  From  that,  are  you  advocating 
something  in  the  nature  of  a Psychopaths 

Act? what  I have  suggested  here  is  that 

when  such  an  offender  came  before  the 
Court,  if  the  Court  thought  that  this  man 
possibly  was  a psychopath,  he  should  then 
be  referred  to  a panel  of  psychiatrists,  and 
they  should  examine  the  prisoner.  If  they 
then  thought  he  was  a psychopath— -or  what- 
ever they  thought— they  should  refer  their 
opinion  back  to  the  Court  who  would 


then  make  an  order  for  this  psychopath  to 
be  detained  in  this  hospital  prison.  If  his 
sentence  would  have  been  five  years  for 
the  crime  for  which  he  is  before  the  Court, 
they  would  send  him  to  hospital  prison  for 
five  years.  If  it  were,  say,  three  months, 
they  should  make  an  order  to  send  him  to 
this  place  for  two  years  in  the  first  instance, 
with  the  possibility  of  being  renewed  on  a 
two-year  basis  from  time  to  time,  and  the 
patient  or  the  prisoner  at  the  same  time 
should  have  a right  of  appeal  as  any  other 
ipatient'  for  treatment  under  the  Mental 
Health  Act. 

4857.  It  would  involve  in  fact  new  legis- 
lation?  Yes. 

4858.  The  next  point  is  that  you  would 
include  people  of  varying  intelligence, 
whether  they  were  normal,  sub-normal  or 

above  normal? Yes,  if  they  came  within 

the  definition  of  psychopath,  whether  their 
intelligence  was  high  and  obviously  not  de- 
fective, or  sub-normal,  one  would  deal  with 
them  as  a psychopath. 

4859.  Would  you  not  also  deal  with  some 

cases  of  sub-normality? Yes,  I think  one 

would  have  to  judge  those  cases  individually. 
I would  not  like  to  put  patients  who  were 
more  or  less  mentally  defective  in  this  place 
with  the  pure  psychopaths,  but  there  would 
be  the  occasional  borderline  case  who  was 
probably  more  psychopathic  than  defective 
and  who  could  be  dealt  with  better  probably 
in  this  place.  (Dr.  Taylor) : I think  a large 
proportion  of  the  Borstal  boys  that  one  saw 
who  were  aggressive  psychopaths  and  were 
not  certifiable  as  mentally  defective,  were 
sub-normal  in  intelligence.  (Dr.  Minski):  I 
would  not  agree  that  the  aggressive  psycho- 
path is  below  average  intelligence.  On  the 
whole  I would  say  he  is  definitely  of  aver- 
age or  superior  intelligence.  The  inadequate 
psychopath  is  definitely  more  sub-normal 
than  the  aggressive  psychopath. 

4860.  But  the  one  of  slightly  sub-normal 
intelligence  would  correspond  to  a certain 
extent  with  the  recidivist  in  the  prison 
population,  who  is  rather  a different  kind 
of  person  from  what  we  think  of  as  a 

psychopath,  is  he  not? No,  the  recidivist 

in  many  cases  is  the  aggressive  psychopath. 

4861.  Are  you  thinking  more  of  the  person 
who  repeats  the  same  kind  of  offence,  like 

the  recidivist? No,  I thought  you  meant 

the  person  who  went  in  and  out  of  prison 
for  different  offences.  A psychopath  is  in 
and  out  of  prison — it  may  be  grevious  bodily 
harm,  or  thieving — but  it  is  not  always  for 
the  same  offence. 

4862.  It  is  that  pattern  of  offences  you 
have  in  mind  with  regard  to  the  psychopath? 
— r — Yes. 

4863.  (Sir  Cecil  Oakes):  Could  Dr.  Minski 
give  us  any  idea  of  the  magnitude  of  the 
problem?  Has  he  given  special  study  to  it 
— it  is  numbers  I am  thinking  of?— -I 
could  not;  I am  afraid  I have  no  idea 
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how  many  aggressive  psychopaths  there  are 
— you  mean  in  the  country  at  the  present 
time? 

4864.  I mean  as  a percentage  of  the  popu- 
lation or  as  a percentage  of  the  criminal 

population? 1 do  not  think  one  knows 

how  many  there  are,  because  there  must  be 
hundreds  who  never  come  to  notice  at  all. 

I do  not  know  whether  a survey  has  been 
made  among  prisoners  either  brought  to 
Court  or  in  prison,  but  if  so  X have  not  any 
idea  of  the  numbers. 

4865.  You  do  not  think  the  Prison  Com- 
missioners know  either? That  I could 

not  say.  ( Dr.  Taylor):  No,  it  is  the  diffi- 
culty again  of  classification  and  definition, 
of  when  a psychopath  and  when  not  a 
psychopath. 

4866.  (Lady  Adrian):  Could  Dr.  Minski 

tell  us  what  proportion  of  psychopaths  who 
leave  Belmont  are  to  any  extent  successful 
or  achieve  modification  of  their  personali- 
ties?  (Dr.  Minski):  Roughly  33  per  cent. 

of  them  when  they  leave  we  regard  as  being 
definitely  better.  We  follow  all  these  patients 
up  by  letter— again,  the  difficulty  is  so  many 
are  homeless,  they  have  no  roots,  we  cannot 
even  follow  them  up  by  letter.  Those  we 
can  follow  up,  we  find  the  tendency  is 
every  time  to  relapse.  They  may  remain 
in  a job  for  six  months  to  a year  and  then 
you  find  at  the  end  of  18  months  to  two 
years  they  relapse.  The  longer  the  time 
which  has  elapsed  since  leaving  hospital  the 
more  tendency  there  is  to  relapse  as  far  as 
their  psychopathy  goes,  so  I would  not  be  at 
all  hopeful  over  a short  period  of  treatment. 

4867.  (Dr.  Rees):  In  what  circumstances 

would  yon  recommend  the  discharge  of  an 
aggressive  psychopath  from  such  a prison 
hospital? 1 find  that  a very  difficult  ques- 

tion to  answer.  When  a psychopath  gets 
between  the  age  of  40  and  50  a lot  of  his 
aggression  does  die  down,  that  is  one  point. 
The  other  thing  is  one  would  again  have 
to  take  a panel  of  opinions  as  to  whether 
this  man  should  be  tried  outside.  I think 
then  at  the  same  time,  if  you  do  agree  to 
discharge  him,  he  should  have  a follow-up 
clinic  where  he  attends  once  a week  to  see 
how  things  are  going.  If  a man  does  start  to 
become  anti-social,  you  have  to  take  him 
back  immediately,  but  I think  personally 
it  is  going  to  be  trial  and  error  for  some 
time.  I hope  the  error  side  would  not  in- 
volve any  grave  effects  on  society. 

4868.  Do  you  admit  to  Belmont  many 

psychopaths  over  40? No. 

4869.  There  are  not  many,  are.  there? 
Our  age  group  for  psychopaths  is  prob- 
ably 20  to  30,  35  the  uppermost  limit.  I 
cannot  remember  a psychopath  of  over  40 
admitted. 

4870.  (Sir  Russell  Brain):  Do  you  think 

the  number  of  these  has  increased  during  re- 
cent years  owing  to  social  conditions? 

That  is  a very  difficult  question  to  answer, 


Sir  Russell,  because  when  you  are  dealing 
with  them  yourself  you  tend  to  feel  the 
problem  is  much  greater  than  when  you  are 
not  dealing  with  that  particular  aspect,  but 
I would  say  I think  the  war  has  probably 
increased  the  number  because  of  broken 
homes  during  the  war.  Again,  I think  the 
number  of  psychopaths  may  be  increasing 
where,  because  of  economic  reasons,  the 
father  and  mother  both  go  out  to  work 
and  leave  their  child  in  a creche,  a day 
nursery,  and  so  forth.  That,  to  all  intents 
and  purposes  is  a broken  home.  I think 
that  is  an  important  factor  as  well. 

4871.  (Chairman):  Could  you  give  any 
indication  how  far  this  problem  is  the  prob- 
lem of  irresponsibility,  lack  of  self-control, 
failure  to  control  impulses  which  we  have 
all  got  more  or  less  and  which  we  restrain 
in  the  interests  of  society,  and  how  far  it 

is  positive  abnormal  tastes? We  could 

talk  for  a long  time  about  this.  On  the 
first  part  of  your  question  about  how  much 
of  it  is  due  to  lack  of  control  of  impulses, 

I would  regard  the  lack  of  control  of  im- 
pulses as  being  significant  of  the  psycho- 
pathy rather  than  the  cause.  I think  one 
would  put  it  that  way.  Perversions  and 
drug  addictions,  and  so  forth — one  does 
find  a great  deal  of  that  among  the 
psychopaths.  Many  of  them  are  alcoholics, 
many  of  them  are  drug  addicts  as  well,  and 
quite  a number  of  them  are  sexual  perverts 
and  it  is  in  connection  with,  not  a large 
number,  but  a fair  number  of  them,  that 
you  get  the  acts  of  aggression  as  a result 
of  sexual  perversion.  This  definition  of  an 
agressive  psychopath  was  left  wide  so  that 
it  was  possible  to  take  the  person  who  was 
possibly  a drug  addict  and  the  sexual  per- 
vert without  aggression  and  deal  with  them 
under  this  Act  at  the  same  time.  I think 
that  is  important. 

4872.  It  does  make  a great  deal  of  differ- 
ence with  the  dangerously  violent  person 
if  one  is  just  dealing  with  a lack  of  control 
over  the  impulses  which  all  of  us  I suppose 
have,  such  as  the  impulse  to  get  rid  of  some 
people  we  dislike  very  much.  How  far  does 
a definite  sadistic  love  of  cruelty  come  into 

this? 1 think  there  is  a definite  sadistic 

streak  in  them,  there  is  no  doubt  at  all. 
Quite  often  you  find  that  these  people  are 
extremely  keen  on  boxing  and  sports  like 
that,  and  the  more  they  can  really  bash 
their  opponents  up  and  bring  blood  out  and 
so  forth  the  greater  the  delight  they  take 
in  it,  and  I am  sure  it  is  a sadistic  act  with 
them. 

4873.  (Lady  Adrian):  What  you  mean  is 

that  it  is  not  lack  of  control  only  which  is 
abnormal,  but  their  impulses  themselves 
are  abnormal? Yes. 

4874.  (Dr.  Thomas):  You  mention  work 

in  Denmark  in  your  paper ; have  you  had 
any  opportunity  of  observing  the  Psycho- 
paths Act  in  Holland  and  the  treatment  of 
these  people? No,  I have  not. 
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4875.  (Dr.  Rees):  Is  there  any  statistical 
correlation  between  the  incidence  of  psycho* 
pathic  personalities  and  the  divorce  rate? 

Where  you  have  got  broken  homes, 

one  parent  divorced  and  so  on,  you  find 
that  over  and  over  again  a psychopath 
comes  from  a home  such  as  that ; is  that 
what  you  mean? 

4876.  That  is  what  I had  in  mind.  Do 
you  expect  the  incidence  to  be  higher  in 
countries  with  higher  divorce  rates  than 

those  with  low  divorce  rates? 1 believe 

that  is  true.  I believe  America  has  one 
of  the  higher  divorce  rates  and  T believe 
it  has  one  of  the  higher  psychopathic  rates. 


4877.  (Chairman):  We  cannot  get  anv 

further  with  that  sort  of  thing  after  two 
world  wars  in  which  you  have  so  many 
fatherless  homes  anyway. Quite,  yes. 

4878.  Wc  had  better  pass  to  mental 
deficiency.  In  your  paragraph  48  you  say 
you  consider  the  present  age  limit  of  18 
should  be  retained  ; can  you  tell  me  why  / 

(/>r.  Taylor ):  I think  we  discussed 

various  aspects  of  this.  One  of  the  main 
reasons  we  felt  was  that  18  was  the  ago 
at  which  National  Service  starts,  and  if 
you  have  a person  called  up  for  National 
Service  he  might  be  subsequently  ascer- 
tained and  found  defective  if  you  increased 
the  age  to  21.  I gather  there  are  quite  a 
few  other  social  difficulties  if  you  alter  xt 
from  the  present  18  to  21. 


4879.  Precisely  that  argument  has  been 
used  to  us  for  an  opposite  recommendation, 
that  you  have  a sufficient  number  of  break- 
downs during  National  Service  that  the  age 
ought  to  be  higher,  but  what  T really  meant 
was  why  should  you  have  any  age  at  all? 


4880.  (Sir  Cecil  Oakes):  Apart  from  the 
history  of  it  in  legislation,  is  there  any  real 
justification  for  an  age  limit?— — I would 
say  no  really,  I do  not  think  there  is.  It 
would  mean  you  would  take  in,  quite  a few. 
I can  think  of  many  cases  in  which  one 
had  an  elderly  person  and  one  just  could 
not  get  any  evidence  whatsoever  that 
mental  deficiency  had  existed  before  the  age 
of  18,  and  therefore  they  were  immune 
from  the  Mental  Deficiency  Acts  and  would 
have  to  be  dealt  with  in  some  other  way. 
They  would  be  quite  easily  dealt  with  if 
you  abolished  the  age  limit.  Wc  did  not 
really  give  any  particular  consideration  to 
having  no  age  limit  but  we  did  discuss  the 
age  limit- and  also  the  Physician  Superin- 

tendents and  so  on  gave  their  opinion  and 
wc  thought  18  was  better  than  21  without 
having  thought  of  abolishing  the  age  limit. 


4881.  (Chairman):  In  your  paragraph  49 
you  suggest  that  the  *\  . . decision  whether 
a patient  is  in  need  of  care,  treatment  or 
training  in  the  appropriate  hospital  should 
vest  solely  in  the  hospital  authority.”  Does 
that  mean  that  the  whole  of  the  ascertain- 


ment of  mental  defectives  . . . ? The 

local  authority  would  ascertain,  but  they 
would  then  refer  ithc  cases  they  thought 
needed  institutional  care  to  the  hospital 
authority  to  decide  whether  they  did  need 
institutional  care. 

4882.  (Sir  Cecil  Oakes) : Is  not  that  what 

happens  at  the  present  time? No,  they 

are  ascertained  by  the  local  authority  who 
place  them  on  the  hospital  waiting  list. 

4883.  I thought  that  is  what  you  meant 

here? No,  that  is  the  point.  In  the  past 

local  authorities  administered  the  hospitals, 
and  the  ascertaining  officers  had  experience 
of  hospital  work — the  more  senior  ones  and 
the  older  ones  still  have— -but  you  have 
younger  men  coming  along  who  have  never 
been  in  mental  deficiency  hospitals  and  do 
not  know  the  facilities  or  otherwise  that  are 
available  in  mental  deficiency  hospitals.  We 
find  regularly  in  certain  parts  of  our  region 
that  when  the  Superintendent  has  time  to  go 
through  his  waiting  list  for  hospital  cases 
he  can  always  prune  it  by  50  per  cent. 
50  per  cent,  of  the  cases  put  on  the  list  by 
the  local  authority  do  not  need  institutional 
care,  nor  do  the  relatives  wish  for  institu- 
tional. care.  Wc  have  had  a recent  instance 
in  one  of  our  hospitals  where  the  waiting 
list  has  been  cut  by  three-quarters. 

4884.  (Chairman):  How  do  you  envisage 
the  machinery  working?  A child,  say,  comes 
out  into  the  community  from  an  education- 
ally sub-normal  school,  the  education  autho- 
rity reports  it  to  the  health  authority  as 
requiring  supervision.  Then,  supposing  the 
doctors  of  the  local  health  authority  recom- 
mend that  the  child  should  be  declared 
subjeot  to  be  dealt  with  and  sent  to  an  insti- 
tution ; it  goes  before  the  judicial  authority 
at  that  stage.  The  local  authority  will  pre- 
sumably have  reports  from  its  own  doctors, 
and  the  school  medical  officer,  and  the 
medical  officer  will  see  the  child  after  it  left 
school  and  it  will  be  declared  subject  to  be 
dealt  with.  At  that  point  the  magistrate  can 
only  make  an  order  for  guardianship  or 
nn  institution.  What  happens  afterwards? 
Supposing  the  local  authority  believes 
that  child  requires  institutional  care  and 
the  magistrate  also  thinks  so? — -That 
is  not  the  normal  sequence  of  events  that 
you  have  just  given  ; the  normal  sequence 
of  events  is  for  the  case  to  be  put  on  the 
waiting  list  and  when  there  is  a vacancy  in 
the  hospital  the  child  is  then  seen  by  the 
magistrate  and  certified.  Tt  is  not  actually 
certified  until  the  vacancy  is  there  for  it  to 
go  into  the  hospital ; the  cases  on  the  waiting 
list  are  ascertained  but  not  certified.  What 
we  feel  is  that  the  local  authority  should 
still  ascertain,  but  before  they  decide  that 
this  is  a case  for  hospital  or  institutional 
care  they  should  refer  that  case  to  the 
institution,  to  the  out-patient  consultants  or 
the  consultants  in  the  hospital,  and  they  will 
then  give  their  opinion  as  to  whether  this 
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is  a case  for  institutional  care,  inform 
the  local  authority,  and  then  the  procedure 
will  be  carried  on  just  as  it  is  at  present. 

4885.  (Sir  Cecil  Oakes):  You  realise  that 
can  all  be  done  at  the  present  time  by  good 
interlocking  administration  between  the  two 
authorities ; there  is  no  need  for  legisla- 
tion?—^— It  can  be  done  but  we  cannot  get 
every  local  authority  to  do  it.  Some  local 
authorities  do,  but  others  do  not. 

4886.  (Chairman):  But  until  you  have 
declared  the  child  subject  to  be  dealt  with 
through  judicial  order,  you  have  no  power 
to  compel  him  to  attend  the  hospital  clinic? 
No. 

4887.  Just  having  come  out  of  the  educa- 
tionally sub-normal  school  he  is  conditioned 

to  local  authority  administration? Our 

intake  is  not  really  from  the  educationally 
sub-normal  school.  The  initial  intake  is 
children  brought  by  their  parents  or 
referred  by  the  school  medical  officers  while 
they  are  actually  at  school  before  they  reach 
the  age  of  leaving  the  educationally  sub- 
normal school. 

4888.  (Lady  Adrian):  In  fact  it  is  largely 
the  lower-grade  children?— — Yes,  we  do  not 
get  very  many  direct  from  the  educationally 
sub-normal  school  * a very  very  smalt  pro- 

ortion  come  to  institutions.  Again  we 

ave  got  voluntary  principles  in  mind,  but 
it  is  rather  anomalous  that  you  have  one 
form  of  illness  in  which  the  hospital  that  is 
going  to  treat  the  illness  has  no  say  what- 
ever in  the  admission  of  the  case,  except  to 
provide  a vacancy  in  due  time  when  it  has 
vacancies  by  the  discharge  of  other  patients. 

4889  (Dr.  Thomas):  But  the  structure  of 
the  National  Health  Service  Act  is  that 
the  local  health  authority  is  responsible 
for  the  large  majority  of  cases  under  domi- 
ciliary care.  The  only  thing  which  is 
excluded  is  the  licensing  of  the  patient, 
which  is  the  responsibility  of  the  hospital? 
Yes. 

4890.  Will  not  your  suggestion  seriously 
interfere  with  the  problems  which  the  local 
authority  has  to  deal  with  with  regard  to 
the  disposal  of  patients,  statutory  super- 
vision, voluntary  supervision,  whatever 
structure  the  local  authority  best  feels  can 

suit  the  particular  case? 1 do  not  think 

it  would  seriously  interfere,  but  one  feels 
that  one  would  do  away  with  this  constant 
need  to  prune  the  waiting  list,  to  eliminate 
cases  which  are  not  institutional  cases 
really. 

4891.  I do  see  the  difficulty,  but  I would 
submit  that  it  is  relatively  a minor  difficulty 
and  essentially  one  of  staff  work.  Tt  is  a 
matter  of  the  waiting  list  not  being  up  to 

date? Yes,  but  we  feel  most  of  these 

cases  on  the  waiting  list,  if  they  had  been 
referred  to  a clinic  in  the  first  instance, 
would  never  have  been  on  the  waiting  list 


at  all.  When  they  have  been  reviewed  by 
the  Physician  Superintendent  the  local 
authority  agrees  in  many  cases  these  are 
not  institutional  cases,  but  under  pressure 
from  relatives,  various  social  difficulties 
and  so  on,  they  tend  to  put  a case  on  a 
waiting  list  for  a hospital  without  really 
considering  whether  the  hospital  is  indi- 
cated. 

4892.  I would  not  imagine  that  was  a 
very  wide  experience  generally,  and  the 
problem  can  surely  be  dealt  with,  as  Sir 
Ceoil  suggested,  by  liaison  between  the 
Regional  Hospital  Board  and  the  local 

authority? We  find  it  works  with  some 

local  authorities  and  not  with  others.  They 
invoke  the  Act  that  they  are  responsible 
for  ascertainment,  and  they  ascertain  the 
case  and  put  it  on  the  hospital  waiting  list. 
We  have  had  one  instance  quite  recently 
where  they  have  ascertained  the  case,  certi- 
fied it,  put  it  into  hospital ; the  Physician 
Superintendent  said  the  patient  was  not 
certifiable  and  the  Board  of  Control  con- 
firmed that.  The  local  authority  has  gone 
through  the  whole  procedure  again ; they 
have  ascertained  it,  certified  it  again,  and 
it  has  now  been  reported  again  to  the  Board 
of  Control. 

4893.  The  point  is  this:  although  you 
have  individual  points  of  inefficiency,  that 
does  not  necessarily  mean  that  it  indicates 

a change  of  legislation? No,  we  feel  the 

principle  is  wrong  that  a hospital  has  no 
say  whatever  in  the  admission  of  a case. 
The  Superintendents  of  our  mental  defi- 
ciency hospitals  feel  it  is  wrong  that  they 
have  no  say  whatever  in  the  admission  and 
the  diagnosis  of  a case  coming  into  the 
hospital. 

4894  (Sir  Cecil  Oakes):  Is  it  entirely 
accurate  that  they  have  no  control  at  the 

present  time  in  effect? Not  if  the  local 

authority  does  not  want  them  to  have.  The 
case  is  put  on  the  waiting  list  without  their 
knowing. 

4895.  What  compulsion  can  be  exercised 

on  the  Hospital  Board  to  take  A.B,  who 
is  on  the  waiting  list? None  at  all. 

4896.  That  is  my  point,  they  cannot 

be  compelled. But  it  is  inconvenient. 

(Mr.  Sargood):  One  point  that  comes  out 
of  the  system  as  it  is  operating  at  the 
moment  is  that  once  the  ascertainment  has 
been  made  and  they  are  placed  on  the  wait- 
ing list  for  a hospital,  the  tendency  is  to 
wait  for  admission  to  the  hospital  rather 
than  get  advice  from  the  out-patients’ 
clinic.  (Dr.  Taylor):  We  are  very  anxious 
not  only  to  upgrade  our  mental  hospitals, 
but  to  upgrade  our  mental  deficiency  hos- 
pitals in  having  out-patients’  clinics  in  the 
widest  sense  and  not  just  as  a place  to 
dump  a child,  which  is  what  happens  in  so 
many  cases. 
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4897  (Chairman):  I am  rather  surprised 
that  in  your  area,  outside  the  immedi- 
ate environs  of  London,  you  get  so 
large  a proportion  of  your  mental  defec- 
tives brought  to  you  either  by  parents  or 
by  the  school  medical  officer.  I should 
have  thought  there  would  have  been  in 
some  of  the  counties  responsible  a great 
deal  of  reluctance  to  ascertain  children  even 
as  educationally  sub-normal  during  their 
school  life,  and  that  consequently  you 
would  have  tended  to  get  the  children  at 
an  older  age  when  they  are  probably  already 
of  some  economic  value  to  their  parents 
and  ar.e  earning  money  but  showing  social 

inadequacy  of  one  kind  and  another? 1 

think  that  would  apply  in  the  main  to  high- 
grade  cases,  but  then  60  per  cent,  or  more 
of  our  admissions  now  are  low-grade  cases 
and)  the  mothers  are  going  out  to  work. 
There  is  nobody  at  home  to  look  after  the 
children  and,  instead  of  the  parents  feeling 
it  is  rather  a slur  to  have  their  child  in  a 
mental  deficiency  hospital,  nowadays  they 
regard  it  as  the  State’s  job  to  look  after 
the  child. 

4898.  It  is  due  obviously  to  the  high  pro- 

portion of  your  low-grade  admissions  and 
the  low  proportion  of  your  high-grade  ad- 
missions?  Yes,  it  applies  almost  100  per 

cent,  to  the  low-grade  admissions,  andi  to 
the  high-grade  admissions  less  than  one 
would  think,  but  there  is  a certain  type  of 
parent  who  wishes  to  exploit  a very  high- 
grade  defective. 

4899.  “Exploit”  is  a nasty  word.  It  is- 
natural  not  to  wish  to  lose  a member  of 

your  household. We  would  prefer  to  see 

them  trained  and  then  go  back  and  still  be 
able  to  contribute  to  die  household. 

4900.  In  paragraph  58  you  refer  to 
patients  who  are  ineligible  for  admission  as 
ordinary  patients.  Who  have  you  in  mind? 

The  three  groups  we  have  given  do 

not  cover  everybody.  There  are  patients 
over  the  age  of  16  who  do  not  come  in, 
who  have  no  relatives  to  advise  them  to 
come  in.  There  are  quite  a few  categories 
that  are  not  covered  by  this  fairly  broad 
definition  in  paragraph  50. 

4901.  You  mean  patients  who  have  to  be 

brought  in  by  the  local  authority? Yes. 

Paragraphs  (i)  and  (ii)  are  synonymous, 
they  really  mean  the  same. 

4902.  These  patients  under  paragraph  50 
(i)  would  be  patients  who  are  unwilling 
themselves  to  go  in  and  have  no  parents 

who  could  advise  them? Yes,  who  have 

not  got  parents  or  guardians  or  they  are 
not  under  local  authority  care  at  the  time. 
It  is  really  to  cover  them  so  that  there  are 
none  that  slip  through  the  gap.  There  may 
be  one  or  two  that  will-  slip  through  the 
gap. 

4903.  In  paragraph  63  you  say  there 
should  be  a review  of  an  order  within  the 


first  12  months;  that  is  a review  by  the 
Hospital  Management  Committee? Yes, 

4904.  Paragraph  74  is,  I am  afraid,  rather 

a remote  hope. The  position  at  present 

is  very  anomalous.  If  you  have  a patient 
who  manages  to  get  over  the  border  into 
Scotland,  there  are  all  kinds  of  difficulties 
about  getting  him  back. 

4905.  I wonder,  considering  that  South- 
ampton is  in  your  area,  you  do  not  raise 
the  question  of  the  difficulties  of  persons 

coming  from  overseas? 1 think  that 

really  applies  to  almost  every  region  in 
these  days  of  air  travel. 

4906.  (Dr.  Thomas ):  In  paragraph  73, 

have  you  any  concrete  proposals  to  make 
with  regard  to  the  special  provisions  for 
further  training  of  educationally  sub- 
normal cases? 1 do.  not,  think  anything 

more  than  has  been  mentioned  by  other 
bodies  like  the  National  Association  for 
Mental  Health.  We  do  not  get  many  of 
them,  but  there  is  a tendency  for  educa- 
tionally sub-normal  children  who  could  be 
dealt  with  outside  institutions  to  come  into 
an  institution. 

4907.  ( Lady  Adrian ):  Do  you  think  that 
any  compulsory  powers  would  be  needed, 
or  could  it  all  be  done  on  a voluntary 

basis  outside  the  institutions?- 1 do  not 

really  know,  T have  not  enough  experience ; 
wc  are  getting  a bit  oil  our  own  field. 
This  is  really  a point  put  up  by  the  Foun- 
tain Hospital  Management  Committee,  and 
I believe  they  did  put  the  point  to  you 
when  they  came  to  the  Commission.  It  was 
really  on  their  behalf. 

4908.  (Dr.  Rees):  In  paragraph  71  why 
do  you  distinguish  between  extended  care 
and  treatment  .order  patients  and  other 

patients? They  are  certified.  If  it  is 

necessary,  then  we  feel  it  should  only  apply 
to  them. 

4909.  Do  you  think  it  should  be  neces- 
sary in  their  case? No,  we  prefer  not. 

I do  not  know  that  that  is  unanimous,  but 
the  majority  opinion  was  against. 

4910.  (Chairman):  Paragraph  75  deals 
with  a complicated  question  which  is  I think 
now  under  discussion  between  the  Depart- 
ments concerned  and  consequently  we  have 
agreed  to  regard  it  as  outside  our  terms  of 
reference.  I have  not  dealt  with  your  para- 
graph 78  on  the  central  authority.  It  seems 
to  me  that  your  proposals  there  would 
really  amount  to  extending  the  powers  of 
the  Court  of  Protection.  Your  central 
authority,  other, than  the  Ministry  of  Health, 
is  a purely  judicial  one,  is  it  not,  and  you 
do  want  to  get  rid  of  the  Board  of  Con  trol  as 

inspectors  of  hospitals? (Dr.  Minski):  I 

think  so,  Sir. 

4911.  That  rather  surprises  me,  because 
we  have  had  evidence  from  other  regions 
that  they  will  never  desert  Mr.  Micawber ; 
they  wanit  to  stick  to  the  Board  of  Control. 
(Dr.  Taylor ):  I do  not  think,  Sir,  that 
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we  have  anything  against  the  Board  of 
Control  as  such.  The  rather  anomalous 
position  arises  there  that  when  the  Board 
of  Control  Commissioners  come  round  they 
deal  not  only  with  patients  who  wish  to 
see  them — ithe  liberty  of  the  subject  part 
of  their  duties — but  they  inspect  the 
hospital  and  make  comments  on  its  main- 
tenance, general  appearance,  staffing  and  so 
on,  which  in  due  course  are  submitted  by 
the  Management  Committee  to  the  Regional 
Board.  They  submit  them  to  the  Ministry 
of  Health,  saying,  “We  want  more  money 
to  do  this  ” — and  the  same  Commissioners 
under  separate  disguise  as  part  of  the 
Ministry  of  Health  mental  health  section 
turn  down  the  request  for  money.  At  the 
moment  it  is  rather  anomalous,  you  have 
the  same  people  doing  separate  functions. 
We  feel  we  do  not  wish  to  see  a central 
authority  as  such  abolished,  but  it  would 
be  better  discrete  from  the  Ministry  itself, 
and  we  feel  the  Lord  Chancellor’s  Depart- 
ment is  probably  the  most  suitable,  rather 
than  having  it  floating  in  mid-air. 

4912.  You  think,  for  the  purposes  of 
your  appeals  machinery  you  can  get  enough 
psychiatric  specialists  in  a region  to  act  as 
consultants  on  appeals,  and  so  on?  You 
think  you  do  not  want  to  draw  on  any 
national  scale  to  get  your  best  psychiatric 
advice? 1 do  not  think  we  say  we  want 


them  actually  to  come  from  the  region ; 
we  want  them  to  be  appointed  to  serve 
the  region  as  a panel. 

4913.  This  problem  of  the  panel:  granting 
this  present  mixture  of  the  Ministry  is 
anomalous,  there  are  two  ways  of  looking 
at  it.  One  is  a central  Olympus  of 
psychiatric  specialists  who  can  keep  the 
administration  of  the  country  fairly  true  to 
the  advance  of  medical  science,  or  you  can 
regard  it  as  a glorified  Court  of  Protection 
to  act  as  guardian  for  anybody  who  is 
under  detention.  I just  wondered  whether 
the  medical  aspect  of  it  appealed  to  you 
at  all?  I suppose  with  your  apex  resting 
in  London  you  feel  you  have  access  to  all 
the  best  psychiatrists  of  the  nation  anyway, 
but  a region  rather  remoter  from  the 
metropolis  might  not  feel  quite  like  that? 

1 think  that  is  why  we  suggest  the 

regional  appeals  machinery — it  is  a little  far 
from  Newcastle-on-Tyne  to  London,  and 
the  local  people,  the  patient  and  the 
relatives,  would  feel  they  were  having 
justice  done  better  by  local  people  or  by 
people  on  the  spot  rather  than  at  a distance. 

(Chairman):  Is  there  anything  you  would 

like  to  add? (Mr.  Sargood) : We  have 

nothing  further  to  add.  Sir. 

(Chairman):  We  are  very  grateful  to 
you,  indeed. 


(The  witnesses  withdrew.) 
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Alderman  G.  W.  Prout  ( Chairman  of  the  Council’s  Health  Committee ),  Councillor 
Mrs.  Elsie  E.  Gough,  Professor  A.  B.  Semple,  V.R.D.,  M.D.,  D.P.H.  ( Medical  Officer 
of  Health ),  Dr.  T.  L.  Begg,  D.P.H.  {Senior  Medical  Officer  for  Mental  Health),  and 
Mr.  R.  H.  Nicholson  {Assistant  Solicitor ),  on  behalf  of  the  Liverpool  City  Council, 

called  and  examined. 


Memorandum  submitted  by  the  Liverpool  City  Council 


PART  I.  INTRODUCTION 

1.  This  memorandum  is  written  to  show  the  practical  aspects  which  have  to  be 
considered  by  a local  health  authority  in  dealing  with  persons  suffering  from  mental 
illness  or  mental  deficiency,  and  some  of  the  difficulties  met  with  in  this  work ; 
also  to  put  forward  proposals  which  require  consideration  at  this  time. 

2.  Before  doing  so,  the  organisation  of  the  mental  health  service  in  Liverpool 
will  be  described  since  this  has  a direct  bearing  on  our  methods  of  carrying  out 
the  duties  placed  on  the  local  health  authority  by  legislation. 

3.  The  service  was  established  under  the  provisions  of  Part  III  and  Part  V of  the 
National  Health  Service  Act,  1946,  and  is  staffed  as  follows : — 


Medical  Officer  of  Health 

i 

Senior  Medical  Officer  (Mental  Health) 


Occupation  Centres. 

I 

3 Supervisors. 

I Supcivisor, 
Industrial  Class. 

II  Assistant 
Supervisors. 

4 Trainee 
Supervisors. 

9 Domestic  staff. 

4.  For  the  purposes  of  carrying  out  our  duties  under  the  Lunacy  and  Mental 
Deficiency  Acts  the  City  has  been  divided  into  districts  each  covered  by  two  duly 
authorised  officers  and  one  mental  health  visitor.  Each  of  these  officers  has  a case 
load  of  pre-care  and  after-care  patients  and  mental  defectives  averaging  about 
200  for  each  officer.  One  mental  health  visitor  deals  solely  with  defectives  attending 
the  occupation  centres,  acting  as  liaison  officer  between  the  homes  and  the  centres. 

5.  During  the  day  the  work  is  carried  out  from  centrally  situated  offices.  The 
senior  duly  authorised  officer  takes  all  incoming  calls  from  9 a.m.  to  5 p.m. 
requesting  the  attendance  of  a duly  authorised  officer  and  passes  these  over  to  one 
or  other  of  the  two  duly  authorised  officers  who  are  on  a weekly  rota  to  investigate 
and,  if  necessary,  remove  patients  under  Section  20  or  refer  them  for  Section  lfi 
action  or  for  action  under  the  Mental  Treatment  Act,  1930.  In  addition  one  ot  the 
mental  health  visitors  is  on  this  weekly  rota  for  attendance  with  the  male  officer 
when  necessary  and  for  escort  duties.  During  the  day  a car  and  driver  are  allocated 
to  the  service  so  that  little  time  is  lost  in  visiting  eases  referred  for  action. 
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9 male  Duly 

Authorised 

Officers. 

i 

5 female 
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Visitors 
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D.A.O.  in  emergency). 
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6.  Night  duty  is  allocated  to  each  duly  authorised  officer  for  one  week  in  every 
nine.  This  tour  of  duty  is  from  5 p.m.  to  9 a.m.  nightly  and  also  Saturday  after- 
noon and  all  day  Sunday.  Each  duly  authorised  officer  has  a telephone  at  his  own 
home  installed  and  maintained  by  the  local  authority.  Incoming  calls  are  received 
by  the  ambulance  service  and  relayed  to  the  duty  duly  authorised  officer  or  are 
received  direct  by  him  and  he  orders  a vehicle  from  the  ambulance  service  to  take 
him  to  the  case. 

7.  When  not  on  these  duties  each  duly  authorised  officer  and  mental  health 
visitor  spends^  the  day  visiting  the  patients  on  his  or  her  case  load.  One  duly 
authorised  officer  is  used  as  an  employment  officer  and  his  case  load  consists  of 
those  patients  referred  by  the  other  officers  for  assistance  in  finding  employment. 

8.  We  do  not  propose  to  detail  the  work  of  the  other  parts  of  the  mental  health 
service,  i.e.,  administration  and  occupation  centres  since  these  do  not  really  come 
within  the  sphere  of  this  memorandum. 


PART  II.  MENTAL  ILLNESS 

9.  The  Section  of  the  Lunacy  Act,  1890,  with  which  the  duly  authorised  officer 
is  most  concerned  is  Section  20  and  it  seems  pertinent  to  deal  with  it  first. 

Until  July,  1954,  there  was  much  controversy  in  Liverpool  about  this  Section. 
The  mental  hospitals  in  the  Region  felt,  until  that  time,  that  they  could  refuse  to 
accept  a patient  under  this  Section  by  staling  that  no  beds  were  available.  This 
caused  much  inconvenience  and  meant  that  the  duly  authorised  officer  spent  a 
great  deal  of  time  telephoning  the  various  mental  hospitals  in  the  Region  asking  for 
a bed  and,  when  none  was  available,  notifying  the  case  under  Section  14  (1)  to  a 
magistrate. 

10.  On  30th  July,  1954,  a meeting,  attended  by  the  magistrates  concerned, 
representatives  from  the  Regional  Hospital  Board  and  from  the  local  health 
authority,  was  held  to  discuss  this  problem  and  it  was  agreed  that  a mental 
hospital  designated  to  receive  patients  under  Section  20  could  not  refuse  to  do  so 
when  a duly  authorised  officer  ordered  admission  under  that  Section.  It  was  also 
agreed  that  Sefton  Mental  Hospital  should  be  used  for  this  initial  action  so  that 
the  consultant  psychiatrists  there  could  have  the  patient  under  observation  for  up 
lo  17  days  before  deciding  whether  or  not  certification  was  necessary  and,  if  so, 
to  which  of  the  larger  mental  hospitals  in  the  Region  the  patient  should  be  sent. 
If,  of  course,  the  patient  agrees  to  voluntary  treatment  then  he  is  either  kept  in 
Sefton  Mental  Hospital  or  arrangements  are  made  for  his  admission  as  a voluntary 
patient  to  one  of  the  larger  mental  hospitals. 

11.  This  scheme  has  now  been  working  smoothly  since  July,  1954,  and  although 
at  times  it  has  undoubtedly  meant  a greater  pressure  on  beds  in  Sefton  Mental 
Hospital  it  has  completely  relieved  the  acute  problem  of  having  to  leave  a person 
of  unsound  mind  in  his  own  home  until  a bed  in  a mental  hospital  became  available. 

12.  Similar  conditions  used  to  prevail  for  patients  certified  at  home  under  Section 
16.  Prior  to  the  meeting  in  July,  1954,  the  duly  authorised  officer  had  to  leave  the 
patient  at  home  until  the  Medical  Superintendent  said  a bed  was  available.  On 
occasion  the  duly  authorised  officer  had  to  ask  the  magistrate  to  suspend  the  order 
under  Section  19  because  of  this,  which  meant  that  the  patient  might  not  be  admitted 
until  14  days  after  the  date  of  certification.  In  some  cases  orders  under  Section  16 
lapsed. 

13.  At  the  meeting  it  was  agreed  that  all  patients  certified  under  Section  16  should 
be  taken  forthwith  to  the  hospital  designated  on  the  order  and  admitted  immediately. 
It  was  also  decided  that  where  the  patient  appeared  suitable  for  treatment  in  one 
of  the  larger  mental  hospitals  the  duly  authorised  officer  should  ask  the  magistrate 
to  make  the  order  on  such  a hospital  and  where  this  was  not  so  then  the  order 
should  be  made  on  Sefton  Mental  Hospital  where  the  medical  officer  would  decide 
which  accommodation  was  most  suitable  and,  if  necessary,  arrange  for  transfer 
of  the  patient  to  that  accommodation. 
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14.  Patients  admitted  to  Sefton  Mental  Hospital  on  a Section  20  order  are  notified 
by  the  duly  authorised  officer  to  the  magistrate  within  3 days  (or  17  days  if  the 
medical  officer  of  the  hospital  has  issued  a Section  21A  order)  for  action  under 
Section  16  when  the  medical  officer  of  the  hospital  considers  that  certification  is 
the  only  method  applicable  to  any  particular  case.  The  medical  officer  of. the 
hospital  also  advises  on  which  mental  hospital  the  order  should  be  made.  The 
medical  certificate  is  given  by  a general  practitioner  called  in  by  the  magistrate. 
For  this  purpose  there  is  a rota  of  practitioners  who  can  be  called  in. 

15.  As  stated  since  this  scheme  started  in  July,  1954,  every  patient  for  whom 
Section  20  or  Section  16  action  has  been  necessary  has  been  admitted  forthwith 
to  a mental  hospital  thus  ensuring  that  the  patient  is  treated  as  soon  as  possible 
after  notification. 

16.  A vexed  question  is  that  of  senile  dementia  and  certification  under  the 
Lunacy  Act,  1890.  There  is  a shortage  of  beds  for  senile  dementia  patients  in 
Liverpool  and  a waiting  list  of  varying  length  is  in  force.  The  result  is  that  when 
a patient  suffering  from  senile  dementia  is  difficult  at  home  or  in  hospital  and  no 
bed  is  available  in  senile  dementia  accommodation  the  patient  is  very  often  notified 
to  the  mental  health  service  for  action  under  the  Lunacy  Act.  The  duly  authorised 
officers  in  Liverpool  do  not  use  Section  20  for  such  cases  unless  it  is  obviously 
necessary  but  often  are  compelled  to,  call  in  a magistrate  under  Section  14  because 
of  pressure  by  the  notifying  doctor.  Most  of  such  cases  are,  rightly,  not  certified 
and  the  duly  authorised  officer  places  the  patient’s  name  on  the  waiting  list  for 
senile  dementia  accommodation.  Until  such  accommodation  becomes  available  that 
officer  will  visit  periodically  to  ensure  that  the  patient  is  properly  cared  for  or 
will  if  the  patient  is  suffering  from  senility  and  not  senile  dementia,  notify  to 
the ’welfare  services  section  of  the  public  health  department.  (In  Liverpool  the 
National  Assistance  Act  welfare  services  are  administered  by  the  Medical  Officer  of 
Health.) 

17.  It  is  our  experience  that  when  a difficult  senile  dementia  patient  is  in  a 
general  hospital  there  is  often  undue  pressure  brought  to  bear  on  the  duly  authorised 
officer  by  the  medical  officers  of  the  hospital  who  insist  that  the  duly  authorised 
officer  should  remove  the  patient.  We  feel  so  strongly  about  this  that  it  seems 
worth  while  citing  an  instance  of  it. 

18.  An  unmarried  coloured  woman,  aged  64,  with  no  relatives  was  admitted  to 
one  of  the  teaching  hospitals  in  Liverpool  suffering  from  coal  gas  poisoning.  The 
police  had  found  her  with  the  gas  stove  turped  on  and  unlit  but  with  a mantle 
gas  light  burning  and!  considered  this  accidental,  but  after  her  admission  to 
hospital  she  is  alleged  to  have  admitted  it  was  a suicidal  attempt. 

She  recovered  rapidly  from  the  toxic  effects  but  six  weeks  after  her  admission 
to  hospital  she  was  reported  to  the  mental  health  service  as  being  completely 
negativistic,  unable  to  look  after  herself  and  requiring  nursing  care  and  her 
removal  to  a mental  hospital  was  requested. 

A duly  authorised  officer  visited  and  found  the  patient  rational  and  not  a case 
for  urgent  removal  under  Section  20  but  his  report  stated  that  “during  her  stay 
at  the  hospital  she  has  become  unco-operative,  wilfully  and  doubly  incontinent, 
negativistic  and  confused  ”, 

In  view  of  these  hospital  reports  he  notified  a justice  who,  having  called  in  a 
medical  practitioner,  saw  the  patient  next  day  but  would  not  certify  her  as  a 
person  of  unsound  mind. 

The  house  officer  informed  the  duly  authorised  officer  that  the  patient  would 
be  discharged  to  her  home  within  the  next  few  days  and,  as  it  was  considered  that 
she  could  not  look  after  herself,  requested  that  a visitor  from  the  welfare  services 
section  should  be  present  to  escort  her  home  and  give  such  advice  as  appeared 
necessary.  That  same  evening  the  house  officer  notified  the  duly  authorised  officer 
that  the  patient  would  be  discharged  two  days  later  and  requested  that  the  welfare 
services  section  should  accept  responsibility  for  her. 
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This  information  was  passed  on  to  one  of  the  welfare  officers  who  told  the  duly 
authorised  officer  that  the  patient  was  already  known  to  the  welfare  services  section 
and  was  last  heard  of  as  being  placed  on  the  waiting  list  for  senile  dementia 
accommodation  having  been  considered  unsuitable  for  Part  III  accommodation. 

Four  days  later  the  patient  was  again  notified,  this  time  to  the  senior  medical 
officer  (mental  health),  by  an  assistant  senior  medical  officer  of  the  Regional 
Hospital  Board.  She  had  not  been  discharged  as  had  been  stated. 

Another  duly  authorised  officer  visited  and  was  told  by  the  Medical  Registrar 
that  her  mental  condition  had  deteriorated,  that  she  was  sullen,  confused,  negativistic, 
passing  urine  and  faeces  into  the  bed  unless  carefully  watched  and  would  not 
co-operate. 

The  duly  authorised  officer  did  not  consider  action  under  Section  20  appropriate 
and  notified  the  Medical  Registrar  that  the  patient’s  name  was  on  the  waiting  list 
for  senile  dementia  accommodation. 

The  Medical  Registrar  informed  the  duly  authorised  officer  that  he  would  notify 
the  mental  health  service  if  further  action  under  the  Lunacy  Act  was  considered 
necessary  after  he  had  discussed  the  case  with  the  consultant  physician  and  the 
consultant  psychiatrist. 

Two  days  later  the  Medical  Officer. of  Health  received  a letter  from  the  consultant 
physician  giving  details  of  the  case  and  wondering  how  far  it  was  wise  or  justifiable 
for  the  duly  authorised  officer  to  ignore  the  advice  of  a very  senior  psychiatrist 
who  had  seen  the  patient  and  expressed  the  opinion  that  she  should  be  certified 
for  the  purpose  of  care  and  treatment.  The  correspondence  which  followed  was 
obviously  not  satisfactory  to  both  sides  since  the  consultant  physician  took  the  view 
that  medical  opinion  should,  carry  greater  weight  than  that  of  the  duly  authorised 
officer  in  the  final  decision  as  to  whether  or  not  a patient  should  be  removed  under 
Section  20  and  that  the  duly  authorised  officers  interpreted  their  duties  too  rigidly. 

It  is,  however,  of  interest  to  note  that  the  patient  was  eventually  admitted  to 
senile  dementia  accommodation. 

19.  Pre-care . When  a case  is  notified  and  after  investigation  no  action  is  taken 
under  Section  20  or  the  magistrate  will  not  make  an  order  under  Section  16  that  case 
is  taken  on  for  pre-care  visiting  and  often  arrangements  are  made  for  the  patient 
to  attend  a psychiatric  out-patients  clinic.  The  main  difficulty  here  is  the  waiting 
time  for  such  clinic  appointments. 

It  is  our  opinion  that  pre-care  should  be  the  most  important  part  of  the  mental 
health  service  having  as  its  aim  the  retention  of  the  patient  in  the  community  and 
a possible  method  of  broadening  the  present  pre-care  services  is  put  forward  in  the 
paragraphs  dealing  with  after-care  (see  paragraph  29  ( d )). 

20.  After-care.  Each  duly  authorised  officer  and  mental  health  visitor  has  on  an 

average  between  80  and  90  after-care  cases  on  his  or  her  case  load  and  visits 

each  of  these  cases  at  frequent  intervals  depending  on  the  needs  of  the  individual. 
Not  all  patients  discharged  from  mental  hospitals  are  visited,  however,  since  some 
object  to  after-care  visiting  but  an  effort  is  made  to  get  them  to  agree  to  it.  Each 
after-care  case  is  specially  reviewed  eighteen  months  after  the  initial  visit  and  if  the 
patient  has  made  a good  recovery  and  has  re-established  himself  in  the  community 
we  cease  visits  but  make  one  follow-up  report  a year  later  to  see  that  progress  has 

been  maintained.  If  at  the  end  of  the  first  eighteen  months  the  visiting  officer 

considers  that  after-care  is  still  necessary  then  visits  continue  with  a periodic  special 
review.  In  those  cases  where  we  cease  visits  the  patient  is  told  that  if  he  is  in 
any  difficulties  he  should  contact  the  service  and  we  will  give  whatever  help  we  can. 

21.  As  previously  stated  one  duly  authorised  officer  acts  as  employment  officer 
and  cases  are  referred  to  him  by  the  other  officers.  The  policy  of  having  a full-time 
employment  officer  has  been  well  justified.  This  officer  maintains  close  contact 
with  the  Ministry  of  Labour  and  National  Service  and  has  established  good  relations 
with  many  employers  whom  he  personally  approaches  in  his  efforts  to  place  patients 
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in  employment.  Ministry  officials  and  employers  alike  have  been  found  most 
sympathetic  in  helping  with  the  special  problems  described  to  them.  During  1954 
eleven  posts  were  found  for  after-care  cases. 

22.  The  after-care  service  forms  an  important  part  of  our  work  but  there  appear 
to  be  two  schools  of  thought  as  to  how  this  service  should  be  provided  and 
administered.  One  school  favours  the  provision  of  such  service  by  Regional 
Hospital  Boards  through  individual  mental  hospitals.  The  other  favours  its  provision 
by  local  health  authorities  as  at  present. 

23.  There  are  obvious  drawbacks  to  each  of  these  and  we  propose  at  this  point 
to  examine  the  pros  and  cons  in  each  case  and  to  put  forward  proposals  as  to  what 
we  consider  the  best  means  of  providing  such  a service. 

24.  Dealing  first  with  this  question  on  the  basis  of  mental  hospitals  providing 
the  service  the  following  points  can  be  brought  forward  in  its  favour:  — 

(a)  It  can  be  argued  that  such  service  should  logically  be  provided  by  the 

mental  hospital  from  which  the  patient  is  discharged  since  the  patient’s 
problems  have  been  investigated  at  the  hospital  and  are  fully  known 
to  the  medical  officers  and  the  psychiatric  social  worker. 

(b)  In  addition  it  can  be  claimed  that  the  patient  has  got  to  know  the  psychiatric 
social  worker  during  his  stay  in  hospital  and  may,  therefore,  be  more 
willing  to  accept  advice  and  assistance  from  this  worker  after  discharge 
than  from  an  officer  of  the  local  health  authority. 

(c)  The  psychiatric  social  worker  will  be  able  to  detect  any  deterioration  in 

the  patient’s  condition  and  to  arrange  re-admission  before  such  deterioration 
has  gone  too  far. 

(d)  The  qualifications  of  the  psychiatric  social  worker  as  compared  with  most 
local  authority  officers. 

25.  These  appear  to  be  the  main  points  in  favour  of  such  a scheme  but  there 
are  other  points  which  do  not  favour  it  namely : — 

(a)  There  is  a national  shortage  of  psychiatric  social  workers,  therefore  it 
would  not  be  possible  at  the  present  time,  and  probably  for  many  years 
to  come,  for  mental  hospitals  to  provide  an  adequate  after-care  service. 

( b ) Most  mental  hospitals  serve  widely  scattered  areas  and  it  is  obvious,  there- 
fore, that  to  provide  adequate  cover  many  psychiatric  social  workers  would 
have  to  be  employed  by  each  hospital,  e.g.,  in  the  Liverpool  Region 
Rainhill,  Win  wick  and  Deva  Hospitals  receive  patients  from  as  far  afield 
as  Southport  and  Mid-Cheshire. 

(c)  Each  local  authority  area  has  its  own  problems,  which  are  bound  to  be 

better  known  to  a local  authority  officer  living  and  working  in  that  area 
than  they  can  ever  be  known  by  a psychiatric  social  worker  based  on  a 
mental  hospital  which  in  most  cases  is  situated  outside  the  area,  e.g., 
Rainhill,  Winwick,  Deva. 

(d)  Much  of  the  psychiatric  social  worker’s  time  would  be  taken  up  in  travelling, 
e.g.,  Rainhill  to  Liverpool  and  once  in  the  city  the  same  would  apply. 
Since  this  worker  must  obviously  spend  a great  deal  of  her  time  in  the 
hospital  getting  to  know  her  patients  it  is  difficult  to  see  how  she  can 
have  much  time  left  for  after-care  visiting  and,  unless  large  numbers  of 
psychiatric  social  workers  are  employed,  it  would  seem  that  an  adequate 
service  cannot  be  provided.  Even  were  sufficient  psychiatric  social  workers 
available  for  this  purpose  it  seems  to  be  economically  inadvisable  (and 
unjustifiable). 

(, e ) If  the  hospitals  are  to  provide  after-care  services  will  they  also  wish  to 
provide  pre-care  services  and,  if  so,  who  is  to  decide  which  hospital  should 
be  approached  when  there  is  more  than  one  serving  the  area,  e.g.,  Rainhill, 
Winwick,  Deva. 
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(/)  If  the  hospital  is  to  provide  pre-care  services  it  would  seem  that  a greater 
number  of  medical  officers  and  psychiatric  social  workers  would  have  to 
be  employed  to  give  adequate  cover.  Again  this  seems  to  be  uneconomic 
and  unjustifiable. 

( g ) For  the  past  6 years  after-care  has  been  carried  out  by  officers  of  the  local 
health  authority  who  have  therefore  learned  by  experience  the  various 
channels  and  organisations  which  may  be  successfully  approached  in  the 
rehabilitation  of  patients  discharged  from  mental  hospitals,  e.g.,  our  employ- 
ment officer,  welfare  services,  National  Assistance  Board,  Women’s 
Voluntary  Service,  Personal  Service  Society,  Family  Service  Unit,  etc.  If 
psychiatric  social  workers  are  now  asked  to  take  over  this  work  it  will 
take  them  a considerable  time  to  make  similar  contacts  which  are  essential 
and  it  is  doubtful  whether  they  could  achieve  much  more  success.  The 
impression  gained  in  Liverpool  is  that  many  of  the  problems  leading  to 
breakdown  in  mental  health  are  environmental  or  economic,  e.g.,  housing, 
and  are  insurmountable  at  the  present  time  so  that,  although  the  psychiatric 
social  worker  may  have  the  advantage  over  the  local  authority  officer  in  that 
she  has  had  specialised  training  and  holds  an  appropriate  qualification, 
these  are  of  little  avail  when  the  basic  problem  leading  to  the  breakdown 
cannot  be  removed. 

It  seems,  therefore,  that  the  disadvantages  of  an  after-care  service  being  provided 
by  mental  hospitals  far  outweigh  the  advantages. 

26.  Turning  now  to  the  points  in  favour  of  such  service  continuing  to  be 
provided  by  the  local  health  authority : — 

(a)  The  local  health  authority  has  had  six  years  experience  of  the  work. 

( b ) The  officer  of  the  local  authority  is  fully  aware  of  the  problems  peculiar 
to  his  own  authority  and  of  the  facilities  available  within  his  own  area 
for  dealing  with  these  problems,  e.g.,  employment. 

(c)  Many  of  the  patients  discharged  from  mental  hospital  have  been  seen 

by  the  officer  before  admission  and  he  is,  therefore,  in  the  fortunate 
position  of  knowing  what  has  led  to  the  breakdown,  of  having  contact  with 
the  relatives  and  of  being  able  to  assess  their  attitude  to  the  patient. 

( d ) The  local  authority  officer  lives  and  works  in  his  home  area.  His  day  is 
spent  visiting  cases  allotted  to  him  and  he  has,  therefore,  more  time  to 
devote  to  each  patient  than  a psychiatric  social  worker  would  have  with 
her  additional  hospital  duties. 

(e)  Being  an  officer  of  the  local  authority  he  has  easier  access  to  other  depart- 

ments, e.g.,  housing,  welfare,  sanitary,  than  others  would  probably  have 
and  is  more  conversant  with  the  means  of  obtaining  assistance  from  these 
agencies. 

27.  The  disadvantages  of  having  an  after-care  service  provided  by  the  local 
authority  are:  — 

(a)  The  local  authority  officer  has,  at  present,  no  contact  with  the  patient 
whilst  he  is  in  hospital  and  has  therefore  no  knowledge  of  what  happens 
during  that  period.  This  could  be  overcome  if  he  visited  his  cases  in 
hospital. 

( b ) Many  local  authority  officers  have  no  psychiatric  experience  in  the  academic 
sense  (but  they  do  have  many  years  practical  experience  of  dealing  with 
after-care  cases). 

(c)  He  is  dependent  on  the  provision  by  the  mental  hospital  of  notice  of 
discharge  for  information  about  the  diagnosis,  treatment  and  prognosis  in 
each  of  his  after-care  cases.  Some  hospitals  give  reasonable  information 
about  this  and  suggestions  for  the  after-care  and  follow-up  of  each  patient 
but  pthers  give  little  information  apart  from  name  and  address.  (See 
Appendix  A.) 
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28.  It  would  seem,  therefore,  that  in  many  ways  the  present  after-care  services 
are  inadequate  and  in  need  of  improvement.  Neither  of  the  above  methods  of 
providing  after-care  is,  in  itself,  sufficient  to  ensure  an  adequate . service  or  to 
reduce  the  possibility  of  further  breakdown  in  many  cases  although  it  appears  that 
of  the  two  the  advantage  seems  to  rest  with  the  local  authority. 

29.  The  obvious  answer  to  this  problem  is  some  form  of  collaboration  between 
the  local  authority  and  the  Regional  Hospital  Board  and  the  following  points  are 
put  forward  as  a possible  solution : — 

(a)  That  the  present  after-care  service  provided  by  the  local  authority  be 
maintained  and,  where  necessary,  expanded  to  ensure  adequate  cover. 

(i)  That  notices  of  discharge  should  contain  fuller  information  about  the 
patient's  illness,  prognosis,  suitability  for  employment  and  suggestions  on 
how  after-care  could  most  successfully  be  provided. 

(c)  That  regular  liaison  between  the  local  authority  officers  and  psychiatric 

social  workers  (and  when  necessary  the  medical  officers  of  the  hospital 
and  local  authority)  should  be  established.  Frequent  case  conferences 
should  be  held  with  these  officers  in  attendance  to  discuss  in  detail  the 
best  means  of  dealing  with  each  patient.  Where  necessary  the  patient 
should  also  be  present.  It  is  of  interest  to  note  here  that  regular  consulta- 
tion is  held  between  the  Regional  Adviser  in  Mental  Deficiency  to  the 
Liverpool  Regional  Hospital  Board  and  the  Senior  Medical  Officer  (mental 
health)  of  this  local  authority  to  see  individual  mental  defectives  and 
discuss  the  best  methods  of  dealing  with  each.  This  does  much  to  ensure 
that  each  side  is  aware  of  the  other’s  problems  and  also  ensures  that  the 
best  use  is  made  of  the  beds  available.  In  addition  discussion  between 
the  doctors  and  parents  helps  to  alleviate  some  of  the  distress  which  is  so 
often  found  in  a household  containing  a mental  defective. 

(d)  Quicker  clinic  appointments  for  prospective  voluntary  patients  (up  to  three 
weeks  wait  here  at  present)  or  acceptance  at  hospital  on  recommendation 
of  general  practitioner  or  local  authority  officer.  Although  it  is  agreed 
that  prior  attendance  at  a psychiatric  out-patients’  clinic  is  advantageous 
to  the  hospital  in  that  the  psychiatrist  can  assess  the  need  for  in-patient 
or  out-patient  treatment  the  delay  in  obtaining  appointments  causes  much 
concern  to  patients,  relatives  and  local  authority  officers.  If  (c)  were  put 
into  effect  pre-care  cases  could  also  be  discussed  and  perhaps  dealt  with 
in  the  community  thus  relieving  the  pressure  on  hospital  beds. 

(e)  It  is  appreciated  that  the  dichotomy  between  local  authorities  and  Regional 

Hospital  Boards  is  probably  the  greatest  obstacle  to  the  establishment  of 
such  a scheme  since  each  is  unwilling  to  allow  the  other  to  enter  its  field, 
but  it  is  felt  that  this  should  not  be  insurmountable  if  both  sides  agree 
that  the  primary  concern  is  the  patient's  future  welfare  and  retention  in  the 
community.  The  setting  up  of  case  committees  in  each  local  authority 
area  should  be  carried  out  in  the  first  instance  after  discussion  between 
the  Medical  Officer  of  Health  and  Senior  Administrative  Medical  Officer 
on  the  best  means  of  establishing  these.  Since  each  local  authority  has  a 
mental  health  service  established  it  would  seem  that  case  committees  should 
meet  in  the  offices  of  that  service  rather  than  at  hospital  out-patients' 
departments.  This  is  suggested  so  that  when  patients  attend  they  may 
feel  that  they  are  being  dealt  with  from  the  community  care  viewpoint 
rather  than  that"  of  the  hospital.  Where  the  local  authority  area  is  a 
large  one,  e.g.,  Liverpool,  case  committees  could  perhaps  meet  in  different 
parts  of  the  city.  The  frequency  of  such  meetings  would,  of  course,  depend 
on  local  conditions.  Responsibility  for  providing  for  the  setting  up  and 
administration  of  such  case  committees  should  be  placed  on  the  local 
authority. 

Opinion  on  present  legislation 

30.  The  main  criticism  of  the  present  lunacy  legislation  would  seem  to  be  against 
Section  20  and  Section  16  but,  in  our  opinion,  if  these  Sections  are  properly  used 
this  need  not  be  so. 
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31.  Many  people  disapprove  strongly  of  a layman  (the  duly  authorised  officer) 
having  the  power  to  remove  a person  against  his  will  to  a mental  hospital  but 
when  it  is  considered  that  such  removal  is  for  a limited  period  and  must  be 
followed  up  by  notification  to  a magistrate  and  that  the  patient  can  be  discharged 
within  72  hours  by  the  hospital  medical  officer,  it  seems  to  us  that  there  is  more 
in  favour  of  this  Section  than  there  is  against  it. 

32.  The  main  concern  must  be  the  welfare  and  safety  of  the  patient  and  the 
community  and  Section  20  provides  a rapid  means  of  ensuring  this. 

33.  In  our  opinion  this  provision  should  be  continued  with  one  amendment, 
namely,  that  when  a medical  practitioner  notifies  any  person  for  such  action  he, 
the  practitioner,  should  be  required  to  provide  a statement  in  writing  giving  his 
reasons  for  requesting  this  action. 

34.  The  final  decision  as  to  whether  or  not  the  patient  should  be  removed 
under  Section  20  or  notified  under  Section  14  must,  of  course,  still  remain  with 
the  duly  authorised  officer. 

35.  With  the  addition  of  Section  21A  it  often  happens  that  the  acute  episode 
requiring  removal  of  the  patient  by  the  duly  authorised  officer  passes  over  without 
the  necessity  of  certification  and,  when  necessary,  the  patient  can  be  accepted 
for  treatment  on  a voluntary  basis. 

36.  It  is  appreciated  that  certification  continues  to  carry  a stigma  and  it  seems 
that  it  is  mainly  because  of  this  that  other  means  df  dealing  with  persons  of 
unsound  mind  are  being  explored. 

37.  It  seems  to  us  that  this  is  already  provided,  within  limits,  by  Section  5 of 
the  Mental  Treatment  Act,  1930,  and  that,  with  modifications,  this  Section  could 
be  used  in  all  cases  where  Section  16  would  at  the  present  time  be  carried  out. 

38  The  important  point  at  issue  here  seems  to  be  the  attitude  of  the  community 
since  in  both  instances  (i.e.  Section  5 and  Section  16)  the  patient  is  detained  against 
his  wishes,  the  only  differences  being:  — 

(a)  that  in  one  case  he  is  called  a temporary  patient  and,  in  the  other, 
certified ; 

(b)  a magistrate  does  not  make  an  order  under  Section  5 ; and 

(c)  the  duration  of  possible  detention. 

39.  In  other  words  the  changing  of  a name  does  not  alter  the  fact  of  detention 
against  a person’s  wishes  and  will  not  alter  the  community  feeling  about  and,  m 
many  cases,  fear  of,  admission  to  mental  hospital. 

40.  All  of  us  who  are  honest  with  ourselves  will  admit  that  this  is  a real  fear 
and,  although  there  may  be  a more  enlightened  attitude  to  mental  illness  at  the 
present  time,  it  is  doubtful  whether  this  will  ever  become  such  as  to  lead  everyone 
to  accept  that  the  treatment  of  mental  illness  can  or  should  be  accepted  in  the 
same  way  as  that  for  physical  illness. 

41.  If,  however,  such  acceptance  became  general  it  would  seem  that  there  must 
always  be  power  of  detention  of  persons  of  unsound  mind  either  for  the  safety 
or  welfare  of  such  persons  or  of  the  community  and  the  following  suggestions 
are  put  forward  for  consideration. 

Suggestions  for  future  legislation 

42— (a)  The  present  Section  20  should  remain  with  the  added  requirement  of  a 
medical  recommendation  whenever  possible  and  with  the  final  decision  as.  to 
whether  or  not  the  patient  should  be  removed  resting  with  the  duly  authorised 
officer. 

(b)  We  are  of  the  opinion  that  the  final  responsibility  for  removal  of  the  patient 
under  Section  20  should  remain  with  the  duly  authorised  officer  since  we  leel 
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that  this  action  is  analogous  to  that  whereby  juries  are  constituted  to  sit  in  judgment 
on  their  fellows  and  although  a specialist  (in  one  case  the  doctor  and  in  the  other 
the  judge)  advises  on  the  technical  aspects  it  is  the  laymen  who  decide  whether 
the  liberty  of  the  subject  is  to  be  infringed. 

(c)  In  other  words  we  feel  that  great  emphasis  must  be  laid  on  the  protection 
of  the  individual’s  rights  and  that  the  layman  is  more  likely  to  consider  this  than 
the  doctor  who  may  be  unduly  influenced  by  his  technical  knowledge. 

43.  — (a)  Section  21 A should  remain  as  a means  for  providing  a longer  period 
of  observation  to  enable  the  hospital  medical  officer  to  decide  in  what  way  the 
patient  may  best  be  dealt  with  and  to  give  an  opportunity  for  the  acute  episode 
requiring  admission  to  settle. 

( b ) If  further  detention  is  necessary  the  procedure  outlined  below  should  be 
carried  out,  with  the  hospital  medical  officer  providing  the  first  medical  certificate. 

44.  The  present  Section  16  should  be  dispensed  with  and  we  put  forward  the 
following  proposal  as  an  alternative  for  consideration. 

(a)  When  a duly  authorised  officer  does  not  consider  Section  20  justified  he  should 
be  required  to  inform  a justice  as  at  present  under  Section  14  (1).  The  patient’s 
doctor  should  be  required  to  furnish  a statutory  certificate  giving  his  reasons  for 
deeming  that  the  patient  required  detention  for  care  and  treatment  in  a mental 
hospital.  This  would  be  medical  certificate  No.  1. 

( b ) If  the  patient  does  not  have  a doctor  then  any  doctor,  e.g.  police  doctor,  could 
be  called  by  the  duly  authorised  officer  or  the  person  notifying. 

(c)  The  justice  on  receiving  notification  from  a duly  authorised  officer  would  act 
as  at  present  under  Section  14  (2)  and  would  then  be  required  to  call  in  his  own 
medical  practitioner  and  with  him  visit  the  patient  within  72  hours  of  notification 
by  the  duly  authorised  officer.  This  medical  practitioner  would  have  to  complete 
medical  certificate  No.  2 if  he  considered  the  patient  required  detention  for  care 
and  treatment  in  a mental  hospital. 

{d)  On  completion  of  the  two  medical  certificates  the  justice,  after  making  such 
enquiries  as  he  thinks  advisable  should  sign  the  statutory  certificate  confirming  the 
need  for  the  patient’s  detention  in  a mental  hospital  (see  Appendix  B). 

(e)  It  must  be  made  a statutory  obligation  on  the  officer-in-charge  of  the  mental 
hospital  named  by  the  justice  to  receive  and  detain  the  patient  named  on  the 
certificates  for  a period  not  exceeding  twelve  months. 

45.  (a)  At  the  end  of  one  year,  if  the  patient  still  remains  in  the  hospital,  the 
medical  officer  should  be  required  to  complete  a statutory  declaration  that  the 
need  for  detention  for  further  care  and  treatment  remains  and  to  notify  a justice 
who  calls  in  his  own  medical  practitioner  and,  with  him,  visits  the  patient. 

( b ) If  this  medical  practitioner  confirms  the  need  for  detention  for  further  care 
and  treatment  after  his  own  examination  of  the  patient  and  of  the  facts  made 
available  to  him  on  the  case  notes  then  the  justice,  on  satisfying  himself  that 
further  detention  is  necessary,  should  make  an  order  requiring  the  officer-in-charge 
of  the  hospital  to  detain  the  patient  for  up  to  one  further  year.  (See  Appendix  C.) 

46.  Thereafter  the  procedure  should  be  as  at  present  with  the  medical  officer 
furnishing  special  reports  and  certificates  to  the  Board  of  Control  one  year,  two 
years,  three  years  and  in  successive  periods  of  five  years  from  the  date  of  the  first 
order. 

47.  It  may  be  considered  that  the  initial  detention  for  one  year  could  be  carried 
out  on  two  medical  certificates  only  but,  although  two  medical  men  have  written 
this  memorandum,  we  feel  most  strongly  that,  since  the  liberty  of  the  subject 
is  involved,  confirmation  by  a justice  of  the  need  for  detention  is  the  best  method 
of  ensuring  that  the  rights  of  the  individual  are  being  safeguarded. 
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48.  We  do  not  propose  to  dwell  at  any  great  length  on  this  subject  since  we 
feel  that, the  Mental  Deficiency  Acts,  1913-38,  as  amended  are  good  Acts  providing 
the  essential  and  necessary  safeguards  for  the  individual  but  we  consider  that  certain 
minor  alterations  are  called  for  and  would  like  briefly  to  put  forward  our  views  on 
these. 

49.  We  feel  that  the  concept  of  social  inefficiency  should  be  incorporated  in  the 
definition  of  mental  deficiency  and  suggest  that  this  could  be  done  in  the  following 
way. 

50.  “ Mental  defectiveness  is  a condition  of  arrested  or  incomplete  development 
of  mind  existing  before  the  age  of  eighteen  years,  whether  arising  from  inherent 
causes  or  induced  by  disease,  illness  or  injury,  and  resulting  in  an  incapacity  for 
successful  independent  social  adaptation.” 

51.  Powers  of  entry  should  be  given  to  officers  of  the  local  health  authority  in 
carrying  out  their  duties  when  visiting  defectives  under  statutory  supervision. 

52.  The  term  “ moral  defective  ” seems  to  us  unnecessary  and  should  be  dis- 
continued since  it  is  possible  to  certify  a person  in  whom  there  exists  “mental 
defectiveness  coupled  with  strongly  vicious  or  criminal  propensities  ” as  a feeble- 
minded person  “ requiring  care,  supervision  and  control  for  the  protection  of 
others  ”, 

53.  The  provisions  of  Section  3 of  the  1913  Act  should  be  extended  to  include 
feeble-minded  persons  over  the  age  of  21  years  and  should  be  the  method  used  for 
most  admissions  to  mental  deficiency  hospitals  but  the  provisions  of  Section  6 
should  remain  so  that  when  a defective  is  not  properly  cared  for  at  home  and 
the  parents  will  not  agree  to  his  admission  to  hospital  the  local  health  authority 
may  present  a petition  against  the  wishes  of  the  parents.  It  is,  of  course,  important 
to  retain  the  provision  that  a parent  cannot  remove  a defective  placed  under 
Section  3 without  the  consent  of  the  Board  of  Control. 

54.  Provision  should  be  made  in  Section  8 for  the  Court  to  deal  with  a defective 
found  guilty  of  a minor  offence  by  directing  the  local  health  authority  to  place 
him  under  statutory  supervision. 

55.  It  should  be  made  possible  to  discharge  a defective  from  an  order  detaining 
him  in  a mental  deficiency  hospital  or  under  guardianship  and  placing  him  under 
statutory  supervision. 

56.  We  consider  that  attendance  at  an  occupation  centre  should  be  compulsory 
for  all  defectives  up  to  the  age  of  16  years  unless  the  local  health  authority  considers 
that  the  defective  is  unsuitable. 

57.  The  acute  problem  at  the  present  time  is,  of  course,  the  shortage  of  beds 
and  nursing  staff  and  we  are  of  the  opinion  that  if  these  could  be  overcome  there 
would  be  little,  if  any,  dissatisfaction  about  mental  deficiency  legislation. 
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Appendix  A 

(i) 

SEFTON  GENERAL  HOSPITAL,  LIVERPOOL,  15 
NOTICE  OF  DEPARTURE 

I hereby  give  you  notice  that  A.B.  of  8,  Brougham  Terrace,  Liverpool,  6,  a Health 
Service  Voluntary  Patient,  received  into  this  Mental  Hospital  on  Twenty-seventh  day  of 
June,  1954,  left  on  the  Ninth  day  of  December,  1954. 


Dated  the  tenth  day  of  December,  1954. 
To  the  Local  Health  Authority. 


Signed 

Superintendent. 


(ii) 

Confidential 


Winwick  Hospital, 
Winwick, 

Nr.  Warrington, 
8th  March,  1954. 


Dear  Sir, 

Re:  A.B. 

8,  Brougham  Terrace, 

Liverpool,  6. 

The  above  named  was  under  treatment  here  as  a Voluntary  patient  from  26th  March, 
1953,  and  on  6th  March,  1954,  left  as  relieved.  The  method  of  discharge  was  on  her 
own  notice. 

The  illness  was  Depression  with  Hypochondriasis  in  type  and  the  treatment  adopted 
was  Electrical  Convulsant  Therapy,  Psychotherapy  and  Occupational  Therapy,  with  very 
slight  effect 

The  patient  has  indicated  willingness  to  receive  any  necessary  help  from  the  After-care 
services. 


Remarks  or  suggestions  as  to  After-care,  Attendance  at  Clinics,  etc. 

She  continues  self-absorbed,  apathetic,  with  marked  interest  only  in  her  physical 
symptoms.  She  is  no  longer  suicidal  and  can  occupy  herself  satisfactorily,  but  complains 
of  a constant  feeling  of  tiredness  and  lack  of  interest.  She  has  now  decided  that  if  she 
stays  in  Hospital  longer  she  will  get  afraid  to  leave  and  that  she  has  made  no  further 
progress  in  the  last  few  months  and  has,  therefore,  given  in  her  notice.  She  ought  to 
attend  a Psychiatric  Clinic  and  get  a job  and  will  do  better  if  kept  on  Aneurin  Hydro- 
chloride mgrs.  3 t.d.s..  Nicotinamide  2 t.d.s.,  and  Nembutal  gr.  H nocte. 

Yours  faithfully, 


The  Medical  Officer  of  Health, 
Health  Department, 
Brougham  Terrace, 
Liverpool,  6. 


Medical  Superintendent. 
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(iii) 

Private  and  Confidential 

AFTER-CARE  OF  MENTAL  PATIENTS 

Deva  Hospital, 
Liverpool  Road, 
Chester. 

To  Patient’s  own  Doctor. 

To  the  Medical  Officer  of  Health. 

Area.  Liverpool. 

Name.  A.B. 

Date  of  admission.  21st  October,  1954. 

Date  of  discharge.  4th  December,  1954. 

Status.  Certified. 

Address.  8,  Brougham  Terrace,  Liverpool,  6. 

Diagnosis.  Depression. 

Condition  of  discharge.  Recovered. 

Reason  for  discharge.  Claimed  by  Relatives. 

Any  special  treatment  received.  E.C.T. 

Prognosis.  Fair. 

After-care.  Expresses  willingness  to  have  after-care. 

Objects  to  after-care. 


Medical  Officer. 

Dated  7th  December,  1954. 

NB. — On  written  application  the  hospital  will  supply  any  further  information  to  the 
patient’s  medical  attendant.  To  save  delay  please  address  your  letter  to  the  Medical 
Superintendent,  and  not  to  any  person  by  name. 


(iv) 

Private  and  Confidential 


To  (1) 

Medical  Officer  of  Health. 

Name.  A.B. 

Date  of  admission.  9th  October,  1952. 

Date  of  discharge.  26th  November,  1954. 

Status.  Certified . 

Address.  8,  Brougham  Terrace,  Liverpool,  6. 

Diagnosis.  Schizophrenia. 

Condition  on  discharge.  Not  improved. 

Reason  for  discharge.  Claimed  by  relatives  against  advice. 

Any  special  treatment  received.  Deep  insulin  therapy.  One  course  followed  by 
maintenance  E.C.T. 

Prognosis.  Poor. 

After-care.  Expresses  willingness  to  have  after-care. 

Objects  to  after-care. 

Date.  27th  November,  1954. 


Rainhill  Hospital, 
Rainhill, 

Nr.  Liverpool. 

To  (2)  Patient’s  own  doctor. 


Medical  Officer. 

N.B. — On  written  application  the  Hospital  will  supply  Medial 

patient’s  medical  attendant.  To  save  delay  please  address  the  letter  The  Medical 
Superintendent  ” and  not  to  any  person  by  name. 
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Appendix  B 

STATEMENT  OF  PARTICULARS 

(A).  The  following  is  a Statement  of  Particulars  relating  to: — 

Name  of  Patient,  with  Christian  name  at  length 

Sex  and  Age 

Married,  Single  or  Widowed 

Rank,  Profession,  or  previous  occupation  (if  any) 

Religious  Persuasion 

Residence  at  or  immediately  previous  to  the  date  hereof 

Whether  first  attack 

Age  on  first  attack 

When  and  where  previously  under  care  and  treatment  as  a person  suffering  from  mental 

illness 

Duration  of  existing  attack 

Supposed  cause 

Whether  subject  to  Epilepsy 

Whether  suicidal 

Whether  dangerous  to  others,  and  in  what  way 

Whether  any  near  relative  has  been  afflicted  with  mental  illness 

Brief  description  of  any  property  owned  by  patient  (if  over  £100  in  value).. 

Names,  Christian  names,  and  full  postal  addresses  of  one  or  more  relatives  of  the 
patient 

Name  of  the  person  to  whom  notice  of  death  is  to  be  sent,  and  full  postal  address,  if  not 
already  given 


Signed 

Duly  Authorised  Officer  of  the 
Liverpool  Health  Authority. 

Dated  the day  of 19 


(B)  Certificate  of  Medical  Practitioner.  I 

In  the  matter  of 

of !”"!!"!!!!!!!!!!!!! 

in  the  County  of 

an  alleged  person  requiring  detention  for  care  and  treatment  in  a mental  hospital 

I,  the  undersigned 

do  hereby  certify  as  follows : — 

1.  I am  a person  registered  under  the  Medical  Act,  1858,  and  I am  in  the  actual 
practice  of  the  Medical  Profession. 

2.  On  the day  of 19 at 

in  the.  ...  of I personally  and  separately  from 

any  other  medical  practitioner  examined  the  said and  came  to 

the  conclusion  that  he  is  a person  requiring  detention  for  care  and  treatment  in  a 
mental  hospital. 


3.  I formed  this  conclusion  on  the  following  grounds,  viz. : — • 

(a)  Facts  observed  by  myself  at  the  time  of  examination,  viz.  : — 

(b)  Facts  communicated  by  others,  viz.: — 

4-  The  said...., appeared  to  me to  be  in  a fit  condition  of 

bodily  health  to  be  removed  to  a mental  hospital. 

5.  I give  this  certificate  having  first  read  the  Section  of  the  Act  of  Parliament  printed 
below. 


Dated  this day  of. 


19. 


Signed 

Qualification 

Place  of  Residence. 


“Any  person  who  makes  a wilful  mis-statement  of  any  material  fact’  in  any  medical 
or  other  certificate,  or  in  any  statement  or  report  of  bodily  or  mental  condition  under 
this  Act  shall  be  guilty  of  misdemeanour." 

Printed  image  digitised  by  tne  University  of  Southampton  ' ' 


:nampton  Library  Digitisation  Unit 


EVIDENCE  OF  LIVERPOOL  CITY  COUNCIL 


965 


(C)  Certificate  of  Medical  Practitioner.  II 

In  the  matter  of 

of 

in  the  County  of 

an  alleged  person  requiring  detention  for  care  and  treatment ' in ' a ' mental'  hospital! 

I,  ,the  undersigned 

do  hereby  certify  as  follows : — 

1.  I am  a person  registered  under  the  Medical  Act,  1858,  and  I am  in  the  actual 
practice  of  the  Medical  Profession. 


On  the day  of 19 at 

&© I personally  and  separately  from 

any  other  medical  practitioner  examined  the  said and  came  to 

the  conclusion  that  he  is  a person  requiring  .detention  for  care  and  treatment  in  a 
mental  hospital. 


3.  I formed  this  conclusion  on  the  following  grounds,  viz.:  — 

(a)  Facts  observed  by  myself  at  the  time  of  examination,  viz. : — 

( b ) Facts  communicated  by  others,  viz. : — 

4.  The  said appeared  to  me to  be  in  a fit  condition  of 

bodily  health  to  be  removed  to  a mental  hospital. 

5.  I give  this  certificate  having  first  read  the  section  of  the  Act  of  Parliament  printed 
below. 


Dated  this day  of 19 

Signed 

Qualification 

Place  of  Residence 

“ Any  person  who  makes  a wilful  mis-statement  of  any  material  fact  in  any  medical 
or  other  certificate,  or  in  any  statement  or  report  of  bodily  or  mental  condition  under 
this  Act  shall  be  guilty  of  misdemeanour.” 


(D)  To  the  Officer  in  Charge Mental  Hospital. 

I am  satisfied  on  the  above  medical  certificates  and  as 

a result  of  my  own  observations  that is  a person  requiring 

detention  in  a mental  hospital. 

Signed 

A Justice  of  the  Peace  for 

Dated  this day  of 19 


Appendix  C 

TO  THE  BOARD  OF  CONTROL 

Certificate  of  need  for  detention  for  further  care  and  treatment 

(i)  Certificate  of  Medical  Officer 

In  the  matter  of who  has  been  detained  in  this  mental  hospital  for  care 

and  treatment  since... 

I,  the  undersigned do  hereby  certify  as  follows: 

1.  I am  a person  registered  under  the  Medical  Act,  1858,  and  I am  in  the  actual 
practice  of  the  Medical  Profession. 

2.  On  the day  of 19 at...... ■•***. — 

I personally  examined  the  said and  came  to  the  conclusion  that  he  is  a 

person  requiring  detention  for  further  care  and  treatment  in  a mental  hospital. 
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3.  I formed  this  conclusion  on  the  following  grounds,  viz.: 

Facts  observed  by  myself. 

(1)  At  the  time  of  examination. 

(2)  Prior  to  examination. 

' 4.  I give  this  certificate  having  first  read  the  section  of  the  Act  of  Parliament  printed 
below. 

Dated  this day  of 19 

Signed 

Medical  Officer. 

Medical  Superintendent. 


(ii)  Certificate  of  medical  practitioner 

In  the  matter  of who  has  been  detained  in Mental  Hospital 

for  care  and  treatment  since 

I,  the  undersigned do  hereby  certify  as  follows:— 

1.  I am  a person  registered  under,  the  Medical  Act,  1858,  and  I am  in  the  actual 
practice  of  the  Medical  Profession. 

2.  On  the day  of 19 at hospital 

I personally  examined  the  said and  came  to  the  conclusion  that  he  is 

a person  requiring  detention  for  further  care  and  treatment  in  a mental  hospital. 

3.  I formed  this  conclusion  on  the  following  grounds  viz.:  — 

(a)  Facts  observed  by  myself  at  the  time  of  examination  viz. : — 

( b ) Facts  comunicated  by  others,  viz.:  — 

4.  I give  this  certificate  having  first  read  the  section  of  the  Act  of  Parliament  printed 
below. 

Dated  this. day  of 19 

Signed 

Qualifications 

Place  of  Residence 


(iii)  To  the  officer  in  charge Mental  Hospital. 

I am  satisfied  on-  the  above  medical  certificates  and  as  a result 

of  my  own  observations  that is  a person  requiring  further  detention  in 

a mental  hospital  and  hereby  order  you  to  receive  and  detain  the  said 

for  a period  not  exceeding  twelve  months  from  this  date. 

Signed 

A Justice  of  the  Peace  for 

Dated  this day  of 19 

“Any  person  who  makes  a wilful  mis-statement  of  any  .material  fact  in  any  medical 
or  other  certificate,  or  in  any  statement  or  report  of  bodily  or  mental  condition  under 
this  Act  shall  be  guilty  of  misdemeanour.” 
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Examination  of  Witnesses 


{Chairman):  Would  you  introduce  your- 
selves please? ( Alderman  Prout):  My 

Lord  Chairman,  first  of  all  the  lady,  Coun- 
cillor Mrs.  Gough,  a member  of  Liverpool 
Health  Committee ; Professor  Andrew 
Semple,  Medical  Officer  of  Health ; Dr. 
Begg,  Senior  Medical  Officer  for  Mental 
Health ; and  Mr.  Nicholson,  Senior 
Assistant  Solicitor ; then  there  is  my- 
self, Chairman  of  the  Council’s  Health 
Committee.  I want  to  thank  you  for 
inviting  us  here,  Sir,  and  giving  us 
the  opportunity  of  supporting  the  memor- 
andum which  you  have  before  you.  1 want 
to  say  from  the  outset  that  I do  not  claim 
to  be  an  expert  on  mental  health  ; and  if 
you  will  address  your  remarks  to  Professor 
Semple  I shall  be  quite  happy. 

4914.  We  are  very  grateful  to  you  for 
your  most  useful  memorandum,  but  before 
we  go  through  your  memorandum — and  I 
do  not  really  know  that  there  is  very  much 
detail  I want  to  ask  you — I should  like  to 
put  to  you  the  problem  which  seems  to  be 
raised  by  the  fact  that  one  can  look  at  this 
question  from  two  points  of  view ; one,  that 
of  running  a very  good  local  system  of  ad- 
ministration which  would  ensure  that  no 
mental  patient  whorp  the  Courts  or  the  duly 
authorised  officer  think  ought  to  be  sent 
to  hospital,  ever  fails  to  get  into  hospital — 
and  . you  have  built  up  a very  effective 
administration  for  that  purpose.  The  other 
point  of  view  one  can  look  at  it  from  is  the 
facilities  . offered  to  persons  suffering  from 
mental  illness,  or  their  relatives,  to  get 
patients  into  hospital  with  the  minimum  of 
formality,  just  as  you  would  get  them  into 
any  other  hospital.  You  have  tackled  the 
problem  from  the  first  point  of  view,  and 
tackled  it  apparently  very  successfully ; but 
docs  that  mean  that  if  in  Liverpool  I want 
to  enter  a hospital  as  a voluntary  patient, 
I am  likely  to  be  told  by  my  doctor  that  I 
had  much  better  get  certified  through  the 
duly  authorised  officer  because  I should 
stand  a much  better  chance  of  getting  a 
hospital  bed  than  if  I tried  to  go  in  as  a 
voluntary  patient?  My  problem,  is  the  diffi- 
culty of  reconciling  the  two  things.  As  I 
read  your  memorandum,  you  want  to  make 
the  duly  authorised  officer  the  chief  mode 
of  admission  into  the  hospital.  You  want 
to  give  him  power  to  override  the  doctor 
and  the  relatives.  But  what  happens  under 
this  system  of  organisation  to  the  doctor- 
patient  and  the  patient-hospital  relationship? 

( Professor  Semple):  I think  the  position 

is  that  in  Liverpool  the  same  conditions 
exist  as  in  other  places  in  the  country,  be- 
cause the  number  of  voluntary  patients  has 
increased  in  Liverpool  similarly  to  the  num- 
ber of  voluntary  patients  in  other  parts  of 
the  country.  But  we  feel  that  there  still  is 
an  important  part  for  the  duly  authorised 
officer  to  play  as  a social  worker,  because 


we  look  upon  mental  illness  as  a social  ill- 
ness as  well  as  a mental  illness,  and  the 
whole  family  very  often  need  to  be  looked 
at.  We  also  feel  that  as  a social  worker 
the  duly  authorised  officer  has  a place  in  the 
home  and  he  may,  by  getting  that,  be  able 
to  help  many  of  these  people  and  keep  them 
from  going  to  hospital,  because  it  is  the 
social  breakdown  that  is  the  precursor  of 
the  mental  breakdown. 

We  have  some  figures  here,  Sir,  which  we 
have  got  out ; but  they  merely  bear  out  the 
figures  in  your  first  day’s  evidence.  They 
show  that  in  Liverpool  the  number  of  vol- 
untary patients  has  gone  up,  as  it  has  else- 
where in  the  country ; but  the  number  of 
certifications  has  not  come  down  corre- 
spondingly, nor  does  it  appear  to  have  come 
down  to  any  great  extent  from  the  figures 
the  Ministry  of  Health  presented  to  you  in 
your  first  day’s  evidence. 

4915.  Does  that  mean  your  hospitals  are 

nil  'very  overcrowded? Yes,  Sir,  they 

are  overcrowded ; and  I think  there  are 
many,  people  now  who  feel  that  mental  ill- 
ness is  a thing  that  more  people  are  pre- 
pared to  accept  treatment  for  in  hospital, 
and  that  doctors  are  prepared  to  consider 
voluntary  patients  whom  they  probably 
would  not  have  done  some  years  ago.  But 
at  the  same  time  we  still  think,  and  the 
figures  seem  to  show,  that  in  Liverpool — 
and  the  figures  the  Ministry  supplied  as  well 
— the  number  of  certifications  is  not  coming 
down. 

4916.  {Dr.  Rees):  How  many  have  been 

certified  in  Liverpool? In  1953,  under 

Section  16,  there  were  365 ; in  1954,  there 
were  306  under  Section  16,  and  657  Section 
20  cases.  I can  let  the  Commission  have 
copies  of  these  figures  for  the  last  few  years. 

The  following  statistics  were  handed  in 
by  the  witness:— 

SUMMARY  OF  LIVERPOOL  ADMISSIONS  TO 
MENTAL  HOSPITALS  1949-54 


Section  20 

1949 

1950 

1951 

1952 

1953 

1954 

561 

520 

445 

561 

606 

657 

419 

401 

388 

375 

365 

306 

Voluntary 

333 

343 

374 

358 

532 

446 

Temporary 

9 

— 

7 

5 

11 

5 

4917.  {Chairman):  Has  there  been  any 
significant  trend  in  these  figures  since  1954, 
when  you  established  your  present  system? 

It  is  too  early  to  say  that  yet.  Sir. 

These  figures  show  the  situation  since  1949, 
and  there  has  been  an  increase  since  1949 
in  Section  20  admissions,  but  there  has  been 
a decrease  in  admissions  under  Section  16, 
The  number  of  voluntary  patients  has  gone 
up  considerably  in  these  six  years. 
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4918.  {Dr.  Rees) : Might  I ask  what  the 

population  of  Liverpool  is? It  is  a 

little  under  800,000. 

4919.  {Mrs.  Braddock ):  Are  not  the  Sec- 
tion 20  increases  for  1953-54  due  to  an 
arrangement  come  to  by  the  magistrates, 
the  local  health  authority  and  the  Regional 

Board? Yes,  Madam;  I think _ I deal 

with  that  in  the  memorandum.  We  did  make 
an  arrangement  to  get  an  admission  hospi- 
tal, because  we  felt  that  was  a good  way, 
to  filter  the  cases  through  an  admission 
hospital,  Sefton  Hospital,  to  avoid  Section 
16  being  used  for  a patient  who  probably 
could  be  dealt  with  within  17  days  under 
Sections  20  and  21. 

4920.  ( Chairman. ):  I am  not  quite  clear 
about  this ; is  your  proposal  that  the  duly 
authorised  officer  should  have  the  final  say 
on  the  admission  of  even  voluntary 

patients? No,  not  with  voluntary 

patients.  Sir.  As  far  as  the  duly  authorised 
officer  is  concerned,  we  would  like  to  see 
him  called  in,  and  we  are  going  to  attempt 
this  shortly  in  Liverpool,  to  get  the  general 
practitioner  to  use  the  mental  health  service 
more,  so  that  the  duly  authorised  officer 
would  be  called  in  to  try  to  help  in  the 
social  work  that  should  go  on.  When  a per- 
son is  mentally  ill  the  whole  family  affected, 
particularly  the  children,  should  be  exam- 
ined ; and  we  feel  that  if  we  can  ease  the 
tensions  of  mental  illness  in  the  home  we 
might  help  to  ease  the  whole  situation.  We 
might  even  be  able  to  prepare  the  home  to 
receive  the  mental  case  when  he  is  ready 
to  come  out  of  hospital ; because  many 
cases  come  out  of  hospital  still  not  cured. 

4921.  I think  it  is  common  ground 

that  one  should  rely  on  the  local  health 
authority  for  pre-care  in  the  home  and 
after-care,  after  hospital  treatment.  What 
seems  to  me  to  be  rather  doubtful  is  the 
position  you  seem  to  hold,  to  make  the 
duly  authorised  officer  the  channel  of  ad- 
mission into  hospital. Only  in  cases 

where  legal  action  is  necessary,  Sir.  You 
notice  I suggest  that  the  two  certificates  for 
a temporary  patient  should  be  signed  by 
two  doctors,  acting  separately,  but  that  at 
the  same  time  the  judicial  authority  should 
be  brought  in.  I feel  that  if,  at  that  stage, 
we  had  the  duly  authorised  officer  there,  it 
would  help  considerably  in  getting  started 
with  the  social  work,  because  often  we  do 
not  know  of  these  patients  ; we  do  not  know 
of  the  patients  sometimes  even  when  they 
are  discharged.  There  is  still  a very  real 
lack  of  contact  between  the  mental  hospital 
and  the  local  health  authority  services.  In 
fact,  in  some  figures  I got  out  for  last  year, 
there  were  some  16-7  per  cent,  of  the  cases 
discharged  from  our  mental  hospitals  that 
we  knew  nothing  about,  except  a certificate 
of  discharge  with  the  name  and  address  on 
it.  We  do  not  know  when  many  patients 
are  admitted,  and  there  is  a real  need  here, 


if  the  local  authorities  are  to  do  their  job, 
for  some  closer  tie-up  ; and  that  is  why  I 
want  to  bring  the  duly  authorised  officer  in 
as  soon  as  the  general  practitioner  feels 
that  a case  may  be  a mental  breakdown. 

4922.  ( Sir  Cecil  Oakes):  Have  you 

thought  of  going  one  further  step,  and  try- 
ing to  get  the  consultant  psychiatrist  in  at 

that  stage  too? Yes,  Sir ; that  is  why  I 

suggest  these  case  committees  which,  in  my 
view,  would  be  the  key  to  the  whole  situa- 
tion. If  we  can  create,  particularly  in  a 
large  city  like  Liverpool,  a weekly  case 
committee  with  an  agenda,  with  cases  on  it 
prepared  by  the  local  health  authority  and 
the  consultant  psychiatrist,  who  could  send 
as  many  cases  as  he  wished,  and  we  can 
meet  once  a week  and  sort  these  things  out, 
I am  sure  we  would  go  a long  way  to 
saving  people  going  to  hospital.  The  con- 
sultant psychiatrist  would  probably  see 
some  of  the  cases  that  were  exercising  our 
minds,  and  we  would  be  able  to  give  special 
attention  to  some  of  the  cases  that  were 
concerning  him. 

4923.  {Lady  Adrian):  Do  you  mean 

cases  before  they  go  into  hospital  or  after 

they  come  out? Both1  pre-care  cases  and 

after-care  cases.  The  pre-care  cases  we 
would  probably  put  on  the  agenda  in  con- 
sultation with  the  general  practitioner,  and 
ask  the  psychiatrist  if  he  would  like  to  see 
them  at  that  stage.  One  of  our  difficulties 
at  the  moment  in  our  pre-care  service  is  that 
there  is  anything  up  to  three  weeks  as  the 
minimum  waiting  time  to  get  an  appoint- 
ment at  a psychiatric  clinic.  In  three  weeks 
a case  that  is  on  the  balance  can  go  over 
and  require  hospital'  treatment.  If  we  could 
somehow  or  another  get  these  cases  seen 
and  discussed  as  soon  as  possible  with  the 
duly  authorised  officer,  with  a social  case 
history  that  is  so  vital  to  the  consultant 
psychiatrist,  all  that  ground  could  be  pre- 
pared for  him  before  he  saw  the  case.  If 
we  could  speed  up  this  waiting  period  of 
three  weeks  and  often  longer  when  nothing 
is  done,  it  would  greatly  help  us  t9  face 
the  situation  and  prevent  people  going  to 
hospital,  which  is  what  we  want  to  do. 

4924.  {Chairman):  Couldi  you  go  one 
step  further  than  that  and  make  this  case 
committee  something  like  a consultation 
centre — a diagnostic  centre,  not  a treatment 
centre — in  order  to  relieve  some  of  the 
burden  on  the  psychiatric  clinicsi? — -Yes, 
Sir ; that  is  the  idea. 

4925.  But  you  were  speaking  in  terms  of 

a case  committee  which  saw  the  cases  on 
a list,  but  did  not  see  the  actual  people  in- 
volved?  1 would  like  to  combine  both. 

I would  like  to  have  essentially  a case 
committee  where  the  local  authority  and 
the  various  psychiatrists  could  meet.  Our 
catchment  area  feeds  cases  to  three  or  four 
large  mental  hospitals ; we  might  not  want  to 
bring  in-  the  consultant  psychiatrist  from 
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Rainhill  Hospital,  we  might  want  the  con- 
sultant psychiatrist  from  Winwick ; but 
they  could  come  along  and  after  deal- 
ing with  the  paper  work  I would 
hope  we  would)  be  able  to  present  cases  to 
them.  We  would)  have  the  cases  waiting 
and1  present  them  either  to  one  psychiatrist 
or  to  several.  We  would  probably  present 
some  of  their  own  cases  that  we  had)  in 
after-care  to  let  them  see  them.  I would 
not  like  to  feel1  they  would  take  the  place 
of  a diagnostic  : hospital  clinic,  but  we 
should1  present  cases  as  we  do  at  the 
moment  with  mental  defectives.  We  are 
doing  this  very  successfully  with  mental  de- 
fectives at  the  moment.  The  consultant 
psychiatrist  who  is  in  charge  of  Newchurch 
mental  deficiency  hospital  comes  once  a 
month,  and  we  discuss  cases,  then  we  pre- 
sent them  to  him.  This  has  been  a great 
success  and  has  helped'  us  to  understand 
some  of  his  difficulties  and  has  helped  him 
to  understand  some  of  ours. 

4926.  The  mental  defectives  bring  some- 
one with  them  from  their  homes? They 

come  with  their  parents.  We  get  them  to 
come  along  with  their  parents,  and  we  ask 
(he  consultant  psychiatrist  to  see  them  with 
Dr.  Begg.  We  also  see  them  and  discuss 
them  and  often  the  consultant  psyohiatrist 
has  been  able  to  give  his1  advice  when  he 
has  not  been  able  to  take  a case  into 
hospital. 

4927.  But  in  what  sort  of  premises  does 

this  case  committee  meet? We  have  a 

place  in  Brougham  Terrace,  which  is  the 
old  Public  Assistance  Offices.  It  is  a little 
bit  out  of  the  centre  of  the  t.own,  but  we 
have  enough  accommodation.  Dr.  Begg  has 
quite  a reasonable  office,  and  it  meets  there. 
One  would  like  to  see  it  meet  in  the  Health 
Department  in  a decent  room,  and  people 
not  necessarily  concerned  with  the  cases, 
other  psychiatrists  who  might  be  interested, 
could  come  along  from  the  hospitals.  But 
we  still  feel  there  i9  too  big  a barrier  be- 
tween the  stage  before  going  into  hospital 
and  admission  into  hospital,  and  the  other 
way  round,  when  patients  come  out  of  hos- 
pital. We  do  not  know  enough  about 
them  very  often  to  be  able  to  be  of  material 
assistance  and,  as  I say,  we  know  nothing 
at  all  about  16-7  per  cent,  of  the  cases. 

4928.  That  is  16'7  per  cent,  of  the  cases 

that  came  out  of  hospital? Voluntary 

atients  who  had  been  discharged:  that  we 
new  nothing  about. 

4929.  They  are  voluntary  patients? 

They  are  mostly  voluntary  patients.  (Dr. 
Begg):  We  can  give  you  the  figures  which 
summarise  the  total  number  of  patients  on 
our  after-care  record  last  year. 

(The  statistics  given  in  the  Appendix  on 
page  981  were  handed  in  by  the  witness.) 

There  were  1,350  patients,  and  these 
accounted  for  a total  of  2,290  admissions. 
We  have  analysed  these  figures  to  show  the 
number  of  times  the  patients  have  been 
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in  hospital  and  their  condition  on  discharge 
from  hospital,  and  you  will  see  that  in 
16-7.  per  cent,  of  the  cases  we  were  given 
no  information  as  to  the  condition  of  the 
patient  on  discharge  or  what  method  of 
after-care  would  be  most  appropriate. 

4930 . (Dr.  Thomas ):  Do  you  know  what 
proportion  of  those  voluntary  patients  ob- 
jected to  the  local  authority  supervising 

them? These  figures  are  very  difficult  to 

get  out.  I had  hoped  to1  separate  the  volun- 
tary and  certified ; but  from  our  record  it 
was  not  possible  to  do  so  in  the  time. 

4931.  It  shows  that  some  of  that  16*7 
per  cent,  did  object  to  further  interest  by 
the  local  authority? — —Not  on  this,  no. 
We  have  not  taken  into  consideration  on 
this  group  the  condition  on  discharge.  That 
does  not  take  into'  consideration  whether 
or  not  they  objected  to  after-care.  All  that 
we  have  given  is  the  method  of,  or  the 
condition  on,  discharge — such  as  recovered, 
relieved  or  improved,  gave  notice  or  not 
improved,  discharged  by  relatives,  the  ones 
who  were  not  certified  after  being  put  in 
on  Section  20  orders,  and  this  16-7  per  cent., 
about  whom  we  were  given  a notice  from 
the  hospital  saying  that  a particular  patient 
was  admitted  on  such  and  such  a date  and 
discharged  on  such  and  such  a date,  but 
no  further  information  was  available.  We 
feel  that  it  would  be  a great  help  if  the 
hospitals  could  write  to  us  giving  such  after- 
care reports  as  we  have  given  in  Appendix 
A of  our  memorandum,  for  example  the 
one  from  Winwick  Hospital,  which  we  con- 
sider is  a very  good  discharge  report;  it 
tells  us  what  was  wrong  with  the  patient 
and  gives  advice  as  to  how  after-care  could 
best  be  carried  out.  (Professor  Semple): 
We  do  appreciate  this  is  an  ethical  matter 
and  that  the  patient  has  the  right  to  be 
consulted  as  to  whether  he  would  allow 
this  information  to  be  given  to  the  local 
authority  or  not.  We  do  appreciate  that, 
and  it  is  a point  we  put  before  you. 

4932.  (Dr.  Rees):  Do  the  doctors  at 

Rainhill  hold  an  out-patient  clinic  in 
Liverpool? Yes. 

4933.  What  proportion  of  the  patients 
going  into  Rainhill  have  been  seen  by  these 

doctors  before  going  in? (Dr.  Begg): 

Practically  all  voluntary  patients  are  seen 
at  the  clinic  or  on  a domiciliary  visit  before 
they  are  admitted  to  any  of  the  large  mental 
hospitals  in  our  region. 

4934.  Do  they  see  any  certified  patients 

before  they  go  in? On  occasions  the 

consultant  psychiatrist  will  refer  cases  for 
the  duly  authorised  officer  to  take  action 
under  Sections  20  or  14. 

4935.  What  proportion  of  certified  cases 

have  in  fact  been  seen? I cannot  give 

actual  figures  on  that. 
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4936.  Is  it  the  practice  for  these  patients 

discharged  from  Rainhill  to  attend  out- 
patient clinics  after  discharge? Not  in 

every  case.  We  have  no  real  knowledge 
as  to  whether  the  patient  has  been  advised 
or  not  to  attend  a clinic.  On  occasions  the 
after-care  report  states,  “ This  patient 
should  attend  a psychiatric  out-patient 
clinic”,  but  that  is  oniy  on  occasions.  We 
have  no  figures  to  show  how  many. 

4937.  Have  they  any  social  workers  on 

the  staff  of  Rainhill  Hospital? They 

have  at  least  one  psychiatric  social  worker 
I know  of. 

4938.  One  at  least;  and  they  do  after- 
care work,  do  they? ( Professor  Semple ) : 

They  do  a little  after-care  work,  but  they 
do  not  do  a great  deal  of  work  in  the 
city.  It  would  seem  to  me  that  the 
psychiatric  social  worker  is  so  closely  linked 
to  the  hospital  and  the  area  so  widespread 
that  we  do  not  really  see  very  much  of  the 
psychiatric  social  worker  outside  the 
hospital.  I do  not  think  she  does  much 
after-care  work.  In  addition  to  that,  in 
Liverpool  we  have  a very  good  service ; 
probably  we  cover  the  ground  pretty 
thoroughly  for  the  hospitals  if  they  ask  us. 

4939.  Are  you  in  close  touch  with  the 

social  worker? (Dr.  Begg ):  That  is  our 

main  complaint  in  the  present  service.  We 
feel  there  is  not  sufficiently  close  liaison 
between  the  hospital  service  and  the  local 
health  authority. 

4940.  0 Chairman ):  Does  this  last  column 
“ Not  known  ” mean  not  known  to  the 

local  health  authority? Yes,  to  the  local 

health  authority. 

4941.  It  does  not  mean  not  known  to 

the  family  doctor? 1 presume  that  the 

family  doctor  has  been  given  the  same 
notice  of  discharge  as  we  have ; but  some 
of  the  notices  state  at  the  bottom  that 
further  information  will  be  made  available 
to  the  family  doctor  if  he  requests  it.  Then 
that  goes  to  the  family  doctor,  and  not  to 
us. 

4942.  I am  a little  puzzled  by  the  table. 
It  is  headed  “ Patients  under  after-care 
during  1954”.  The  second  column  is  called 
“ Total  patients  ”.  Is  that  the  total  patients 

under  after-care? It  is  the  total  number 

of  patients  on  our  books  from  1st  January, 
1954,  to  31st  December,  1954. 

4943.  Whether  under  pre-care  or  after- 
care or  in  hospital? After-care  only ; 

patients  actually  in  the  community  being 
dealt  with  after  being  in  hospital. 

4944.  And  “ Total  admissions  ” means 
admissions  not  to  after-care  but  to 

hospital? Admissions  to  hospital.  These 

figures  show  that  there  were  on  our  books 
1,350  patients  receiving  after-care  during  the 
year.  These  1,350  patients  accounted  for 
a total  of  2,290  admissions,  not  during  last 


year.  We  have  not  stipulated  any  period  ; 
we  have  just  said  they  were  responsible  for 
2,290  admissions  to  mental  hospitals,  and 
then  in  the  next  column  we  have  given  the 
total  discharges.  Of  these  2,290  admissions, 
2,163  were  discharged.  In  other  words, 
some  were  still  in  hospital  at  the  end  of  the 
year. 

4945.  And  some  would  have  been  admit- 
ted before  the  beginning  of  the  year? 

( Professor  Semple ):  But  they  are  not  the 
same  people.  (Dr.  Begg):  What  we  are 
giving  here  is  that  for  every  patient  admit- 
ted we  presume  we  will  have  a discharge, 
so  we  have  2,290  admissions. 

4946.  That  is  admissions  during  1954? 

At  any  time ; these  are  admissions  of 

patients  on  our  books  during  1954.  There 
were  2,290  admissions,  but  there  were  only 
2,163  discharges  over  the  period  of  those 
admissions.  We  are  only  relating  this  to 
the  1,350  patients. 

4947.  Some  of  them  went  in  and  out  more 

than  once? That  is  the  point;  and  we 

give  in  the  following  columns  the  number 
of  patients  who  have  been  in  once,  twice, 
three  times,  four  times,  and  five  times  and 
over  ; and  under  the  column  headed  “ 5 and 
over”  the  figures  given  in  brackets  show 
an  analysis  of  the  times  in.  For  instance,  in 
the  first  line  three  patients  were  admitted 
five  or  more  times  ; the  first  of  these  was 
admitted  five  times,  the  second  six  times, 
and  the  third  five  times.  There  is  one 
patient  admitted  twelve  times,  but  that  is 
over  a period  of  years. 

4948  (Mrs.  Braddock ):  That  actually 
could  make  some  difference  in  the  informa- 
tion given  to  us  by  the  Ministry  regarding 
the  number  of  discharges  of  patients, 
because  they  have  not  given  us  in  the 
Ministry  evidence  the  number  of  times  that 
a person  has  been  admitted  and  discharged 
from  hospital.  On  the  basis  of  your  figures 
in  this  schedule,  the  figures  of  the  Ministry 
could  be  said  to  be  slightly  different  from 
the  figures  you  have  given  us  here,  because 
you  have  given  us  the  number  of  times  a 
person  is  in  and  out,  which  would  account 
for  the  discharges,  whereas  the  Ministry 
have  given  us  no  evidence  at  all  about  the 
number  of  times  a person  has  been  in  and 

out  of  mental  hospitals. (Professor 

Semple ):  What  we  are  trying  to  say  here 
in  these  figures  is  that  out  of  every  ten 
patients  who  go  into  a mental  hospital, 
seven  are  discharged  within  a year,  but 
many  of  these  seven  are  re-admitted,  as  we 
show  in  these  figures  ; they  are  out  and  in 
once  or  twice,  there  are  re-admissions. 

4949.  (Dr.  Rees):  That  is  true  of  general 
hospitals  too,  is  it  not.  It  does  not  just 

apply  to  mental  hospitals? Not  just  to 

mental  hospitals,  but  it  does  to  some  extent 
qualify  the  information  that  seven  out  of 
every  ten  voluntary  patients  are  discharged 
within  a year,  because  they  may  be  in  and 
out  twice  or  three  times  within  that  year. 
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4950.  (Lady  Adrian ):  Are  your  social 
workers  asked  to  supply  a social  history? 

Do  you  do  that? We  do,  in  every  case. 

When  we  know  a patient  is  going  into  hos- 
pital we  supply  a social  history. 

4951.  Are  you  asked  by  the  hospital  to 
supply  it  in  cases  which  do  not  go  through 
you? — —{Dr.  Begs):  Often  we  are.  If  one 
of  the  mental  health  workers  arranges  for  a 
patient  to  go  into  hospital  we  supply  in 
every  case  a social  case  history,  ana  if  the 
hospital  requires  any  information  about  a 
patient  they  have  merely  to  ask  and  we  will 
provide  the  information  if  we  can. 

4952.  (Dr.  Rees):  Who  prepares  this 

social  history? ( Professor  Semple ):  The 

social  history  is  prepared  by  the  mental 
health  visitor  or  by  the  duly  authorised 
officer,  whoever  is  looking  after  the  case. 

4953.  They  are  trained  for  this  service? 

We  have  trained  them,  and  all  the  social 

histories  that  they  get  are  gone  over  by  Dr. 
Begg,  who  also  visits  if  he  feels  that  some 
more  information  is  warranted  before  their 
social  history  is  sent  to  the  hospital.  We  try 
to  get  as  much  information  to  help  the  hos- 
pital as  wc  possibly  can,  and  we  do  the 
same  for  quite  a number  of  out-patient 
visits,  and  very  often  the  patient  is  taken  to 
the  out-patient  clinic  by  the  duly  autho- 
rised officer  or  mental  health  visitor  so  that 
they  can  talk  to  the  psychiatrist  about  the 
case  at  the  hospital. 

4954.  How  often  do  duly  authorised 

officers  attend  the  out-patient  clinic? (Dr. 

Begg) : We  cannot  give  you  any  figures  for 
that. 

4955.  Do  they  attend  regularly? 1 

would  say  irregularly  rather  than  regularly. 
The  point  is  that  there  is  quite  a long  wait- 
ing period  for  clinic  appointments.  We  have 
so  much  work  in  Liverpool  that  I do  not 
think  we  would  be  justified  in  saying  that 
every  patient  we  recommend  for  clinic 
appointments  should  be  accompanied  by  a 
duly  authorised  officer  or  a mental  health 
visitor ; but  where  the  officer  considers  that 
it  would  be  to  the  patient’s  advantage,  in 
addition  to  supplying  a social  case  history, 
for  the  officer  to  appear  with  the  patient, 
then  he  does  so  ; but  every  time  we  refer 
a case  to  a clinic  we  send  a social  case 
history  before  the  patient  attends,  so  that 
the  psychiatrist  can  go  into  the  case  history, 
if  he  wishes,  and  then  see  the  patient. 
( Professor  Semple):  We  did  experiment 
with  the  duly  authorised  officer  attending  the 
psychiatric  clinic  at  one  of  the  hospitals  ; 
we  experimented  for  nearly  18  months — and 
I think  you  have  had  some  evidence  on 
this — but  it  was  not  a success.  The  reason 
was  that  the  drama  of  the  psychiatric  clinic 
was  so  much  more  interesting  that  it  was 
found  that  the  duly  authorised  officers 
who  went  there  spent  far  too  much 


time  in  the  hospital  and  were  not  getting 
out  into  the  homes— the  very  thing  we 
wanted  them  to  do.  I am  afraid,  therefore, 
that  after  18  months  we  had  to  give  it  up  as 
a failure.  The  psychiatrist  was  very  happy 
with  the  set-up,  but  I was  very  unhappy 
with  it,  because  the  man  was  not  getting  out 
and  doing  what  I think  is  his  job,  and  that 
is  dealing  with  the  social  aspects  of  mental 
disease,  and  particularly  with  the  family 
social  aspects  of  the  disease. 

4956.  How  many  sessions  a week  did 
your  duly  authorised  officer  put  in  at  the 

out-patient  clinic? He  went  there  daily  ; 

he  was  attached  to  the  clinic.  We  attached 
one  man  to  the  clinic  for  nearly  nine  months 
and  told  the  psychiatrist  there  that  this  man 
had  got  to  deal  with  the  social  aspects  of 
mental  illness ; but  although  the  psychia- 
trist knew  what  we  wanted  this  man  to 
do,  he  more  and  more  found  himself  in 
the  hospital,  and  I found  he  was  spending 
less  and  less  time  on  the  district.  So  we 
took  him  away,  although  he  was  a very 
good  worker,  and  brought  him  back  with 
us,  and  he  settled  in  to  working  from  the 
local  authority _ offices  again.  We  then  sent 
another  man,  in  case  it  was  an  individual 
thing,  and  we  gave  him  nine  months.  There 
we  had  the  same  experience  again ; 
gradually  the  district  work  suffered  to  the 
extent  of  this  man  being  in  the  hospital 
with  the  psychiatrist,  taking  the  histories  oi 
patients  in  the  clinic,  which  I do  not  feel  is 
the  job  of  a mental  health  worker. 

4957.  How  many  mental  health  workers 

do  you  have? We  have  one  senior  duly 

authorised  officer,  nine  male  duly  authorised 
officers  and  five  female  mental  health 
visitors. 

4958.  And  only  one  of  those  went  to  the 

out-patient  clinic? On  one  occasion  to 

one  out-patient  clinic ; we  tried  it. 

4959.  Suppose  you  gave  all  of  them  one 
session  a week  in  an  out-patient  clinic. 

would  not  that  be  a better  idea? 1 do 

not  see  what  they  would  gain,  except  the 
knowledge  of  what  goes  on  in  an  out-patient 
clinic.  I do  not  get  your  point. 

4960.  They  would  get  contact  with  con- 
sultant psychiatrists,  and  the  psychiatrists 
would  have  the  advantage  of  their  services. 

But  through  taking  the  patients  most 

of  them  know  the  consultant  psychiatrists 
and  the  consultant  psychiatrists  know  most 
of  the  duly  authorised  officers  and  mental 
health  workers.  They  are  in  touch  with 
the  consultant  psychiatrists,  particularly  the 
hospital  psychiatrist,  because  they  are  con- 
stantly having  to  talk  to  him  about  patients 
going  into  hospital  or  patients  coming  out. 

4961.  (Dr.  Thomas):  What  is  the  reason 
for  the  delay  of  three  weeks  in  waiting  for 
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clinic  appointments? 1 think  it  is  prob- 

ably that  psychiatric  work  is  a slow  busi- 
ness. It  takes  some  time  to  see  patients, 
and  although  the  clinic  services  have  been 
augmented  in  the  Liverpool  area  there  is 
still  this  lag  o£  three  weeks  when  nothing 
very  much  is  done. 

4M2.  (Chairman):  Docs  not  that  throw 
rather  a different  light  upon  the  responsi- 
bilities that  you  want  to  put  on  duly 
authorised  officers— if  necessary  overriding 
the  doctor  and  the  relatives?  You  want  the 
duly  authorised  officer  to  be  in  the  homes 
and  in  the  field  as  far  as  possible  ; you  do 
not  want  him  to  be  sitting  on  case  com- 
mittees and  so  on  the  whole  time.  And 
yet  you  want  to  give  him.  authority  to  go 
against  the  doctor,  the  family  doctor  and 
the  relatives,  if  necessary,  when  it  comes 
to  the  question  of  what  we  might  call  hos- 
pitalising a man. No,  Sir,  I do  not  want 

to  give  the  duly  authorised  officer  any  more 
power  than  he  has  at  the  moment ; but  I 
think  there  is  a case  for  the  duly  authorised 
officer  having  the  power  that  he  holds  at 
the  moment,  and  I would  hope  he  would 
not  go  against  the  doctor,  I would  hope 
that  if  he  had  any  doubt  in  his  mind  that  a 
patient  was  suitable  for  removal  to  a men- 
tal hospital  he  would  consult  a magistrate 
and  would  bring  in  a second  doctor  to  see 
the  patient.  I think  there  is  a case  for 
the  prevention  of  patients  just  going  into 
mental  hospitals,  and  going  in  under  certi- 
ficate, and  I think  the  duly  authorised 
officer  acts  as  a buffer  very  often.  I quote 
you  in  my  memorandum  a very  good  case 
of  that  sort  of  thing,  the  case  of  the 
coloured  woman  in  the  hospital;  if  it  had 
been  left  to  the  doctor  she  would  have 
been  certified  and  gone  into  hospital.  There 
the  duly  authorised  officer  and  the 
magistrate,  with  great  patience  and  for- 
bearance, went  in  several  times  and  pointed 
out  that  this  case  was  a case  of  senile 
dementia  and  should  not  be  certified— she 
certainly  should  not  have  been  put  into 
hospital  under  Section  20  because  she  was 
not  cither  a danger  to  herself  or  to  others 
in  the  general  hospital,  except  that  she  was 
a bit  of  a nuisance. 

4963.  Was  that  because  of  the  shortage 
of  senile  dementia  accommodation  m 
Liverpool?-'-  The  Liverpool  Regional 
Hospital  Board  have  recently  opened  a new 
annexe  to  their  geriatric  hospital  called  Park 
Hospital,  which  provides  somewhere  of  the 
order  of  about  150  beds  which  are  mainly 
for  senile  dementia  patients ; but  of  course 
it  Is  a big  problem.  We  have  still  got  a 
waiting  list  for  senile  dementia  patients  in 
Liverpool,  in  spite  of  probably  very  good 
senile  dementia  accommodation  ; but  I, do 
not  think  a patient  should  be  certified  just 
because  slhe  has  senile  dementia.  Patients 
with  senile  dementia  may  have  to  be 


certified  if  they  are  a danger  to  themselves 
or  to  those  around  them.  They  may  have 
to  be  admitted  under  Section  20,  and  we 
cannot  resist  it.  But  we  try  to  resist  the 
certification  of  senile  dementia  patients  just 
because  it  is  the  only  way  to  get  them  into 
hospital. 

4964.  Do  you  mean  the  psychiatrist  was 

incompetent? 1 do  not  think  he  wa3 

incompetent,  but  T think  he  was  having 
regard  to  factors  that  were  not  psychiatric  ; 
he  was  having  regard  to  the  factor  that  this 
patient  was  in  a general  hospital  ward  and 
was  probably  making  a bit  of  a nuisance 
of  herself,  but  she  was  not  a danger  to 
herself  or  others.  The  psychiatrist  said  she 
should  be  removed,  but  he  did  not  say,  and 
he  was  not  prepared  to  say,  she  was  a 
danger  to  herself  or  others.  I think  that 
is  why  I feel  that  it  is  worth  giving  the 
duly  authorised  officer  and  the  judicial 
authority  a place  in  the  picture,  because  1 
think  we  doctors  are  not  beyond  bias,  and 
even  the  psychiatrist  can  be  biased  by  other 
circumstances. 

4965.  Even  a duly  authorised  officer  can 

be  biased?  I am  referring  , to  para- 
graph 42  (a):  “The  present  Section  20 

should  remain  with  the  added  requirement 
of  a medical  recommendation  whenever 
possible  and  with  the  final  decision  as  to 
whether  or  not  the  patient  should  bo 
removed  resting  with  the  duly  authorised 

officer.” (Dr.  Bcpf}):  I think  there  is 

some  misunderstanding  in  your  reading  of 
this,  Sir.  It  says  in  this  section  that  the 
final  decision  as  to  removal  under  Section 
20  should  remain  with  the  duly  authorised 
officer,  because  the  duly  authorised  officer 
has  the  primary  duty  to  notify  a magistrate. 
His  primary  duty  is  to  notify  a magistrate 
if  he  considers  a person  is  of  unsound  mind. 
Under  this  suggestion  Section  20  would 
remain  as  it  is,  with  the  final  decision  as 
to  whether  the  patient  should  be  removed 
under  Section  20  still  resting  with  the  duly 
authorised  officer — that  is  just  as  Section  20 
is  at  present.  Then  there  ist  the  addition 
of  a certificate  from  the  notifying  doctor, 
giving  his  reasons  for  dealing  with  a person 
and  requiring  him  to  go  to  hospital.  That 
covers  the  next  step  in  this  procedure, 
because  if  the  duly  authorised  officer 
decides  not  to  take  action  but  the  doctor 
thinks  the  patient  should  be  in  hospital, 
the  duly  authorised  officer  will,.  if  he  has 
any  sense  at  all,  notify  a magistrate  and 
the  magistrate  will  then  bring  in  his  own 
doctor  and  examine  the  patient.  So  we  have 
the  two  medical  certificates,  it  the 
magistrate’s  doctor  agrees,  plus  the 
magistrate’s  own  examination  of  the  patient, 
and  there  is  the  procedure  complete.  We 
are  not  saying  that  the  duly  authorised 
officer  will  overrule  the  certifying  doctor; 
we  are  only  saying  that  the  decision  as  to 
removal  under  Section  20  must  remain  with 
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the  duly  authorised  officer.  If  he  does  not 
remove  under  Section  20  he  has  a follow-up 
duty,  namely  to  notify  a magistrate. 

4966.  (Sir  Cecil  Oakes):  You  are  really 
hoping  he  will  act  as  a buffer  occasionally, 
as  Professor  Semple  said,  keeping  people 

out  whom  the  doctor  might  want  in? 

( Professor  Semple ):  Yes.  Our  experience 
in  Liverpool  has  been  that  the  family 
doctor  will  send  for  the  duly  authorised 
officer,  but  he  is  often  reluctant,  for  very 
good  reasons,  to  give  a certificate  or  any- 
thing to  say  why  that  patient  should  be 
removed,  and  the  matter  is  left  there.  We 
feel  that  if  we  could  establish  this  link  with 
the  family  doctor,  he  could  state  that  he 
thinks  the  patient  should  be  removed  for 
certain  reasons,  and  the  duly  authorised 
officer  would  then  be  in  a position  to  notify 
the  magistrate  of  the  doctor’s  views.  The 
magistrate  would  then  have  to  call  in 
another  doctor,  and  there  would  be  some 
indication  of  what  was  in  the  family 
doctor’s  mind,  because  he  often  might  be 
able  to  give  a clue  to  the  magistrate. 

4967.  (Chairman):  Do  you  want  that 
method  completely  to  take  the  place  of  the 
ordinary  method  of  placing  in  a general  hos- 
pital, where  the  doctor  with  the  consent  of 
the^  relatives  sends  to  hospital  a recommen- 
dation that  so  and  so  should  be  taken  in, 
leaving  the  transaction  to  be  performed 
direct  between  the  family,  the  doctor  and 
the  hospital,  without  the  intervention  of  the 

local  authority? As  the  position  stands  at 

the  moment,  the  family  doctor  can  get  a 
patient  into  a mental  hospital  if  the  patient 
is  willing  to  go.  He  can  call  in  the  con- 
sultant psychiatrist  for  a domiciliary  visit, 
and  they  can  decide  whether  the  patient  can 
go  into  hospital  as  a voluntary  patient. 
But  these  patients  seen  under  Section  20 
are  often  patients  suffering  from  mental 
illness  that  makes  them  reluctant  to  accept 
that  line  of  treatment,  which  of  course 
would  be  the  best  thing. 

. 4968.  But  I am  talking  about  future  de- 
cisions, as  you  are  in  this  paragraph ; and 
as  you  know  it  has  often  been  recommended 
to  us  that  Section  5 of  the  Mental  Treat- 
ment Actt  should  be  extended  and  made 
more  flexible,  to  permit  the  patient,  even 
the  reluctant  patient,  to  be  sent  to  hospital 
by  his  relatives  and  his  doctor — subject  to 
the^  right  of  the  patient  to  appeal  for  a 
judicial  decision  after  admission.  But  your 
memorandum  gives  the  impression  that  you 
do  not  want  to  extend  the  facilities  for  ad- 
mission to  mental  hospitals  in  the  same  way 
as  general  hospitals ; you  wish  to  keep  the 

official  formalities. We  do,  Sir;  and  we 

are  two  Scotsmen,  who  have  seen  the  Scot- 
tish system  in  operation  and  are  taken  with 
the  English  system.  In  Scotland,  as  you 
know,  patients  can  be  admitted  on  two 
medical  certificates,  and  the  sheriff  need 


not  see  the  patient ; but  in  England  the  jus- 
tice and  the  duly  authorised  officer  must  see 
the  patient.  Dr.  Begg  and  I,  with  the  ex- 
perience of  the  Scottish  system  and  the 
English  system,  and  certainly  as  far  as  our 
experience  in  Liverpool  goes,  think  there  is 
a great  deal  to  be  said  for  the  duly  author- 
ised officer  and  the  magistrate,  if  necessary, 
being  in  the  picture. 

4969.  Leaving  out  questions  of  political 
philosophy  which  we  could  argue 
indefinitely,  in  practice  what  is  there  to  be 
said  for  the  English  system  as  against  the 

Scottish  system? 1 think  there  is  the 

great  advantage  of  the  filter  through  the  lay- 
man. There  are  duly  authorised  officers  of 
all  kinds,  and  there  are  psychiatrists  and 
there  are  family  doctors,  and  we  will  prob- 
ably always  have  difficulties  arising,  but  I 
think  that  if  somehow  or  other  with  the 
difficult  patients,  the  patients  who  are  refrac- 
tory, we  could  build  up  a good  general 
practitioner-duly  authorised  officer  liaison, 
we  could  do  a great  deal  to  help  these  diffi- 
cult cases  which  at  the  moment  are  going 
in  under  Section  20.  That  is  why  I would 
favour  this  rather  than  an  extension  of 
Section  5. 

4970.  The  question  I asked  was  about  the 
magistrate,  not  the  duly  authorised  officer 
and  the  general  practitioner.  You  said  you 
had  experience  of  the  Scottish  system  which 
did  not  require  a magistrate,  and  you  said 
the  English  system  had  a great  deal  to  be 
said  for  it.  I was  asking  you  what  there 

was  to  be  said  for  it? 1 think  as  long 

as  you  get  the  duly  authorised  officer  in  the 
picture  you  have  got  to  have  the  magistrate 
in  the  background,  because  it  is  the  primary 
duty  of  the  duly  authorised  officer  to  bring 
the  case  to  a magistrate.  So  if  you  have 
got  the  one  you  must  have  the  other,  as  I 
see  it. 

4971.  (Sir  Cecil  Oakes):  I do  not  think  you 
quite  follow  my  Lord  Chairman’s  point.  You 
are  postulating  the  present  law ; what  the 
Chairman  wants  to  know  is  what  is  the 
advantage  of  keeping  the  magistrate  in  the 

picture,  as  he  is  in  the  present  law. 

(Mr.  Nicholson):  I think  the  difficulty  is 
we  have  tried  to  anticipate  what  evidence 
has  been  given  to  the  Commission  before  in 
this  respect ; and  we  have  discussed  it  on 
these  lines.  What  is  there  going  to  be 
which  will  get  the  difficult  patient  into  a 
hospital  if  there  is  not  some  residue  of 
compulsion  in  the  legislation  which  is  avail- 
able? That  is  the  point  which  has  pressed 
us,  I think,  to  continue  to  look  for  some 
compulsory  means,  if  necessary,  to  get  the 
man  or  woman  to  hospital.  It  may  be  only 
a minority  of  cases  where  the  voluntary 
system  fails,  but  if  one  can  get  some  indica- 
tion that  some  legislation  of  that  sort  is  in 
fact  likely,  then  I think  it  would  solve  the 
medical  officer’s  problem. 
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4972.  ( Chairman ) : No  doubt  in  a certain 
proportion  of  cases  you  will  require  com- 
pulsion, but  up  to  now  your  answers 
rather  suggest  that  if  you  give  the 
officer  of  the  municipal  authority  any 
authoritative  rights  over  a citizen,  including 
power  to  take  him  to  hospital,  you  must 
provide  a magistrate  as  a check  on  the 
administrative  power  of  the  municipal 
officer,  although  you  use  in  your  paragraph 
42  ( b ) what  seems  to  me  a doubtful  argument, 
likening  the  duly  authorised  officer  to  a 
jury,  which  I do  not  think  will  stand  exam- 
ination. But  if  you  can  hospitalise  the 
patient  without  the  intervention  of  the 
municipal  officer,  if  you  can  get  him  into  a 
hospital  by  agreement  between  the  head  of 
that  hospital  and  his  family  doctor,  with 
also,  if  you  like,  a specialist  recommenda- 
tion as  well,  you  need  not  bring  in  the  duly 
authorised  officer  at  all ; in  that  case  have 
you  any  argument  for  bringing  in  the  magis- 
trate?—— (Dr.  Begg ) : The  first  thing  which 
strikes  me  about  that  is  that  if  any  family 
doctor  can  call  in  a specialist  for  every 
patient  he  thinks  should  be  in  a mental  hos- 
pital, there  would  be  two  types  of  patients, 
those  who  are  willing  and  those  who  are 
unwilling  to  go.  Dealing  with  the  ones  who 
are  willing  to  go  would  present  no  difficulty, 
but  with  the  ones  who  are  unwilling  to  go, 
there  would  have  to  be  some  means  of 
forcing  them  into  hospital  for  their  own 
good,  and  it  is  our  feeling  that  it  would 
be  wrong  to  leave  this  entirely  without  the 
intervention  of  a justice. 

4973.  Why? Because  the  person  is 

being  detained  against  his  wishes.  Speaking 
as  a doctor,  I do  not  like  to  give  a certifi- 
cate which  would  detain  a patient.  I do 
not  mind  giving  a certificate  which  is  con- 
firmed by  a judicial  order,  but  personally 
I do  not  like  to  give  a certificate  which 
alone  would  detain  a patient  in  hospital. 

4974.  (Dr.  Rees) : Have  you  ever  given  a 

recommendation  under  Section  5 of  the 
Mental  Treatment  Act? Yes. 

4975.  That  detains  a patient,  does  it  not? 

Yes,  and  I do  not  like  it.  That  is  why 

I say  Section  5 should  be  modified  and  the 
justice  introduced  to  confirm  the  need  for 
detention  in  a mental  hospital. 

4976.  Do  you  believe  that  some  patients 

feel  it  is  a stigma  to  be  certified? Yes. 

Many  people  do  feel  it  is  a stigma  to  be 
certified. 

4977.  Do  you  believe  it  is  an  advantage 
that  women  who  break  down  after  child- 
birth should  be  allowed  to  get  well  without 

certification? Yes,  but  there  are  very  few 

Section  5 cases  admitted  to  hospital  out  of 
the  total  figure. 

4978.  There  are  about  3,  4 or  5 per  cent.? 
From  the  figures  given  it  is  1 -8  per  cent. 


4979.  In  some  parts  of  the  country  it  is 

rather  higher? 1 quite  agree.  I believe 

it  is  an  advantage  from  the  patient’s  point 
of  view  to  get  well  without  certification.  I 
am  saying  the  patient  should  not  be  certified 
when  first  admitted  to  hospital.  I am  saying 
for  the  first  year  the  patient  should  not  be 
certified.  The  need  lor  detention  should  be 
confirmed,  but  there  should  be  no  order  as 
such  made  out.  (Professor  Semple ):  That 
is  what  we  suggest  in  our  memorandum,  that 
there  should  be  two  certificates,  and  that 
all  that  the  justice  should  do  should  be  to 
confirm  the  need  for  detention,  but  no 
order  should  be  made  out  for  the  first  year. 
We  do  not  like  certification  any  more  than 
you  do. 

4980.  (Chairman):  On  what  grounds  do 
you  place  this  practical  importance  on  the 
justice?  Why  do  you  say  you  would  be 
reluctant  to  give  a certificate  if  a justice 

was  not  going  to  pass  it? (Dr.  Begg): 

Because  I feel  it  is  a legal  procedure,  and 
all  legal  procedure  in  this  country  requires 
some  form  of  judicial  interest ; and  person- 
ally, as  a doctor,  I do  not  think  I should 
be  allowed  to  take  away  the  liberty  of  the 
subject. 

4981.  (Sir  Cecil  Oakes):  Ethically  you 

mean? Yes,  that  is  my  own  personal 

feeling.  I am  not  arguing  for  anyone  else. 

4982.  (Dr.  Rees):  But  you  believe  the 

duly  authorised  officer  should  be? But 

he  is  only  doing  so  for  three  days,  and  he 
must  follow  up. 

4983.  (Chairman) : Let  me  follow  this  up. 

Do  you  regard  the  proceedings  before  the 
magistrate  based  upon  certificate  as  judicial 
proceedings? 1 think  it  is  a judicial  pro- 

ceeding, and  it  should  be  regarded  as  such. 

4984.  Would  it  correspond  to  your  idea 

of  judicial  proceedings? Informal 

judicial  proceedings,  I grant  you,  but  I find 
it  very  difficult  to  explain  this.  It  is  more 
of  a feeling  than  something  I can  put  into 
words,  but  my  own  personal  feeling  in  this 
is  that  there  ought  to  be  some  legal  cover, 
if  you  can  put  it  that  way,  for  the  detention 
of  a person  in  a mental  hospital. 

4985.  Some  legal  cover  other  than  the 
right  of  the  person  in  the  hospital  to  appeal 

for  judicial  determination? If  you  can 

do  it  that  way,  let  the  patient  go  in  on  the 
authority  of  two  medical  certificates,  but 
send  the  magistrate  afterwards  ; it  is  . all. 
the  same  as  long  as  the  justice  is  taken  into 
it  at  some  stage  to  ensure  that  it  is  a legal 
process. 

4986.  (Mrs.  Braddock) : Do  you  not  think 
the  introduction  of  the  magistrate  perpetu- 
ates the  horror  of  certification  that  is  being 

built  up? 1 do  not  think  so,  because  my 

own  impression  is  that  patients  think  the 
doctor  certifies  them. 
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4987.  It  is  not  the  patients  themselves, 
it  is  the  relatives  t of  the  patientsi  who  have 
to  be  considered  in  an  instance  of  certifica- 
tion, and  the  effect  that  certification  has 
upon  certain  sections  of  the  community  re- 
lated to  the  person  who  is  certified. We 

are  not  wanting  any  certification  for  a year. 
(Professor  Semple ):  We  say  here  that  we 
feel  an  order  to  detain  should)  last  up  to  a 
year,  and'  I think  that  meets  your  point  of 
the  cases  which  might  very  well  clear  up 
within  a year  or  so.  There  would  be  two 
medical  certificates,  and  that  would  be  all 
that  would  be  necessary,  and  then  judicial 
authority  to  detain  ; and  at  the  end  of  a 
year  if  the  patient  is  not  better  then  it  might 
be  necessary  to  make  an  order.  We  based 
this  on  the  Public  Health  Act  legislation  for 
the  detention  of  a person  with  an  infectious 
disease,  for  the  detention  of  a person  with 
tuberculosis  who  was  a danger  to  the 
community.  We  also  based  it  on  Section 
47  of  the  National  Assistance  Act,  and  we 
feel  it  is  the  practice  in  this  country  for 
some  form  of  justice  to  be  consulted  in  a 
thing  of  this  sort  and  for  some  form  of 
legal  proceedings  to  take  place. 

498&.  (Chairman):  But  have  you  ever 
known  a justice  obliged  to  take  action 
upon  a certificate  that  a man  has  got 
measles  and  ought  to  be  transferred  to  the 

fever  hospital? Yes,  Sir ; and  infectious 

tuberculosis,  under  the  Public  Health  Act. 

4989.  I thought  those  cases  were  almost 

unknown? No.  They  are  rare,  Sir,  but 

I have  dealt  with  an  infectious  case ; at 
Birkenhead  quite  recently  there  was  a tuber- 
culosis case  who  was  a danger  to  the 
members  of  his  family  and  he  was  detained 
in  hospital,  as  can  be  done  up  to  three 
months.  That  is  the  procedure  we  take 
under  Section  47  of  the  National  Assistance 
Act ; the  certificates  are  presented  and  we 
have  to  appear  before  the  magistrate  and 
present  our  case.  He  may  visit  if  he  wishes. 
(Mr.  Nicholson ):  And  we  have  to  renew 
our  application  at  the  expiration  of  the 
period  to  keep  him  there. 

4990.  (Mrs.  Bracldock ):  That  is  if  a per- 

son who  is  unable  to  look  after  himself 
and  refuses  to  move  is  in  an  insanitary 
condition? Yes, 

4991.  (Chairman):  Are  the  relatives 

given  the  opportunity  of  appearing  before 

the  magistrate? ( Professor  Semple) : 

Yes,  Sir,  the  relatives  are  there.  The  magis- 
trate usually  visits  the  home  and  the  rela- 
tives are  there,  and  he  discusses  the  patient 
with  the  relatives. 

4992.  Is  that  usual  in  Liverpool? Yes, 

Sir. 

4993.  Is  it  not  very  unusual  in  other 

places? We  may  have  some  very  good 

magistrates,  but  we  have  no  difficulty  in 
getting  the  justice  to  come  with  us  to  the 
home  and  see  the  patient.  Even  in  Sefton 


General  Hospital,  where  we  take  a magis- 
trate twice  a week,  with  the  duly  authorised 
officer,  we  take  the  relatives  along  to  the 
hospital  if  they  want  to  appear  and  discuss 
the  matter  with  the  magistrates.  That  is 
why  we  may  be  seeing  a picture  that  is  not 
customary  in  other  parts  of  the  country, 
and  that  is  why  we  are  perhaps  rather 
taken  with  this.  But  we  are  very  sincere 
in  putting  it  over. 

4994.  (Mrs.  Braddock):  In  the  main  that 

is  why  the  local1  authority  wanted  to  give 
evidence  on  this  matter,  because  of  the 
problem  they  are  facing? Yes. 

4995.  (Sir  Cecil  Oakes):  In  other  parts 
of  the  country  magistrates,  also  insist  on 
going  to  the  home.  I never  certify  a case 

without  seeing  the  home. 1 am  glad  to 

hear  that,  Sir,  because  I wondered  whether 
we  did  not  see  a particularly  good  picture ; 
but  the  magistrates  insist  on  coming  to  the 
home  and  insist  on  calling  in  their  doctor. 
The  magistrate  can  pick  whatever  doctor 
he  likes ; we  do  not  nominate  the  doctor, 
he  is  called  in  by  the  justice  to  advise  on 
the  case. 

(Chairman):  I do  not  really  think 

I have  got  any  more  questions  to  ask  you 
on  the  section  of  your  memorandum  deal- 
ing with  the  mentally  ill.  Would  any  other 
member  of  the  Commission  like  to  ask  any 
questions? 

4996.  (Dr.  Greenwood  Wilson):  I would 
like  to  ask  a question  about  the  five  female 
mental  health  visitors.  What  are  their 

qualifications? Some  of  them  have  a 

social  science  diploma,  some  of  them  are 
ex-nurses,  and  I think  we  have  one,  the 
one  who  mainly  visits  the  occupation 
centres,  who  has  obtained  experience 
through  working  in  the  health  department. 

4997.  When  you  say  ex-nurses,  do  you 
mean  that  they  are  nurses  who  have  worked 

in  mental  hospitals? Yes ; we  have 

accepted  either  a mental  nursing  certificate 
or  a social  workers’  certificate ; and 
although  one  is  tempted  to  say  that  we 
would  like  a diploma  in  social  science,  the 
nurses  who  have  come  to  us  with  the  mental 
nursing  certificate  have  been  so  successful 
that  we  have  continued  to  accept  both,  and 
I think  the  mixture  is  beneficial  to  all.  I 
certainly  should  not  like  to  run  this  large 
service  without  having  some  of  these  people 
with  mental  hospital  training  in  it.  Similarly 
with  the  duly  authorised  officers  ; the  best 
new  recruits  we  have  taken  on — we  have 
taken  on  I think  four  since  the  “ appointed 
day” — have  been  men  who  had  nursing 
qualifications  from  mental  hospitals.  With 
their  mental  hospital  background  they  have 
been  invaluable  and  have  fitted  into  the 
picture  very  quickly ; so  as  a form  of  re- 
cruitment of  duly  authorised  officers,  we 
would  be  very  satisfied  with  male  nurses 
with  the  Royal  Medico-Psychological 
Association  certificate. 
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4998.  (Dr.  Rees) : Could  you  tell  us  how 
many  psychiatric  out-patient  sessions  there 

are  per  week  in  Liverpool  hospitals? 

(Dr.  Begg ):  I cannot  tell  you  the  total  num- 
ber, but  I think  you  will  find  there  is  a 
clinic  running  in  some  part  of  the  city  every 
weekday.  (Professor,  Semple):  And  two 
sessions  a day.  (Dr.  Begg):  Yes,  morning 
and  afternoon,  in  some  part  of  the  city 
there  will  be  a clinic  in  session. 

4999.  In  spite  of  that  there  is  a three 
weeks’  wait  before  the  patient  is  seen?  Is 
there  any  difficulty  in  getting  a psychiatrist 

to  do  domiciliary  visits? (Professor 

Semple):  As  far  as  we  know,  no.  But 
again  we  do  not  know  about  all  the  domi- 
ciliary visits ; the  Regional  Board  would  be 
able  to  give  you  that  information.  I know 
there  is  no  difficulty  in  getting  domiciliary 
visiting  done  by  the  psychiatrist ; in  fact 
I think  the  psychiatrists  are  very  willing 
always  to  go  to  see  a patient  in  his  own 
home,  because  it  suits  them  to  get  the 
home  background  at  first  hand,  if  they  can. 

5000.  (Lady  Adrian):  Is  the  consultant 

seen  by  the  duly  authorised  officer  con- 
cerned?  Yes,  with  the  family  doctor. 

We  sometimes  say  to  the  family  doctor, 
“ Would  _ you  like  to  get  a consultant 
psychiatrist  to  come  to  see  this  patient?  ” 
We  get  to  know  very  often  the  best  way  of 
handling  some  of  these  patients,  and  we 
advise  the  general  practitioner  if  we  feel  it 
is  in  the  interests  of  patients.  Dr.  Begg 
is  always  available  to  discuss  with  the 
family  doctor  anything  of  that  nature. 

5001.  (Dr.  Rees):  Is  Dr.  Begg  a psychia- 
trist or  a public  health1  practitioner? 

He  is  both,  Sir ; he  possesses  the  Diploma 
of  Public  Health,  but  he  has  spent  I think 
two  and  a half  years  in  a mental  hospital, 
and  he  did  some  psychiatric  work  during  his 
service  in  the  Army.  So  I think  that,  while 
he  has  got  the  Diploma  of  Public  Health, 
his  background  is  psychiatric. 

5002.  (Lady  Adrian):  Would  the  con- 
sultant called  in  be  the  Medical 
Superintendent  of  the  hospital  to  which 

the  patient  would  go? Not  necessarily, 

sometimes  one  of  the  other  consultants  in 
the  large  mental  hospitals.  Sometimes  we 
have  a number  of  consultants  who  are  not 
attached  to  mental  hospitals.  There  are, 
for  example,  two  consultants  at  the  Royal 
Infirmary,  where  they  have  their  own  beds. 
We  have  another  consultant  psychiatrist 
who  does  mainly  child  psychiatry,  and 
another  one  who  mainly  works  in  a clinic 
with  maladjusted  children ; and  then  we 
have  at  least  another  two  who  have  very 
limited  bed  accommodation  in  general 
hospitals.  They  may  have  to  apply  to  a 
mental  hospital  for  treatment  for  a patient 
if  necessary. 


5003.  (Dr.  Rees):  Have  you  any  Section 

20  beds  in  the  general  hospitals? Only 

in  the  Sefton  General  Hospital ; it  has 
Section  20  beds,  and  all  our  Section  20 
cases  go  there.  There  are  no  Section  20 
beds  anywhere  else  in  Liverpool.  (Dr. 
Begg):  Not  in  the  city  itself.  Actually 
the  mental  wards  are  jn  what  is  called  the 
Sefton  General  Hospital,  but  the  mental 
hospital  is  really  a separate  unit  from  the 
general  hospital  and  is  called  Sefton  Mental 
Hospital. 

5004.  (Dr.  Greenwood  Wilson):  The 

Sefton  General  Hospital  was  an  old  poor 

law  hospital? (Professor  Semple):  Yes, 

an  old  poor  law  hospital  which  was  taken 
over,  in  1929.  It  became  a municipal 
hospital  and  it  is  still  a general  hospital. 
This  mental  hospital  is  part  of  the  building, 
and  in  the  mental  hospital  there  is  a 
receiving  hospital  that  takes  the  Section  20 
cases.  (Dr.  Begg):  There  are  other  Sec- 
tion 20  beds  in  the  region,  but  they  are 
outside  the  city.  (Professor  Semple ): 
Rainhill  Hospital  is  14  miles  away. 
Winwick  Hospital  probably  about  20  miles. 
Deva  Hospital  right  across  the  Mersey, 
near  Chester,  probably  about  20  miles  also. 
These  are  the  three  big  mental  hospitals 
to  which  Liverpool  patients  go,  and  there 
are  a number  of  mental  hospital  beds  in 
Sefton  General  Hospital  itself.  (Dr.  Begg): 
The  bed  complements  there,  according  to 
the  Regional  Hospital  Board,  for  the  year 
ending  March,  1954,  were:  at  Sefton,  179 
beds — that  is  the  total  beds,  male  and 
female ; at  Ormskirk,  which  is  one  of  the 
smaller  mental  hospitals  outside  the  city, 
they  have  126  beds  ; at  Whiston,  another 
small  hospital,  they  have  215  mental  beds, 
and  at  St'.  Catherine’s  Annexe  in  Birkenhead 
they  have  250  mental  beds.  In  the  larger 
mental  hospitals  the  numbers  are  as 
follows : Rainhill  2,800  : Winwick  1 ,895  ; 
Deva  2,305.  That  is  the  region’s  mental 
bed  accommodation.  (Professor  Semple): 
A total  of  7,770  beds  for  the  Liverpool 
region. 

5005.  (Dr.  Thomas) : The  liaison  between 
psychiatric  social  work  and  field  work  is 
a matter  of  co-ordination,  and  a purely 

geographical  thing,  is  it  not? That  is 

why  we  feel  if  there  was  some  form  of 
case  conference,  we  could  tell  all  the 
hospitals  and  we  could  produce  our 
problems  in  the  form  of  an  agenda,  to 
which  they  could  add  any  cases  they  wanted, 
so  that  we  would  be  able  to  create  some 
form  of  liaison.  Quite  obviously 
geographically  it  is  impossible  for  people 
to  shuffle  > backwards  and  forwards.  That 
is  the  difficulty  with  psychiatric  social 
workers  in  the  hospitals.  They  tend  to 
get  isolated  there,  and  we,  of  course,  on  the 
other  hand  tend  to  be  isolated  in  Liverpool. 

5006.  (Sir  Cecil  Oakes):  Am  I under- 
standing it  right?  Were  you  suggesting  in 
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your  last  few  remarks  that  this  could  all 
be  accomplished  under  the  existing  law,  if 
admission  worked  well  and  liaison  was 

good? Yes,  Sir;  we  do  not  feel  much. 

alteration  in  the  present  law  would  be 
necessary,  except  bringing  the  legislation 
up  to  date.  We  propose  this  new  procedure, 
which  is  really  an  extension  of  Section  5 
of  the  Mental  Treatment  Act  of  1930, 
suggesting  that  on  two  medical  certificates 
a magistrate  could  issue  authority — not  an 
order — to  detain  the  patient  for  a year. 
With  that  and  case  conferences  we  should 
not  be  doing  so  bqdly. 

5007.  ( Chairman ):  You  call  that  an 

extension  of  Section  5 of  the  Mental  Treat- 
ment Act?  It  is  a very  fine  kind  of 
extension ; it  seems  to  have  changed  its 
character  completely.  {Lady  Adrian ) : What 
is  certification  at  the  moment  but  confirma- 
tion of  authority  to  detain — judicial  con- 
firmation?  (Dr.  Begs):  The  magistrate  is 

making  an  order. 

5008.  I cannot  see  the  difference  if  it  is 

a legal  order  which  empowers  the  Superin- 
tendent of  the  hospital  to  receive  and  de- 
tain that  patient. He  is  the  receiver  of 

a summary  reception  order.  The  only  certi- 
ficate in  the  Lunacy  Act  is  the  doctor’s 
certificate.  The  magistrate  nowhere  issues 
a certificate,  I think,  under  the  Lunacy  Act. 

5009.  {Chairman):  I quite  see  that  he 
does  not  issue  a certificate  but  he  makes 
out  the  order  which  makes  the  patient  a 

certified  patient. 1 do  not  think  so-,  Sir. 

Under  our  proposal  he  is  merely  confirming 
the  need  for  detention.  He  is  not  ordering 
the  detention.  One  can  say  that  this  is  an 
order  and  another  can  say  that  it  is  not. 
As  far  as  we  are  concerned  we  feel  that  this 
js  not  an  order  as  at  present.  We  feel  it 
is  merely  a confirmation  of  the  need  for 
the  patient  to  be  detained. 

5010.  What  is  it  a confirmation  of? 

{Professor  Semple ):  The  two  doctors  each 
give  a certificate.  They  see  the  patient  and 
both  say  that  the  patient  requires  detention 
in  a mental  hospital,  but  rather  than  send 
these  two  certificates  to  the  Medical  Super- 
intendent who  would  then  admit  the  patient, 
we  are  suggesting  that  the  magistrate  should 
confirm  the  doctors’  certificates  and  we  feel 
at  that  stage  the  magistrate  should  see  the 
patient. 

5011.  {Sir  Cecil  Oakes):  Should  confirm 

or  -otherwise? Yes. 

5012.  (Chairman):  What  I cannot  see  is 

that,  if  the  British  public  is  capable  of  con- 
verting the  words  “summary  reception 
order  ” into  the  word1  “ certification  ”,  why 
is  not  the  British  public  equally  able  to- 
convert  the.  word®  “ confirmation  of  a 
doctor’s  certificate  ” into  the  word  “ certifi- 
cation”?  -I  think  we  are  all  anxious  to 

avoid  the  stigma  of  certification,  whioh  is 


a thing  which  concerns  us  all,  but  we  feel 
that  even  today  the  stigma  is  not  only  the 
procedure  that  one  goes  through — the 
stigma  is  attached  to  going  into  the  mental 
hospital.  If  a person  is  admitted  to-  hospi- 
tal, whether  voluntarily  or  certified,  to  the 
ordinary  layman  he  is  certified.  We  feel 
that  our  suggestion  is  merely  a way  of 
avoiding  this  final1  certification.  That  is  my 
view  anyway.  I think  Dr.  Begg’s  opinion 
too  is  that  the  stigma  attaches  to-  the  mental 
hospital  even-  today. 

5013.  (Mr.  Bartlett ):  Is  that  the  patient’s 
point  of  view?  What  does  the  patient  feel 
about  it?  Is  he  not  quite  pleased  if  he  is 

made  well  without  being  certified? 

(Dr.  Begg) : That  is  why  we  pro- 

pose that  the  patient  should  not  be  certified, 
bub  we  feel  most  strongly  that  to  detain  any 
person  against  his  wishes,  be  he  a mental 
patient  or  not,  there  should  be  some  judicial 
authority.  We  all  agree  that  it  is  far  better 
for  a patient  to  go  into  hospital  on  a volun- 
tary basis  than  any  other.  I think  everyone 
must  agree  to  that,  but  there  still  remains 
quite  a percentage  of  patients  who-  will  not 
go  in  on  a voluntary  basis.  We  have  to 
have  some  means  of  dealing  with  them, 
and  it  is  our  feeling  that  if  a patient  is  in 
that  state  and  must  be  admitted  to  a mental 
hospital,  then  there  must  be  some  justice 
who  confirms  that  this  patient  requires  de- 
tention but  does  not  order  it  as  such.  It 
can  be  made  into  a quibble,  the  whole 
business,  I quite  agree:  it  is  a changing  of 
terminology. 

5014.  t (Chairman):  Detention  against 

one’®  will  always  involves  some  sort  of 
stigma,  but  is  not  the  stigma  worse  if  it  is 
detention  by  an  order  of  a magistrate  rather 
than  if  it  is  just  detention  on  the  recom- 
mendation of  a doctor? But,  Sir,  is  it 

not  the  law  that  there  must  be  some  judicial 
authority  for  detention?  Are  we  going  to 
have  a complete  departure? 

5015.  (Mrs.  Braddock):  What  would  be 

your  suggestion  if  there  were  to  be  an 
alteration?  Would  you  maintain  the  posi- 
tion you  are  taking  now? 1 would  main- 

tain what  we  have  suggested  in  the  memo- 
randum-— a justice  confirming  the  need  for 
the  patient’s  detention. 

5016.  (Sir  Cecil  Oakes):  I gather  both  of 
you  have  had  experience  of  the  Scottish 
system ; you  have  now  had  a few  years’ 
experience  of  the  English  system  ; and  each 
of  you  have  come  to-  the  conclusion  that 

you  prefer  the  English  system? -We  do, 

Sir.  That  i®  what  it  comes  to.  We  feel 
that  with  justices  in  the  picture  it  is  a safe- 
guard. I do  not  think  that  doctors  would 
sign  certificates  or  that  Medical  Superin- 
tendents in  mental  hospitals  would-  admit 
patients  who  should  not  be  there.  I am 
not  in  any  way  suggesting  that  they  do,  but 
what  I feel  is  that  if  the  matter  goes 
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through,  the  Board  of  Control  with  the  jus- 
tices in  the  picture  it  is  a safeguard.  I 
think  that  an  order  to  admit  and  detain  by 
the  justices  is  much  more  real  in  the  mind 
of  the  public,  and  even  if  with  our  sugges- 
tion of  confirmation  of  the  doctors’  certifi- 
cates it  would  still  carry  the  stigma  of  certi- 
fication, but  we  feel  it  is  worth  having  that 
because  it  means  the  whole  thing  cannot  be 
open  to  any  question.  Two  doctors’  certi- 
ficates can  be  open  to  question  and  it  would 
be  very  difficult  to  argue  against  it. 

5017.  You  do  not  think  it  would  be  suffi- 
cient if  there  were  a right  of  appeal  to  the 
judicial  authority  on  the  part  of  the  patient? 
It  is  not  necessary  on  the  part  of  relatives 

because  they  can  take  the  patient  out. 

(Professor  Semple ) : That  is  all  right  as  long 
as  it  is  a right  to  appeal,  but  who  is  going 
to  appeal?  (Mr.  Nicholson ):  The  answer 
to  that  is  probably  dealt  with  from  the  legal 
point  of  view.  So  long  as  the  machinery 
of  appeal  does  not  rest  upon  the  patient, 
who  is  a person  of  unsound  mind.  Who  is 
going  to  appeal  on  this  question?  Some- 
body who  is  not  in  a fit  mental  state  is 
obviously  not  capable  of  advising  himself 
or  herself. 

5019.  (Chairman):  Is  any  patient  taken 

to  hospital  unfit  to  plead? 1 do 

not  take  it  as  far  as  that,  Sir.  I was 
only  taking  it  as  far  as  a man  being  in 
sufficient  possession  of  all  his  faculties  in  a 
mental  sense  to  enable  him  to  know  and 
appreciate  properly  who  should  have  a right 
to  appeal  against  this  matter. 

5020.  That  is  perfectly  easy.  He  knows 

the  law  and  is  within  his  rights. (Dr. 

Begs):  We  quite  agree  that  the  magistrate 
could  see  the  patient  after  admission  to  hos- 
pital, if  necessary,  so  long  as  there  is  con- 
firmation by  a magistrate. 

5021.  (Mr.  Bartlett ):  Is  that  not  what 
happens  in  these  days  in  the  case  of  a 
wealthy  patient?  He  is  not  normally  seen  by 

a magistrate  before  he  goes  in? 1 think 

that  is  true.  I have  very  little  experience 
of  that  type  of  patient. 

5022.  I think  in  Scotland  in  fact  the 
magistrate  has  always  to  be  informed  and 
makes  an  order?  He  need  not  see  the 

patient? (Professor  Semple ):  He  need 

not  see  the  patient.  He  gets  certificates 
presented  to  him.  What  we  feel  is  that. we 
would  like  the  justice  to  be  encouraged  to 
see  the  patient.  He  would  see  the  certi- 
ficates, see  the  patient  and  confirm  the  two 
doctors’  requests  for  the  patient  to  be 
detained  in  a mental  hospital.  We  did  have 
a hope  that  that  might  avoid  the  stigma  of 
certification  for  a year. 

5023.  (Chairman):  May  we  pass  on  to 
mental  deficiency  now.  I have  only  one 
question.  I am  surprised  that  you  are  so 
completely  content  with  the  Mental 
Deficiency  Act,  because  my  impression  after 


a year  of  hearing  evidence  is  that  there  is 
nobody  in  this  country  satisfied  with  the 
Mental  Deficiency  Act.  I think  you  are  the 
first  witnesses  who  seem  pleased  with  it.  1 
will  not  discuss  “ social  inefficiency  ” or  “ in- 
dependent social  adaptation.”  In  paragraph 
53,  where  you  are  dealing  with  voluntary 
admissions,  you  say,  “ It  is,  of  course, 
important  to  retain  the  provision  that  a 
parent  cannot  remove  a defective  placed 
under  Section  3 without  the  consent  of  the 
Board  of  Control.”  Do  you  really  think 
there  should  be  no  power  by  which  a parent 
could  voluntarily  place  his  child  in  a mental 
deficiency  hospital  and  get  him  out  again? 

(Dr.  Begg):  The  reason  that  this  has 

been  phrased  as  it  has  is  that  we  agree  that 
it  is  a good  thing  to  have  easy  admission 
to  mental  deficiency  hospitals,  but  there 
will  be  some  parents  who  will  be  quite 
willing  to  put  the  children  in  and  after  they 
are  in  will  want  to  take  them  out.  The 
reason  this  has  been  put  in  is  to  confirm 
that  home  conditions  are  suitable  for  the 
child  to  return.  We  feel  that  if  the  child 
is  to  be  removed  from  the  mental  deficiency 
hospital,  it  should  be  removed  to  good 
surroundings  and  not  by  parents  who 
are  perhaps  not  capable  of  looking 
after  the  child.  If  we  have  this 
period  during  which  the  consent  of  the 
Board  of  Control  should  be  obtained,  the 
local  authority  could  be  asked  for  a report 
of  the  home  conditions. 

5024.  Surely  under  those  conditions  it  iust 

will  not  work?  You  ask  the  parent  volun- 
tarily to  place  his  child  in  the  institution 
and  when  he  asks  for  how  long  you  say 
that  it  depends  on  what  you  think  of  the 
home.  You  can  refuse  to  take  a child  in 
voluntarily  until  home  conditions  are  satis- 
factory.  1 think  this  is  working,  Sir, 

at  the  present  time.  Under  the  present 
Section  3,  parents  are  taking  children  out  of 
mental  deficiency  hospitals.  We  had  one  in 
Liverpool  not  very  long  ago. 

5025.  Yes,  but  it  has  been  recommended 
to  us  by  a lot  of  people  that  we  should 
greatly  extend  the  scope  of  voluntary 

admissions  beyond  Section  3. 1 quite 

agree.  Sir,  that  the  easier  it  is  made,  the 
better,  but  I feel  there  must  still  remain 
some  means  of  ensuring  that  the  child  docs 
not  return  from  a good  environment  to  a 
bad  one. 

5026.  Would  I be  over-mischievous  if  I 
said  that  you  had  shown  great  concern  a 
moment  ago  about  the  liberties  of  the  sub- 
ject. What  about  the  liberty  of  a parent 

in  a bad  home? It  would  follow  from 

that,  if  we  are  providing  a complete  men- 
tal health  service,  that  the  local  authority 
should  endeavour  to  upgrade  the  family,  if 
you  like,  to  such  a state  that  the  home  is 
suitable  for  the  defective  to  return  to. 

5027.  That  is  of  course  aim  and  policy, 
but  it  does  not  very  much  affect  the 
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situation  of  the  parents  tomorrow 
■week.  You  have  got  to  deal  with  the  situa- 
tion as  it  is. Our  feeling  about  this  is 

that  defectives  in  many  instances  are  not 
capable  of  expressing  themselves  as  being 
willing  or  unwilling  to  return  home.  My 
own  personal  experience  of  Liverpool  would 
certainly  make  me  say  most  strongly  that 
we  should  retain  this  provision. 

5028.  As  another  consideration ; if  you 
are  satisfied  that  a child  mental  defective 
is  in  an  impossible  and  undesirable  home 
which  cannot  be  “ upgraded  ”,  at  any  rate 
within  practical  time,  do  you  think  that 
might  not  be  an  argument  for  taking  pro- 
ceedings under  the  Children  Acts  and  for 

appointing  foster  parents? We  could  take 

proceedings  under  the  Mental  Deficiency 
Act,  I think,.  Sir,  if  the  child  was  subject 
to  be  dealt  with. 

5029.  Yes,  but  I am  talking  about  a vol- 
untary system,  which  would  not  involve  the 
child  being  subject  to  be  dealt  with  and  all 

that  machinery. 1 do  not  quite  follow 

that,  Sir.  You  say  if  there  is  a defective 
in  the  house  where  the  conditions  are  not 
good,  could  not  proceedings  be  taken  under 
the  Children  Acts?  (Professor  Semple):  The 
child  might  be  a deprived  child  because  the 
home  conditions  were  not  good. 

5030.  X should  perhaps  have  said  “ feeble- 
minded ” children.  Do  you  think  it  is  de- 
sirable that  you  should  in  any  circumstances 
have  a mentally  defective  child  in  an  insti- 
tution with  no  home  outside  to  which  he 
can  be  sent  and  no  parent  or  foster  parents 
outside  to  express  any  feelings  about  it  at 

all? (Dr.  Begg):  No,  Sir,  we  are  not 

saying  that. 

5031.  I am  asking  you  to  address  your 

mind,  if  you  will,  to  that  point.  You  have 
gone  as  far  as  to  say  here  that  there  should 
be  power  to  keep  the  child  in  the  institu- 
tion. Is  an  institution  an  answer  to  any- 
thing?  (Professor  Semple):  No,  Sir. 

What  we  are  saying  is  that  the  parents 
should  be  allowed  to  take  the  child  out 
but  only  after  the  Board  of  Control  has 
given  its  consent.  All  that  we  are  doing 
here  is  playing  for  time  to  make  sure  that 
the  home  environment  is  either  suitable  for 
the  child  to  return  to  or  that  by  some  other 
means  the  local  authority  can  make  it  suit- 
able. This  is  merely  a temporising  clause 
we  are  suggesting,  because  so  often  parents 
decide  to  take  the  child  out  before  thinking 
of  the  consequences.  This  is  merely  to  give 
a bit  of  time,  and  to  get  the  Board  of  Con- 
trol’s consent  on  a report  from  the  medical 
officer. 

5032.  But  is  it  not  equally  true  that  many 
people  put  the  child  into  a mental  deficiency 
hospital  without  any  consideration  of  the 

consequences? (Dr.  Begg):  I would 

say  that  no  parent  should  put  any  child 


m without  consideration  of  the  consequences 
because  it  is  up  to  the  local  authority  to 
explain  the  procedure. 

5033.  Does  the  local  authority  always 

realise  _ the  consequences? If  the  local 

authority  has  a mental  health  service  which 
understands  the  present  legislation,  it  ought 
to  be  able  to  tell  the  parents  what  deten- 
tion under  the  Mental  Deficiency  Acts 
means  and  what  it  involves. 

5034.  But  your  local  authority  is  satisfied 
with  the  Mental  Deficiency  Act  of  1913,  and 
I rather  doubt,  if  you  will  allow  me  to 
say  so,  that  that  is  a view  which  is  really 

up  to  the  level  of  public  opinion. 1 

would  point  out  that  we  are  only  concern- 
ing ourselves  with  the  local  authority’s  aspect 
of  the  Act.  I have  no  doubt  that  the  hos- 
pital authorities  are  dissatisfied  in  many 
ways,  but  so  far  as  the  local  authority  side 
is  concerned,  we  are  satisfied  with  minor 
alterations.  This  only  relates  to  the  local 
authority  aspect. 

5035.  Do  you  not  want  the  local 
authority  alternative  to  institutionalisation — 

provisions  for  supervision  and  so  on? 

We  favour  retention  in  the  community,  yes, 
Sir,  if  it  is  at  all  possible,  and  I think  any- 
one should  favour  that,  but  in  Liverpool 
we  have  a tremendous  problem.  At  the 
moment  there  are  just  over  140  awaiting 
institutional  care.  If  we  ever  come  to  the 
happy  day  when  we  have  sufficient  accom- 
modation, then  by  all  means  let  the  parents 
put  the  child  in  and  possibly  take  the  child 
out  if  the  home  conditions  are  satisfactory. 
I still  insist  on  that.  At  the  present  time 
it  could  not  work  I feel  because  we  have 
not  got  sufficient  accommodation  and  we 
must  place  cases  according  to  the  urgency 
of  each  individual  case.  As  far  as  I can 
see  it  is  going  to  be  many  years  before  we 
do  get  sufficient  accommodation  to  justify 
many  changes. 

5036.  I am  not  quite  clear.  You  say 
you  have  got  a waiting  list  of  140  for 
institutional  accommodation.  Does  that 

mean  for  mental  deficiency  hospitals? 

Mental  defectives,  yes. 

5037.  What  about  the  accommodation 
which  a local  authority  ought  perhaps  to 
provide  a9  an  alternative  to  institutional 

accommodation? (Professor  Semple) : 

Do  you  mean  hostels,  Sir? 

5038.  Hostels  of  various  kinds — con- 
trolled workshops,  occupation  centres,  and 

so  on. We  provide  occupation  centres 

extensively  in  Liverpool.  The  defectives 
on  our  institutional  waiting  list  are  nearly 
all  of  low-grade.  We  have  94  of  highest 
urgency — many  are  such  low-grade  cases 
that  they  are  not  even  suitable  for 
occupation  centres.  We  did  think  of  a 
hostel  some  months  ago.  We  discussed  it 
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with  the  Superintendent  of  one  of  the 
big  local  mental  deficiency  institutions. 
There  are  very  few  cases  suitable  for 
hostels  at  a place  like  Liverpool. 

5039.  (Mrs.  Braddock ):  Could  you  cite 
one  case  of  the  highest  urgency  in  this  mat- 
ter, so  that  the  Commission  can  have  some 

idea  of  the  problem? (Dr.  Begg ):  It 

is  very  difficult  to  select  such  a case.  The 
actual  waiting  list  at  the  end  of  February 
this  year  was  147.  We  have  the  case  of 
an  epileptic  mother  with  two  epileptic  defec- 
tive children,  both  low-grade  and  living 
in  very  poor  accommodation.  The  mother 
does  her  best.  We  have  a family  where  the 
father  is  an  ex-mental  deficiency  hospital 
patient  and  the  mother  is  of  sub-normal 
intelligence.  There  are  five  children,  only 
one  of  whom  I know  to  be  normal.  She 
departed  from  home  quite  a long  time 
ago.  The  four  others  are  mental  defec- 
tives. The  youngest  one  is  now  about 
four  or  four  andi  a half  years*  old.  She 
cannot  walk  yet.  One  child  is  attending 
an  occupation  centre ; one  is  in  a convent 
under  order ; and  another  one  is  awaiting 
institutional  care.  He  is  unsuitable  for  an 
occupation  centre  because  of  dirty  habits. 
He  strips  himself  and  is  generally  filthy. 
That  is  an  instance  of  one  case  we  are 
stuck  with.  There  is  nowhere  to  put  him. 
There  is  not  the  hospital  accommodation. 

5040.  (Chairman):  I know  hospital 

accommodation  is  very  short,  especially  for 
low-grade  defectives,  but  I do  not  really 
quite  appreciate  the  argument  that  it  is 
impossible  to  get  on  at  all  in  dealing  with 
high-grade  defectives  because  the  waiting 

list  for  low-grade  defectives  is  so  large. 

We  are  dealing  with  them.  We  have  three 
occupation  centres  in  Liverpool.  The  num- 
ber on  the  rolls  is:  Princes  Road,  156; 
Dovecote,  8'9;  and  Garston,  66..  Frankly, 
we  are  coming  to  a stage  now  where  we 
have  to  provide  another  occupation  centre. 

5041.  Is  it  your  experience  that  the  occu- 
pation centres  of  the  type  you  are  providing 
are  successful  as  a means  of  rehabilitation? 
— - — Yes,  Sir.  (Professor  Semple ):  In  the 
Princes  Road  one  we  have  a very  thriving 


industrial  centre  where  we  have  men  and 
women  doing  quite  useful  jobs,  and  our 
duly  authorised  officer  has  got  jobs  for 
quite  a number  of  defectives.  Last  year 
we  placed  48  mental  defectives  in  jobs 
altogether.  These  are  all  defectives  who 
had  been  declared  ineducable. 

5042.  All  those  48'  were  reported  to  you 

by  the  local  education  authorities  as  in- 
educable, were  they? Yes,  Sir.  They 

were  all  mental  defectives.  Forty-eight  of 
them  we  placed  in  open  industry.  We  feel 
it  best  to  try  and  place  all  handicapped 
people,  whether  mentally  handicapped  or 
otherwise,  in  open  industry  if  we  can,  even 
if  it  means  keeping  an  eye  on  them.  In 
addition  to  that  we  have  got  an  industrial 
occupation  centre  where  they  do  regular 
work  andi  they  feel  they  are  becoming  self 
sufficient  by  doing  a job  that  is*  worth  while. 

5043.  (Lady  Adrian ):  How  many  of  your 
educationally  sub-normal  school  leavers  are 
reported  to  you  as  needing  supervision,  and 

what  provision  do  you  make  for  them? 

I am  sorry,  Madam,  I could  find  you  the 
answer  to  that,  but  I just  do  not  know  and 
cannot  give  you  the  information  off-hand. 
My  feeling  is  that  we  get  a fair  number.  I 
could  send  that  information  if  you  wish, 

5044.  How  many  of  those  get  into  open 

industry? The  educationally  sub-normal 

school  leavers  are  all  seen  by  the  youth 
employment  officer  in  Liverpool,  together 
with  their  particulars  from  my  department. 
Quite  a lot  are  placed  in  open  industry. 
Again,  I can  send  these  figures. 

5045.  (Chairman):  If  you  can  supply 
them,  it  would  be  very  interesting  to  us. 
Is  there  anything  you  would  like  to  add? 

1 do  not  think  so,  Sir.  (Dr,  Begg): 

Except  to  stress  the  need  for  the  rapid  ex- 
pansion of  mental  deficiency  hospitals.  If 
the  Commission  could  achieve  that  alone, 
Sir,  we  in  Liverpool  indeed  would  be  very 
grateful. 

(Alderman  Prout):  On  behalf  of  my 
little  party  1 would  like  to  thank  you  very 
sincerely  for  the  courteous  way  in  which 
you  have  received  us. 

(Chairman):  I am  very  grateful  to  you. 


(The  witnesses  withdrew) 
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MINUTES  OF  EVIDENCE 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-FIFTH  DAY 

Tuesday  26th  April,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle  ( Chairman ) 

The  Lady  Adrian,  J.P.  Mr.  R.  M.  Jackson,  LL.D.,  J.P. 

Mr.  C.  Bartlett,  R.M.N.  Sir  Cecil  Oakes,  C.B.E.,  J.P.  (afternoon 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  only) 

Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Miss  H.  M.  Hedley  {Secretary) 


Mr.  W.  Carter,  J.P.  {President  and  Chairman),  Mr.  T.  Yeadon  ( Vice-Chairman ),  Mr. 
D.  E.  A.  Russell  {Member  of  the  Executive)  and  Mr.  O.  M,  Cripps,  D.P.A.  {Hon. 
Secretary ),  on  behalf  of  the  Friends  of  Menston  Hospital, 

called  and  examined. 


Memorandum  submitted  by  the  Friends  of  Menston  Hospital  (Relatives 
and  Visitors’  Association) 


Introduction 


J.  “The  Friends  of  Menston  Hospital"  is  a voluntary  organisation  of  the  kind, 
we  understand,  the  Minister  of  Health  seeks  to  encourage  whose  members  (now 
numbering  close  upon  500)  consist  almost  entirely  of  relatives  of  patients  in  Menston 
Hospital,  near  Leeds.  There  are  approximately  2,500  patients  in  the  Hospital  at  the 
present  time. 


2.  The  Association  was  formed  in  1949  as  a result  of  the  deep  concern  felt  by 
many  relatives  at  the  serious  overcrowding  of  the  Hospital  and  also  because  of  the 
feeling  that  not  enough  was  being  done,  either  locally  or  nationally,  in  the  matter 
of  research  into  causes  and  treatment  of  mental  illness. 


3.  The  objects  of  the  Association  are:  — 

(1 ) To  safeguard  and  further  the  interests  of  all  mental  patients. 

(2)  To  press  for  more  research  into  the  treatment  and  prevention  of  all  mental 

disorders. 

(3)  To  arouse  and  sustain  public  interest  in  mental  health. 

4.  We  have  studied  the  Minutes  of  Evidence  up  to  and  including  the  Tenth  Day 
and  find  that  many  of  the  recommendations  we  have  had  in  mind  to  incorporate  in 
this  memorandum  have  already  been  made  by  other  bodies.  In  certain  cases  we 
desire  to  comment  as  a lay  organisation  and  more  particularly  as  relatives  ; this  we 
do  under  the  subsequent  sub-heading,  “ Comments  on  recommendations  already 
submitted.” 

31051  A 2 
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Recommendations 

5.  We  submit  the  following  recommendations  which  as  far  as  we  are  aware  have 
not  as  yet  been  made  to  the  Commission  : — 

Certification 

6.  That  a stigma  attaches  to  the  present  process  of  certification  is  unquestioned. 

7.  Numerous  theories  have  been  advanced  as  to  the  origin  of  the  stigma  and  whom 
it  affects  most  but  to  us  both  these  points  are  purely  of  academic  interest.  It  is 
sufficient  for  us  to  say  that,  in  the  eyes  of  that  section  of  the  general  public  which 
has  not  come  into  intimate  contact  with  mental  illness,  patients  who  are  so  suffering 
are  regarded  as  having  exhibited  anti-social  behaviour  by  the  mere  contraction  of 
the  illness  and,  having  been  certified,  the  law  is  presumed  to  have  “ tried  ” and 
“ convicted  ” them  of  something  tantamount  to  a crime. 

8.  It  also  occurs  to  us  that  the  knowledge  that  he  has  been  certified  may  have  a 
detrimental  effect  on  the  patient  himself.  We  feel  that  this  would  be  the  case  in 
the  instances  of  those  patients  who,  on  entering  hospital,  retain  sufficient  under- 
standing to  appreciate  the  significance  of  certification  and  we  consider  it  inevitable, 
in  such  cases,  that  this  will  either  aggravate  the  illness  or,  at  the  best,  retard 
recovery.  The  same  remarks  apply  to  patients  who  have  reached  a stage  of  recovery 
where  they  are  also  in  possession  of  a similar  degree  of  understanding. 

9.  In  the  light  of  the  aforegoing  remarks,  we  strongly  advocate  the  abolition  of 
certification  in  its  present  form  and  suggest  its  substitution  by  a method  of  “ recom- 
mendation ” as  has  already  been  propounded  to  apply  to  temporary  patients.  We 
can  see  no  good  reason  why  the  temporary  status  cannot  be  continued  indefinitely. 
The  contention  presented  from  various  quarters  that  certification  must  remain  in  the 
interest  of  public  safety,  is  to  us,  lamentable,  and  contrary  to  the  views  expressed 
on  page  354,  paragraph  6,  we  consider  that  the  benefits  to  be  derived  by  patients 
and  their  relatives  from  its  abolition  far  outweigh  the  reasons  advanced  for  its 
retention.  The  potential  danger  to  the  public  from  persons  suffering  from  mental 
disorder  has,  in  our  judgment,  been  grossly  exaggerated  and  no  longer  constitutes 
a valid  argument  for  the  retention  of  this  odious  procedure. 

10.  The  following  extract  from  a recent  report  of  the  Physician  Superintendent 
of  Mapperley  Hospital  would  appear  to  be  relevant  to  this  point:  — 

" Hostel  ” Rehabilitation 

In  addition  to  the  early  treatment  units,  admission  wards,  special  treatment 
units,  and  medical  wards  of  the  hospital,  there  are  a number  of  wards  where 
a more  long-term  ‘ hostel  ’ form  of  rehabilitation  is  being  carried  out.  These 
wards  take  the  place  of  what  used  to  be  the  chronic  wards  for  custodial  care. 
In  Mapperley  Hospital  all  these  wards  have  now  been  open  for  more  than  a 
year,  and  a programme  of  occupational  and  recreational  therapy  combined  with 
a system  of  parole  and  freedom,  privileges,  and  a recognised  hostel  scheme  for 
going  out  to  work  while  resident  in  the  hospital  has  been  in  operation. 

There  is  no  doubt  that  this  policy  gives  the  patients  the  best  chance  of 
recovering  from  their  illness,  and  it  has  provided  also  complete  proof  that  the 
old  fear  and  apprehension  about  sufferers  from  mental  illness  which  led  to  their 
imprisonment  was  quite  unjustified 

11.  Finally,  we  would  add,  we  think  the  number  of  youthful  patients  now  entering 
hospital  and  with  whom  the  stigma  of  certification  is  likely  to  remain  all  their  lives, 
under  present  legislation,  presents  a frightening  prospect  and  our  concern  for  this 
class  of  patient  is  very  real  and  has  prompted  us  to  make  this  recommendation. 

Prevention  and  after-care 

12.  We  recommend  that  the  permissive  powers  granted  to  local  health  authorities 
under  Section  28  of  the  National  Health  Service  Act,  1946,  should  be  made  obligatory. 

13.  Although  it  is  clear  from  the  evidence  submitted  by  the  Mental  After  Care 
Association  that  the  work  of  this  body  is  deserving  of  the  highest  commendation,  it 
is,  in  our  judgment,  more  than  regrettable  that  the  services  and  facilities  offered  are 
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only  available  to  a very  limited  number  of  those  who  are  in  dire  need  of  them.  The 
functions  of  the  Association  are  of  such  an  essential  nature  that  they  should  no 
longer  be  left  to  voluntary  effort — though  we  agree  that  voluntary  aid  should  be 
encouraged  in  every  possible  way  to  supplement  State  provision. 

14.  In  this  connection,  we  draw  attention  to  the  apparent  lack  of  liaison  between 
local  health  and  hospital  authorities  as  is  evidenced,  for  example,  in  the  following 
extract  from  the  1953  Annual  Report  of  the  Medical  Officer  of  Health  for  the 
Borough  of  13 righouse : — 

“ There  were  no  requests  for  the  after-care  of  patients  discharged  from  the 
Mental  Hospital  which  takes  cases  from  this  area.  We  are  notified  of  discharges 
but  we  are  not  told  the  condition  of  the  patients.  It  is  a great  pity  that  back- 
ground reports  cannot  be  forwarded  to  us,  as  the  Mental  Health  Social  Worker 
is  under  considerable  difficulty  when  she  visits  patients  with  no  information  of 
this  sort  available: 

Patients  who  have  been  in  mental  hospitals  are  not  helped  by  the  attitude 
of  the  public  towards  them,  and  many  patients  who  would  undoubtedly  be 
assisted  by  a brief  period  in  a mental  hospital  refuse  to  go  because  they  know 
the  public  attitude  towards  anyone  who  has  been  unfortunate  enough  to  be 
mentally  ill  for  a brief  period.  No  one  looks  askance  at  a person  who  has  a 
nervous  breakdown  in  their  own  home,  but  as  soon  as  they  voluntarily  go  away 
lor  treatment,  in  the  public  mind  they  are  classed  as  insane  and  belonging  to  a 
different  category  of  people.  There  are  signs  of  some  improvement  in  the 
public  attitude  to  mental  illness,  but  to  a patient  who  is  mentally  ill  the  know- 
ledge that  when  they  return  to  their  homes  they  will  not  only  have  to  cope 
with  their  own  worries  and  anxieties  but  the  additional  stigma  attached  to 
having  been  in  a mental  hospital,  often  prevents  them  going  into  hospital  for 
treatment. 

I think  there  is  still  great  need  for  considerable  propaganda  among  the  public 
with  regard  to  mental  illness.  A person  who  is  physically  ill  for  a short  period 
receives  sympathy  and  is  welcomed  back  into  the  community.  A person  who  is 
mentally  ill  for  a short  period  is  not  regarded  as  convalescent  and  an  object  of 
sympathy,  but  rather  of  pity.  1 wish  we  could  break  down  this  attitude.” 

R datives'  Associations 

1 5.  — (a)  We  would  express  our  serious  concern  at  the  loss  of  contact  and  personal 
relations  between  relative  and  patient. 

(/>)  The  means  of  acquiring  information  as  to  the  day  to  day  care  of  mental 
patients  are  also,  in  our  opinion,  unnecessarily  inadequate  and  generally 
unsatisfactory. 

(cj  The  legal  inadmissibility  of  any  statement  made  by  a patient,  seems  to  us  to 
demand  that  relatives  as  a whole  should  have  access  to  the  managerial  machinery 
of  a hospital  in  order  to  represent,  protect  and  further  the  interests  of  their  patients. 

16.  For  these  reasons  we  think  the  need  that  relatives  should  have  a voice  in  the 
affairs  of  mental  hospitals  is  vastly  greater  than  in  the  case  of  general  hospitals. 
After  all  and  irrespective  of  all  the  care  and  protection  the  State  may  deem  to 
provide,  the  fact  remains  incontestable  that  each  and  every  patient  is  “ some  mother’s 
son  ” and  parental  care  and  influence,  call  it  what  you  will,  is  still  an  important 
factor  in  the  lives  of  every  one  of  us. 

17.  We  therefore  recommend,  in  the  strongest  possible  terms,  that  every  encourage- 
ment should  be  given  to  the  forming  of  a relatives’  association  for  each  hospital 
and  where  such  an  organisation  exists,  it  should  be  given  official  status  and 
recognition.  It  should,  moreover,  be  legally  incumbent  upon  Regional  Hospital 
Boards  to  elect  or  co-opt  one  or  more  members  of  the  relatives’  organisation  on 
to  the  appropriate  Hospital  Management  Committee.  In  this  way  we  are  firmly 
of  the  opinion  that  a much  needed  closer  liaison  between  relatives  and  hospital 
staffs  would  be  achieved.  We  feel  that  a natural  consequence  of  this  would  be 
that  hospital  staffs  and  Management  Committees  could  more  easily  foster  and 
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propagate  a wider  interest  among 
illness  and  a greater  appreciation 
those  who  are  so  afflicted. 


the  general  public  as  to  the  nature  of  mental 
of  the  efforts  being  made  to  succour  and  treat 


18.  In  this  respect  we  wholeheartedly  lend  our  support  to  the  statement  expressed 
in  the  examination  of  witnesses  of  the  National  Association  of  Parents  of  Backward 
Children  (page  169,  Question  940)  inasmuch  as  it  applies  to  the  mentally  ill. 


Comments  on  recommendations  already  submitted 

19.  Whilst  we  do  not  profess  to  have  more  than  a cursory  knowledge  of  the 
existing  law,  we  fully  agree,  as  will  be  apparent  from  our  first  recommendation, 
that  the  procedures  for  admission  and  discharge  from  hospitals  are  unnecessarily 
complex  and  are  in  need  of  review  with  the  object  of  bringing  mental  illness  more 
into  line  with  physical  illness.  We  support  the  opinion  that  ‘ These  procedures 
are  still  in  many  ways  more  analogous  to  those  for  persons  being  taken  into  custody 
than  for  patients  being  received  for  treatment”  (First  Day,  page  5,  paragraphs 
9 and  10)  and  we  are  deeply  resentful  that  this  is  the  case.  Nor,  we  think,  is  the 
analogy  confined  to  procedures  but  may,  for  example,  be  applied  to  the  standards 
of  care  and  accommodation  available  in  some  hospitals  and  also  to  the  terminology 
employed  in  existing  statutes. 

20.  We  welcome  and  support,  in  the  strongest  possible  terms,  all  the  recoin- 
mendations  which  have  been  made  in  favour  of  a revised  terminology.  We  depre- 
cate for  example,  the  use  of  the  words  “ escape  ’ and  recapture  in  their 
application  to  a patient  who  has  absented  himself  without  leave.  Such  terms 
appear  to  be  in  complete  contradiction  of  the  present  day  supposedly  enlightened 
conception  of  mental  illness. 

21 . Whilst  we  are  primarily  concerned  with  matters  appertaining  to  mental  illness, 
we  would  express  the  opinion  that  the  words  used  to  define  the  four  categories 
of  mental  defective,  are,  with  the  meanings  now  ascribed  to  them,  both  degrading 
and  offensive  and  are  illustrative  of  a lack  of  understanding  and  compassion 
(Third  Day,  page  92,  paragraph  4 (b) ; Fourth  Day,  page  124,  paragraphs  39  and 
40  ; Fifth  Day,  page  200,  paragraph  25). 

22.  We  agree  with  the  suggestion  to  substitute  “ mental  illness  " for  “ unsound 
mind”  (First  Day,  page  21,  paragraph  89,  and  page  22,  paragraph  94). 

23.  We  accept  and  endorse  the  views  in  respect  of  terminology  made  in  para- 
graphs 13  and  14,  page  119,  Fourth  Day;  also  in  the  last  two  sentences  of 
paragraph  2,  page  196,  Fifth  Day. 

24.  We  agree  that  power  to  discharge  patients  from  mental  hospitals  should  be 
given  to  Medical  Superintendents  (First  Day,  page  21,  paragraph  92  (a)). 

25.  We  note  in  Question  7,  page  40,  First  Day,  the  view  that,  “ on  the  whole 
the  amount  of  accommodation  for  menially  ill  persons  is  sufficient”  ns  qualified 
in  Question  10,  although  a good  deal  of  it  is  very  bad.  Our  own  conclusions 
are  that  as  far  as  the  hospital  with  which  we  are  associated,  is  concerned,  and  we 
understand  it  is  representative  of  others,  present  accommodation  is  taxed  to  the 
limit  and  the  state  of  overcrowding  is  not  adequately  portrayed  by  a consideration 
of  bedspace  which  is  the  usual  yardstick.  Whilst  it  may  be  that  the  problem  of 
overcrowding  is  outside  the  terms  of  reference  of  the  Royal  Commission,  we  deem 
it  necessary  to  record  here  our  profound  alarm  of  the  ill-effects  of  overcrowding 
on  patients.  We  respectfully  draw  attention  to  an  article  in  “ The  Lancet  ’’  for 
16th  January,  1954,  of  which  the  following  is  an  extract;  — 

“ We  have  tried  in  the  past  to  say  what  overcrowding  means  to  mental 
patients.  The  first  need  of  the  sick  mind,  seeking  to  come  to  terms  again 
with  reality,  is  an  atmosphere  of  peace  and  security  ; and  it  is  quite  impossible 
to  achieve  such  an  atmosphere  where  (as  in  a hospital  ward  described  by 
Miss  Alice  Bacon  in  the  debate)  there  is  not  enough  room  between  beds  for 
patients  to  stand  while  they  dress  themselves,  or  where  fifty  or  more  of  them 
must  be  left  for  hours  at  a time  in  the  care  of  one  young  girl.  77 tese  things 

' perpetuate  mental  disorder," 
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26.  The  reference  in  the  first  sentence  of  the  above  extract  is  to  a report  appearing 
m the  3rd  September  issue  of  1949,  the  relevant  observations  being:— 

Overcrowding  deserves  particular  consideration,  for  it  can  aggravate  existing 
mental  illness  and  hinder  recovery.  For  this  particular  evil  the  pleasant  social 
activities  described  here— music,  therapy,  art  classes,  whist  drives,  concerts,  and 
other  entertainments  or  occupations — are  no  remedy.” 

27.  Coupled  with  overcrowding  is  the  staff  shortage  position,  in  connection  with 
which  we  have  observed,  again  with  much  concern,  the  following  comment  con- 
tained in  a report  on  “ The  Work  and  Status  of  Mental  Nurses  ” compiled  by  the 
Department  of  Social  Science  of  the  University  of  Liverpool  on  behalf  of  the 
Liverpool  Regional  Hospital  Board:  — 

“There  is  some  evidence  that  secondary  effects  of  the  staff  shortage  have 
appeared  in  the  deterioration  of  some  patients  who  have  been  confined  and 
inactive  for  a number  of  years." 

28.  In  the  light  of  the  aforegoing  views,  it  seems  that  a grave  injustice  is  being 
done  to  the  mentally  ill  and  to  the  chronic  old  and  sick  who  are  accommodated 
in  mental  hospitals  when  in  fact  the  latter  would  be  better  dealt  with  elsewhere. 

29.  First  Day,  pages  40  and  41,  Question  12.  We  would  say  without  hesitation 
that  in  the  cases  of  elderly  patients  who  have  been  allowed  to  settle  down  in  a 
particular  hospital,  it  is  most  harmful  to  transfer  them  to  other  hospitals  as  is 
now  being  done  in  order  to  meet  the  exigencies  of  overcrowding.  In  fact  we 
are  aware  that  this  practice  has  greatly  distressed  patients  who  have  been  involved 
in  enforced  transfers. 

30.  Fourth  Day,  page  120,  paragraph  18.  We  wish  to  associate  ourselves  with 
the  suggestion  made  in  the  final  sentence  of  this  paragraph  (namely:  — 

“ No  patient  should  be  retained  in  any  institution  for  a longer  period  than 
six  months  without  a complete  review.”) 

and  would  add  that  it  should  be  a requirement  upon  the  hospital  authority  to 
notify  the  appropriate  relative,  in  writing,  of  the  result  of  the  review. 

31.  Fourth  Day,  page  121.  We  oppose  the  suggestion  that  the  Medical  Super- 
intendent should  be  empowered  to  refuse  the  relatives  request  for  the  discharge 
of  a patient  on  the  grounds  that  it  seeks  to  introduce  an  additional  restriction,  the 
necessity  for  which,  it  seems  to  us,  has  not  been  established.  Under  no  circum- 
stances should  this  be  granted  without  the  right  of  appeal. 

32.  Fourth  Day,  page  123,  paragraph  36.  Although  we  note  the  suggestion  here 
is  considered  to  be  outside  the  Commission’9  terms  of  reference,  we  would  record 
our  strong  support  and  at  the  same  time  state  we  are  very  much  in  accord  with 
the  opinions  expressed  on  the  matters  of  removal  of  objection  to  the  word  “ mental  ” 
as  treatments  improve  and  need  for  propaganda  in  Questions  712  and  715  respec- 
tively, page  135. 

33.  Fourth  Day,  page  154.  We  wish  to  emphasise  to  the  utmost  of  our  ability 
what  we  regard  as  the  paramount  need  in  the  mental  health  field,  namely  that  of 
intensifying  research  into  the  causes  and  treatment  of  mental  illness.  We  have 
in  mind  the  desperate  position  of  the  very  considerable  numbers  of  chronic  patients 
who  are  looked  upon  as  “ incurables  ’’  and  who  have  been  callously  described 
in  evidence  put  before  the  Commission  as  “ medically  uninteresting  ”,  page  196, 
paragraph  4.  These  people  are  maintained  in  our  mental  hospitals  at  comparatively 
very  low  cost  and  are  not  receiving  an  equitable  share  of  available  funds.  Sub- 
stantially increased  funds  should  bo  allocated  on  their  behalf  for  the  purposes  of 
medical  research,  and  a national  research  organisation  to  deal  solely  with  mental 
ill  health  should  be  created  without  delay.  We  accordingly  give  our  maximum 
support  to  the  National  Association  of  Parents  of  Backward  Children  in  so  far  as 
their  recommendations  on  this  subject  apply  to  mental  disorder  generally. 

34.  We  have  been  greatly  encouraged  by  the  recent  activities  of  the  Mental 
Health  Research  Fund  but  are  apprehensive  that  progress  by  this  voluntary  body 
will  be  handicapped  by  financial  limitations  unless  Exchequer  assistance  is 
forthcoming. 
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35.  We  subscribe  to  the  suggestion  that  there  should  be  separate  legislation  in 
respect  of  mental  illness  and  mental  deficiency— Fifth  Day,  page  195,  paragraph  1. 

36.  Subject  to  the  above,  we  desire  to  associate  ourselves  with  the  recommendation 
that  new  comprehensive  legislation  is  required — Eighth  Day,  page  267,  paragraph  13. 

37.  We  regard  the  comments  made  in  paragraphs  32  and  33,  page  270,  Eighth 
Day,  as  providing  additional  support  of  our  recommendation  for  the  abolition  of 
certification. 

38.  Finally,  we  would  urge  upon  the  Commission  to  incorporate  in  its  findings 
the  recommendation  made  in  paragraph  52,  page  360,  Ninth  Day. 


Examination 

5046.  0 Chairman ):  Would  you  perhaps 

care  to  start  by  introducing  yourselves? 

(Mr.  Cripps ):  My  Lord  and  members  of 
the  Commission,  as  the  honorary  secretary 
of  the  Friends  of  Menston  Hospital  may  I 
crave  your  indulgence  in  introducing  to  you 
the  members  of  our  deputation.  Firstly,  on 
my  left  is  Mr.  Carter,  our  President  and 
Chairman,  who  is  a Justice  of  the  Peace  for 
the  Borough  of  Pudsey  in  Yorkshire  and 
one  of  the  original  founders  of  the  organi- 
sation, and  one  with  a deep  interest  in 
mental  health  problems.  Secondly,  Mr. 
Yeadon,  our  Vice-Chairman,  who  has  dur- 
ing his  term  of  office  made  a special  point 
of  examining  all  mental  health  literature 
which  has  come  to  his  notice  and  is  suffi- 
ciently non-technical  to  be  capable  of 
understanding  by  laymen.  Thirdly,  Mr. 
Duncan  Russell,  a member  of  the  Execu- 
tive and  now  happily  a member  of  the 
Management  Committee  of  Menston  Hospi- 
tal. In  1949,  when  it  was  desired  to  consti- 
tute the  organisation,  official  sanction  _ to 
its  formation  was  sought  from  the  hospital 
authorities  prior  to  the  calling  of  any  pub- 
lic meeting  designed  to  bring  the  organisa- 
tion into  being.  No  encouragement  was 
given  to  the  promoters  _ of  the  proposed 
association,  and  indeed  it  was  stated  that 
no  useful  purpose  could  be  served  by  the 
formation  of  such  an  organisation,  an  atti- 
tude which  persisted . for  a considerable 
period.  Despite  the  disappointment  felt  by 
the  founders,  they  persisted  in  continuing 
with  the  organisation,  and  at  a public  meet- 
ing in  1949  it  was  launched  enthusiastically. 
The  geographical  situation  of  the  hospital, 
which  serves  a wide  area  in  the  West  Riding 
of  the  County  of  York,  restricts  attempts  by 
the  organisation  to  do  work  both  within 
and  without  the  hospital ; for  example,  a 
meeting  of  the  Executive  held  in  or  near 
the  hospital  involves  nearly  every  member 
in  journeys  out  and  home  of  not  less  than 
20  miles.  The  hospital,  whilst  being  situated 
in  quiet,  healthy  surroundings,  is  far  from 
the  nearest  centres  of  population,  namely, 
Leeds  and  Bradford,  being  approximately 
10  miles  from  either  city.  The  situation  of 
the  hospital,  built  more  than  50  years  ago, 
possibly  in  some  part  was  due  to  the  views 


of  Witnesses 

held  at  that  time  that  lunatics — a popular 
form  of  nomenclature  in  those  days,  but 
only  used  in  the  legal  sense  today — wei^e  a 
race  accursed,  little  better  than  criminals  to 
hp  kept  apart  from  ordinary  citizens.  We 
appear  before  you  as  laymen,  and  consis- 
ting as  our  association  does  in  the  main  of 
relatives  of  mentally  ill  persons,  we  are 
vitally  interested  in  the  findings  of  this 
Commission.  Whilst  we  are  unanimously 
agreed  that  the  law  is  sorely  in  need  of 
reform,  we  feel  that  relatives  are  more  inter- 
ested in  the  state  of  overcrowding,  the 
limitations  of  present  treatment,  financial 
inequities  and  the  unsatisfactory  position 
relating  to  research.  _ We  realise  that  the 
Commission  is  primarily  concerned  with  the 
legal  aspect  of  mental  health,  but  observe 
with  approval  that  it  has  taken  due  note  of 
many  extra-legal  matters,  and  trust  that  any 
amendment  of  the  law  will  be  such  that  it 
will  not  only  alleviate  distress  caused  by 
the  somewhat  cumbersome  legal  formalities, 
but  will  help  to  eradicate  the  inequities 
which  press  upon  a patient  from  his  entry 
into  hospital,  due  to  overcrowding,  lack 
of  amenities  and  privacy,  limitation  in 
modern  treatment  and  research,  all  stem- 
ming from  inadequate  allocation  of  funds. 
We  would  go  so  far  as  to  say  that  a majority 
of  mental  patients  are  accommodated  in 
conditions  of  overcrowding  which  would  not 
be  tolerated  in  the  case  of  cattle  and  race- 
horses. The  mental  hospital  may  be  likened 
to  a famous  edifice  which  a wit  said  was 
Queen  Anne  at  the  front  but  Mary  Ann 
at  the  back.  In  conclusion,  may  we 
respectfully  say  that  we  address  our  remarks 
to  you  as  being  close  to  and  acting  on 
behalf  of  that  vast,  voiceless  multitude  of 
mental  patients,  once  said  by  our  Chair- 
man to  be  the  legion  of  the  lost,  who  are 
almost  equal  in  numbers  to  all  other  classes 
and  categories  of  hospital  patients  com- 
bined. Thank  you,  Sir. 

5047.  Thank  you.  Do  you  want  to  say 
anything  else  before  we  go  through  your 
memorandum? (Mr.  Carter ):  Our  Secre- 

tary has  said,  Sir,  what  we  wanted  to  say 
after  introducing  the  delegation. 
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5048.  If  we  may  go  through  your 

memorandum,  beginning  with  your  recom- 
mendation in  paragraph  5 and  the  follow- 
ing paragraphs,  what  you  recommend  has 
frequently  been  recommended  to  us  by 
previous  witnesses.  You  refer  in  these  para- 
graphs to  “ patients  and  their  relatives  ” ; 
may  not  the  real  difficulty  arise  in  the  case 
of  patients  who  have  no  near  relatives,  or, 
even  worse,  somewhat  irresponsible  rela- 
tives?  In  what  way,  Sir? 

5049.  There  may  be  relatives  who  do  not 
very  much  care,  or  would  like  to  get  rid 
of  their  inconvenient  relative ; there  are  the 
people  with  no  near  relatives,  and  finally 
there  arc  the  people  whose  relatives  are 
very  reluctant  to  take  the  responsibility  even 
of  consenting  to  their  removal  to  hospital, 
even  under  a system  which  does  not  involve 
certification  in  the  present  sense.  In  all 
those  cases  the  responsibility,  if  you 
eliminate,  the  justices’  orders,  falls  upon  the 
duly  authorised  officer,  and  it  is  notable  that 
one  of  the  few  sets  of  people  who  have 
been  reluctant  to  get  rid  of  justices’  orders 
have  been  the  duly  authorised  officers,  who 
feel  that,  not  backed  up  by  a justice,  they 
are  having  rather  too  much  responsibility 
thrown  upon  them.  What  is  your  view 
about  that,  about  cases  where  action  has 
to  be  taken  by  the  duly  authorised  officer? 

As  far  as  we  are  concerned  as  relatives, 

we  feel  that  the  patient  should  be  seen  by 
the  duly  authorised  officer,  and  that  he 
should  explain  to  the  relatives  and  the 
patient  just  what  kind  of  order  can  be  made, 
and  action  should  be  taken  on  that  line. 
But  of  course,  if  in  your  findings  you  should 
come  to  the  conclusion  that  certification  is 
not  necessary,  we  should  have  to  leave  it  to 
you  to  explain  how  it  should  be  done  in 
future.  But  wc  feel  very  sincerely  and 
strongly  about  the  fact  that  these  people  are 
being  certified,  particularly  young  people 
who  go-  at  twenty  or  twenty-one  into  a 
mental  hospital ; no  one  knows  how  long 
they  arc  going  to  stay  there,  and  they  will 
have  that  stigma  of  certification  when  they 
come  out  again — that  to  us  is  very  serious. 

I am  probably  out  of  the  usual  line,  but  I 
am  pretty  sure  that  the  prospect  of  certifica- 
tion does  bother  the  patient  and  that  he  has 
thought  about  it  before  He  even  mentions 
the  fact  that  he  is  mentally  ill.  I think  it 
is  that  sort  of  thing  which  worries  him  long 
before  he  uncovers  his  position,  and  if  certi- 
fication is  taken  away  I think  probably  the 
young  man  or  woman,  and  also  the  middle- 
aged  or  elderly,  would  come  forward  sooner 
with  their  thoughts  as  to  what  is  happening 
than  they  are  doing  at  the  present  day. 

5050.  There  is  no  reason  why  they  should 
not  come  forward  now  as  voluntary 

patients?- 1 know,  but  there  is  always 

that  fear  of  certification  behind  it.  I have 
been  visiting  a mental  hospital  now  for 
twenty-three  years,  every  week,  twice  a week 
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at  times,  and  I have  mixed  amongst  mental 
patients,  and  hundreds  of  them  have  come 
to  me  and  told  me  there  is  nothing  wrong 
with  them  and  they  do  not  see  why  they 
should  have  been  certified  as  of  unsound 
mind. 

5051.  Take  the  case  of  the  voluntary 
patient ; do  you  mean  that  the  voluntary 
patient  is  reluctant  to  go  into  hospital  for 

fear  of  being  certified  when  he  is  there? 

(Mr.  Russell)'  There  are  such  cases,  Sir, 
The  admittance  to  a hospital  on  a voluntary 
basis  does  not  preclude  the  ultimate  certifica- 
tion of  that  patient,  particularly  if  as  you  sug- 
gest his  near  relatives  may  be  irresponsible 
and  indifferent  to  what  may  happen  to  him. 
I think  largely  it  is  this  indifference  on  the 
part  of  relatives  which  has  got  to  be  over- 
come, and  it  is  the  ignorance  of  the  law 
relating  to  mental  illness  which  is  largely 
responsible  for  this  indifference.  Very  few 
people  in  fact  know  exactly  what  is  meant 
by  voluntary  admission  and  certification  if 
they  have  never  met  with  mental  illness 
before ; I think  the  fear  and  the  stigma,  of 
certification  is  largely  due  to  ignorance  on 
the  part  of  the  general  population. 

5052.  (Mr.  Bartlett ):  Are  you  suggesting 
that.  certification  should  be  completely 
abolished,  or  are  you  suggesting  that  it 

should  only  be  used  as  a last  resort? If 

it  is  going  to  be  kept,  it  should  be  used  as 
a last  resort,  but  we  should  like  to  see  the 
abolition  of  it  altogether.  We  feel  it  would 
help  mental  illness  considerably  if  the  re- 
sponsibility could  be  shared  by  the  patient’s 
doctor,  the  Medical  Superintendent  of  the 
hospital,  and  by  the  nearest  relatives,  and 
we  see  no  reason  why  there  should  be  any 
great  interference  by  the  law. 

5053.  If  you  abolish  certification  com- 

pletely, how  would  you  deal  with  the  un- 
willing patient? By  making  the  recom- 

mendation a legal  instrument ; if  two  doctors 
consider  that  such  a person  is  in  need  of 
treatment,  their  recommendation  should  be 
sufficient. 

5054.  (Mr.  Jackson ) : But  is  not  the  effect 
of  that  that  the  recommendation  of  these 
two  doctors  now  becomes  a certification? 
It  does,  but  it  is  no  longer  called  certi- 
fication. 

5055.  But  the  fact  would  be  that  the 

patient  would  be  detained  by  some  certifi- 
cate or  document,  whatever  it  may  be,  which 
two  doctors  would  have  to  sign.  Is  it  pos- 
sible to  get  away  from  that? In  the  case 

of  the  unwilling  patient  it  is  very  difficult, 
but  we  do  not  know  how  often  that  occurs 
— what  is  the  incidence  of  patients  unwilling 
to  enter  hospital.  If  we  can  alter  the  public 
reaction  to  mental  illness,  then  the  incidence 
of  unwilling  patients  is  likely  to  decline. 

5056.  But  I want  to  get  it  quite  clear 
whether  you  will  not  have  a certain  number 
of  patients  who  would  have  to  be  detained 
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against  their  will,  and  in  fact  you  would 
have  to  have  some  document  signed  perhaps 
by  two  doctors,  which  would  be  the  autho- 
rity for  detaining  that  person.  Can  you 

escape  that? {Mr.  Yeadori):  It  seems 

very  difficult  to  do  so,  but  a suggestion  has 
been  made  that  a form  of  recommendation 
be  introduced  for  temporary  patients,  to 
apply  for  a maximum  of  two  years — I think 
that  has  been  the  maximum  period  so  far 
recommended  to  you.  If  it  can  be  done  for 
two  years,  why  can  it  not  be  done  for  a 
longer  period,  or  perhaps  an  indefinite 
period?  That  is  a point  we  have  made 
in  our  memorandum.  It  is  very  difficult  to 
understand  that,  and  I cannot  follow  the 
reasoning  there ; if  something  is  possible 
for  two  years  without  the  absolute  legal 
decision,  why  can  it  not  be  applied  for  a 
longer  or  an  indefinite  period? 

5057.  {Chairman):  I think  the  answer  is, 
in  the  minds  of  those  witnesses  who  recom- 
mended that,  that  if  you  are  depriving  a 
man  of  his  liberty  and  putting  him  away  for 
life,  one  really  ought  to  have  something  like 

a judicial  procedure. May  I suggest,  my 

Lord,  that  the  difficulty  with  a patient  is 
more  likely  to  occur  when  he  is  about  to 
go  into  a mental  hospital,  or  shortly  after, 
and  that  once  he  has  settled  down  he  is  not 
unduly  worried  about  coming  out,  and  his 
desire  to  come  out  gradually  diminishes  as 
time  passes  by  and  he  should  become  more 
manageable. 

5058.  Is  that  desirable,  that  a patient 

should  be  entirely  content  to  be  institution- 
alised?  It  is  very  undesirable,  but  as 

opposed  to  certification,  which  is  the  worse 
of  the  two  evils?  (Mr.  Carter):  I think  it 
is  desirable,  if  a man  is  prepared  to  be  con- 
tented in  a place  where  medical  opinion 
thinks  he  should  be.  It  is  far  better  that  he 
be  content  and  settle  down  rather  than  be 
asking  to  come  out,  as  some  of  them  do, 
probably  knowing  themselves  that  they 
should  not  come  out,  but  because  they  are 
certified,  and  know  that  they  are  certified, 
they  are  constantly  asking  “ Why  can  I not 
come  out?”  and  so  on. 

5059.  If,  as  is  done  in  some  States  in  the 
United  States  of  America  and  is  universally 
recomiriended  in  the  United  States,  a right 
were  given  to  a patient  in  hospital  to 
appeal  for  a judicial  determination,  do  you 
think  that  opportunity  would  not  be  taken 

advantage  of  by  patients? 1 think  it 

should  be  taken  advantage  of,  as  far  as  I 
have  understood  you.  (Mr.  Yeadori):  I 
think  in  many  cases  the  patient  would  take 
advantage  of  it.  (Mr.  Russell):  I think 
many  patients  would  not  wish  to  call  in  a 
justice.  (Mr.  Cripps):  I think  a lot  of  the 
relatives,  Sir,  would  wish  to  take  advantage 
of  that  and  take  the  matter  before  a 
judicial  body.  I am  sure  they  would  be 
very  happy  to  do  that  in  many  cases,  but 
they  feel  at  the  moment  that  they  are  up 
against  a brick  wall.  Like  Mr.  Carter,  I 


have  been  visiting  a mental  hospital  for 
twenty-five  years  now  and  I have  heard 
relatives  saying  that  they  would  like  to  get 
the  patient  out  but  they  do  not  seem  to  be 
getting  any  further,  and  I think  that  to  go 
before  a judicial  body  would  furnish,  them 
with  some  hope. 

5060.  But  I thought  your  whole  argument 
was  that  the  stigma,  in  the  view  of  relatives 
and  patients,  resided  in  the  judicial  order? 

That  is  partly  so,  but  perhaps  we  are 

inconsistent  in  some  respects ; like  all  these 
things,  one  does  feel  that  way.  I have  had 
a good  deal  of  experience  under  the 
National  Assistance  Act,  in  the  removal  of 
infirm  persons  living  in  insanitary  con- 
ditions. We  first  had  it  in  Leeds  in  a local 
Act,  and  then  under  the  National  Assistance 
Act  it  became  a national  thing.  We  find 
there  that  eventually  very  few  people  have 
to  come  under  a judicial  order  of  removal 
on  application  to  a magistrate  in  open 
court ; most  of  them  are  persuaded  to  go  in 
by  the  welfare  officers.  But  with  mental  ill- 
ness there  does  not  seem  to  be  quite  the 
same  spirit ; the  authorised  officers — I know 
a number  of  them — are  very  .-admirable 
people,  they  are  a fine  body  of  men,  and 
I have  no  doubt  they  feel  they  must  have 
some  legal  backing  for  removing  a man 
sometimes  in  rather  difficult  circumstances, 
but  there  should  be  some  method  of  giving 
them  authority  and  backing  for  removing  a 
person  without  having  to  go  to  the  extreme 
length  of  certification. 

5061.  I quite  understand  that  point  of 
view,  but  I am  only  putting  to  you  the 
possible  danger  of  public  opinion  saying 
that  if  the  relatives  are  willing  and  the 
doctors  think  he  ought  to  go,  that  is  all 
right ; blit  if  you  simply  have  the  doctor 
and  no  relative,  and  the  whole  thinjj  is  in 
the  hands  of  the  local  authority,  taking  ad- 
ministrative action— it  is  true  on  medical 
recommendation — without  judicial  sanction, 
you  may  have  a lot  of  critics  saying  that 
that  is  putting  too  much  power  in  the 
hands  of  the  duly  authorised  officer,  who 
after  all  is  a servant  of  the  local  authority, 

(Mr.  Carter):  But  is  there  not  also 

the  fact  that  the  Management  Committee 
are  there  more  or  less  to  safeguard  these 
conditions  today?  You  did  mention  the 
fact  that  our  whole  case  is  that  the  stigma 
arises  from  certification.  I do  not  think 
that  is  altogether  as  we  think ; I think  we 
are  of  the  opinion  that  the  stigma  comes 
along  as  well  on  various  other  lines.  These 
people  today  are  more  or  less  laughed  at 
by  the  public,  they  are  called  “ crackers  ” ; 
one  well-known  television  personality  even 
calls  them  barmy,  nuts,  and  so  on,  and  that 
they  ought  to  be  in  the  loony  bin.  That 
is  not  helping  any  young  man  or  woman 
who  is  beginning  to  feel  that  his  mental 
faculties  are  going,  to  come  forward  to 
any  doctor  or  anyone  else  and  say  what  is 
going  on.  All  that  sort  of  thing  has  quite 
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a lot  to  do  with  the  stigma  attached  to 
mental  health,  because  the  public  generally 
would  not  laugh  at  a blind  man  or  a 
cancer  patient,  or  anything  like  that,  and 
if  we  can  eliminate  this  I think  the  public 
generally  will  take  a bit  more  notice  of 
mental  illness. 

5062.  I agree  with  all  you  say  about 
propaganda,  but  I am  afraid  the  most  diffi- 
cult thing  to  alter  by  propaganda  is  a 

nation’s  slang. But  there  arc  such  things 

as  the  radio  and  the  television,  it  could 
be  stopped  there.  They  even  have  mental 
patients  in  the  programmes  at  times.  (Mr. 
Yeadon ):  Going  back  to  your  point,  Sir, 
about  the  duly  authorised  officer  accepting 
full  responsibility,  that  surely  would  not  be 
the  position.  I think  the  method  of  recom- 
mendation which  has  been  put  before  you 
also  brings  in  two  psychiatrists,  one 
attached  to  the  hospital  to  which  the  patient 
would  be  transferred,  and  an  independent 
psychiatrist;  the  responsibility  is  not  to 
fall  entirely  on  the  shoulders  of  the  duly 
authorised  officer,  it  is  shared  to  that  extent. 
That  being  so,  I see  no  good  reason  why 
the  justices  should  necessarily  continue  to 
be  called  into  the  procedure. 

5063.  The  doctor  would  not  wish  to  be 
in  the  position  of  taking  executive  action. 
The  doctor  recommends  hospital  treatment ; 
the  local  authority  may  have  to  exercise 
force.  Is  there  to  be  no  appeal  to  the 

judicial  authority? (Mr.  Carter ):  Do 

you  mean  appeal  by  the  patient? 

5064.  Appeal  by  the  patient  or  by  his 

relatives,  if  the  relatives  object. Many 

times  it  has  been  known,  with  patients  in 
general  hospitals,  when  the  relatives  have 

one  to  visit  them  on  visiting  day  they 

ave  found  that  they  have  gone  on  to  a 
mental  hospital ; they  have  been  certified 
and  the  relatives  have  known  nothing  about 
it.  Wc  think  the  relatives  should  be  con- 
sulted in  all  cases. 

5065.  But  at  least  nowadays  you  have 
the  sanction,  whatever  one  may  think  of  it, 
of  an  appeal  to  the  law.  I know  it  may 
not  much  look  like  an  appeal  to  the  law, 

very  often. Of  course,  what  we  are 

mainly  concerned  about.  Sir — and  we  may 
just  be  wrong  on  that  side  of  the  law — is 
to  try  to  bring  mental  illness  into  line  with 
general  illness. 

5066.  (Mr.  Jackson):  There  is  this  point 
of  compulsion  which  bothers  one,  which 

does  not  fit  that  comparison,  you  see. 

We  realise  that,  but  we  think  that  if  you 
are  so  minded,  with  legal  advice  you  could 
frame  something. 

5067.  If  a person  may  be  detained  in- 
definitely on  the  recommendation  of  two 
medical  men,  are  you  not  in  some  danger 
that  the  patient’s  attitude  and  the  attitude 
of  the  relatives  towards  these  medical  men 
may  be  rather  different  from  what  it  is 
now?  It  may  be  said  that  they  are  the 


people  who  are  responsible  for  this  in- 
definite detention,  and  a good  deal  of  the 

sympathy  they  now  have  may  go? But 

there  is  always  the  Management  Committee 
there  to  consider  it  as  a judicial  authority, 
more  or  less. 

5068.  (Chairman):  And  you  would  put  a 
great  deal  of  confidence  in  the  Hospital 

Management  Committee? We  do  in  this 

respect,  that  we  can  go  and  see  the  Manage- 
ment Committee  at  any  time,  as  relatives, 
and  the  public  generally  are  in  touch  with 
them,  they  know  the  members.  (Mr. 
Russell ):  I think  there  would  be  far  more 
confidence  in  a Management  Committee 
working  that  way  than  in  a lay  magistrate 
who  may  or  may  not  know  anything  at  all 
about  mental  health  or  what  it  actually 
implies. 

5069.  In  your  experience,  how  much 

opportunity  do  members  of  a Hospital 
Management  Committee  have  of  satisfying 
themselves  at  all  responsibly  about  a par- 
ticular patient  in  the  hospital? (Mr. 

Carter):  That  depends  how  enthusiastic 
they  are,  I should  say.  (Mr.  Russell):  I 
think  fairly  well,  Sir.  The  knowledge  that 
Management  Committees  get  of  patients  is 
extremely  good.  They  see  them  at  least 
monthly  over  a period  of  years  and  get  to 
know  individual  patients  so  that  they  have 
more  knowledge  of  mental  illness  and  all 
that  it  implies  than  an  ordinary  lay  magis- 
trate would  have.  I think,  therefore,  that 
the  relatives  would  have  more  confidence 
in  appealing  to  them  than  they  would  have 
in  appealing  to  a lay  magistrate.  If  I was 
in  such  a position  I would  think  that  the 
lay  magistrate  was  only  doing  what  the 
doctors  were  telling  him  to  do  and  that  the 
doctors  were  merely  hiding  behind  tjie 
magistrate’s  back,  if  I may  put  it  that  way. 
(Mr.  Cripps):  There  is  a point  there,  Sir, 
which  possibly  we  have  not  brought  out. 
Whilst  wc  feel  there  should  be  less  formality 
at  the  start,  things  would  be  better  if  there 
were  more  review  over  the  period  of  years 
when  a person  is  in  the  hospital.  We  feel 
that  once  patients  are  certified  the  feeling 
generally  amongst  relatives  is : “ It  is  hope- 
less now  to  try  and  get  him  out  ”,  It  would 
be  better  if  there  were  less  compulsion  at 
the  beginning,  but  in,  say,  six  months’  time, 
there  was  a complete  review  of  the  case 
and  the  relatives  were  called  before  the 
Management  Committee,  and  it  was  made 
statutory  that  they  did  have  the  opportunity 
and  were  given  definite  notice  to  appear 
before  them  and  given  the  position,  and 
similarly  in  twelve  months,  and  so  on.  My 
experience  is  that  once  patients  get  in  a 
mental  hospital,  many  of  the  relatives  being 
working  people  have  not  much  knowledge 
of  the  law.  The  law  is  a formidable  thing 
to  them  and  they  just  feel  as  if  they  are 
caught  in  the  ramifications  and  tentacles  of 
an  octopus  and  they  just  cannot  do  anything. 
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5070.  Surely  you  are  taking  a poor  view 

of  the  mentality  of  the  working  classes, 
are  you  not?  There  is  no  ramification  or 
difficulty  of  machinery ; a person  has  the 
right  to  discharge  his  relative  who  is  a 
patient  at  a mental  hospital,  at  any  time, 
subject  to  what  is  very  rare,  the  issue  of  a 
barring  certificate  by  the  Medical  Super- 
intendent.  (Mr.  Carter ):  I have  every 

respect,  Sir,  for  the  working  class,  I am 
one  of  them,  but  I am  pretty  sure  that  in 
the  mass  they  do  not  take  notice  of  these 
things  as  much  as  they  should  do.  I am  not 
saying  they  have  not  got  the  intelligence,  it 
is  because  they  do  not  think  about  it. 

5071.  (Mrs.  Braddock ):  Do  you  think  the 

relatives  ought  to  be  given  more  informa- 
tion about  the  general  condition  of  the 
patient? 1 am  sure  they  ought. 

5072.  Do  you  think  if  more  detailed 

information  were  given,  there  might  be  less 
difficulty  about  people  desiring  to  take 
relatives  out  of  hospital,  if  they  were  receiv- 
ing the  right  sort  of  treatment? (Mr. 

Cripps ):  Definitely.  (Mr.  Carter):  We  feel, 
as  relatives — and  I think  we  have  mentioned 
it  in  our  memorandum — that  we  should 
know  more  of  the  day  to  day  living  of  the 
patient.  When  we  ask  the  doctors  about 
this  sort  of  thing  we  feel  we  are  trespassing 
on  their  time.  We  feel  there  ought  to  be 
someone  more  like  an  almoner  whom  we 
could  go  and  see  and  talk  to — we  could 
even  talk  to  the  charge  nurses — and  prob- 
ably be  more  satisfied  in  our  minds  than 
we  can  just  by  going  to  the  doctor  who  gives 
us  a cold  review  of  what  is  wrong  with  the 
patient.  Everybody  does  not  like  to 
question  a doctor. 

5073.  (Chairman):  On  this  question  of 
propaganda,  informing  relatives  of  their 
rights,  and  so  on,  a natural  agency  of  propa- 
ganda -night  be  the  general  practitioner.  Is 
it  you-  experience  that  the  general  practi- 
tioner does  not  see  or  take  any  interest  in 

the  relatives  of  mental  patients? (Mr. 

Russell):  Yes,  in  our  experience  certainly. 
The  most  I have  ever  got  out  of  a general 
practitioner  is  that  he  has  a strong  objection 
to  certification,  and  if  he  can  get  his 
patient  in  without  certification  he  will  do 
so,  but  that  is  as  far  as  he  will  go.  To 
ask  him  exactly  what  it  means  does,  not 
bring  forth  a great  amount  of  information. 

5074.  I know  the  general  practitioner  is 
very  often  reluctant  to  give  a certificate  him- 
self, but  that  does  not  necessarily  mean  that 
he  is  so  out  of  touch  with  the  family  that 
he  cannot  inform  the  family  of  the  status 
of  a person  in  hospital,  or  the  rights  of 

relatives? That  may  be  so  in  some  cases, 

but  it  has  certainly  not  been  so  in  my 
experience.  When  I have  asked  my  own 
general  practitioner  what  can  be  done  about 
this  sort  of  thing,  he  has  merely  asked  where 
she  was,  and  so  on,  and  said,  “ That  is 
entirely  in  the  hands  of  the  psychiatrist 


5075.  (Dr.  Rees):  Are  you  talking  about 

mental  deficiency  or  mental  illness? 

Mental  illness. 

5076.  Is  there  any  real  difficulty  in  getting 

a patient  discharged  from  Menston  at  the 
present  time? 1 do  not  think  so,  no. 

5077.  I take  it  the  relatives  realise  the 

next  of  kin  can  discharge  a patient? 1 

do  not  know  whether  everyone  does  realise 
that. 

5078.  I take  it  most  of  them  do? (Mr. 

Carter):  I think  it  is  getting  round;  it  is 
Section  72,  I believe. 

5079.  Does  the  Medical  Superintendent 

often  give  a barring  certificate? No?  I 

do  not  think  so.  (Mr.  Russell):  I think 
most  relatives  with  regard  to  discharge  are 
quite  prepared  to  accept  the  doctor’s  word, 
and  they  will  wait  until  the  doctor  says  the 
patient  is  well  enough  to  come  out.  The 
same  sort  of  thing  applies  with  regard  to 
leave,  and  so  on ; the  sister  in  charge  says, 
“The  patient  is  well  enough  to  come  on 
leave  ”,  and  eventually,  “ The  patient  is  well 
enough  to  come  home ; why  do  you  not 
apply?” 

5080.  Is  the  doctor  available  to  see  rela- 
tives on  visiting  days? Yes.  (Mr. 

Yeadon) : By  appointment. 

5081.  (Mr.  Jackson):  May  I return  to 

your  point  about  being  given  information 
in  a way  that  the  relative  can  follow?  Is  it 
any  different  from  the  general  position  to  be 
found  with  patients  in  ordinary  hospitals? 
Does  one  there  get  this  patient  and  careful 
explanation  of  the  trouble,  or  does  one 
there  get  something  of  what  you  have  been 
describing?  In  other  words,  is  this  difficulty 
you  have  mentioned  especially  a mental  ill- 
ness one,  or  is  it  unfortunately  a character- 
istic of  hospitals? (Mr.  Russell):  I think 

there  is  a natural  reticence  in  the  medical 
profession  as  to  how  much  they  can  tell  the 
lay  public  with  regard  to  any  particular 
illness,  but  what  I submit  is  that  in  the  case 
of  a general  hospital  it  is  not  always  so 
very  important,  because  the  patient  will  be 
out  and  about  in  three  to  six  weeks,  or 
something  of  that  sort,  and  it  is  sufficient 
to  say  that  the  patient  is  suffering  from 
whatever  it  may  be,  and  that  is  all  the 
medical  practitioner  need  say  to  the  rela- 
tives. In  the  case  of  mental  illness  it  is  so 
very  different ; one  does  not  know,  in  fact 
the  doctors  themselves  are  very  loth  to  com- 
mit themselves,  how  long  the  patient  will  be 
there  or  how  serious  the  patient’s  condition 
may  be.  We  do  not  exactly  blame  the 
doctors  for  than,  but  nevertheless  it  is 
indicative  of  the  ignorance  of  the  public 
with  regard  to  the  illness  as  a whole,  and 
the  problems  and  the  law  relating  to  it, 
In  fact,  I had  absolutely  no  idea  of  the 
machinery  of  the  law  appertaining  to  mental 
illness  until  I had  an  opportunity  of  going 
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through  the  minutes  of  this  Commission, 
and  I cannot  honestly  say  that  1 know  where 
I would  get  that  information. 

5082.  {Chairman):  At  Menston  Hospital 
is  there  anybody  whom  a relative  can  inter- 
view, below  the  rank  of  Physician  Super- 
intendent? Is  there  a house  governor  or 

an  almoner? There  is  no  almoner.  One 

usually  sees  the  doctor  in  charge  of  the 
patient.  (Mr.  Carter ) : May  I say,  Sir,  that 
we  are  not  complaining  about  the  medical 
staff  of  Menston,  or  Menston  itself,  at  all. 
The  doctors  do  their  duty,  as  they  do  any- 
where else,  but  we  do  say  as  relatives  that 
we  like  to  hear  of  the  day  to  day  living  of 
our  patient,  what  he  is  doing,  how  he  does 
it,  and  all  that  sort  of  thing,  and  probably 
we  could  get  that  from  someone  below. 
I do  not  know  whose  responsibility  that  is, 
whether  it  should  come  from  the  hospital 
or  where  it  should  be,  but  that  is  the  sort 
of  thing  we  are  formed  for,  to  try  to  get 
this  information. 

5083.  I know  you  are  not  criticising,  but 
my  question  is  directed  to  this : in  a general 
hospital  there  is  usually  an  almoner  or 
house  governor  who  can  inform  the  rela- 
tive of  non-medical  information  such  as  the 
legal  position,  and  so  on,  but  too  often  it 
seems  to  me  in  mental  hospitals  the 
Physician  Superintendent  is  the  only  person 

that  anyone  can  see. Yes,  or  the  junior 

doctors  at  times. 

5084.  (Mr.  Bartlett ):  Surely  you  could 
see  the  Secretary  of  the  hospital,  if  you 
made  an  application  for  an  interview  with 

him. Yes,  as  far  as  the  legal  position  is 

concerned,  but  we  are  not  really  speaking 
about  the  legal  position.  We  are  speaking 
about  the  every  day  living  of  our  patient. 

5085.  Where  do  you  go  to  visit  the 

patient?- Fortunately  for  me,  I can  have 

my  patient  out  every  Saturday  afternoon. 
We  see  them  in  the  wards. 

5086.  (Dr.  Rees):  What  about  the  nurses 
in  charge  of  the  wards,  can  they  not  get 

you  the  information? Yes,  Sir,  when  we 

can  get  hold  of  the  charge  nurse. 

5087.  But  if  you  visit  the  wards,  surely  the 

charge  nurse  or  sister  is  there? (Mr. 

Russell):  But  they  are  always  very  busy  and 
harrassed,  and  in  fact  there  are  only  two  or 
at  the  most  four  in  charge  of  the  patients 
on  visiting  day. 

5088.  You  do  not  visit  them  in  the  ward? 

Usually  it  is  more  or  less  in  the  ward  ; 

there  is  an  ante-room  adjoining. 

5089.  You  see  them  in  an  ante-room 
off  the  ward,  you  do  not  go  into  the  ward? 

In  some  wards  you  do,  but  normally 

the  day  room  is  occupied  with  patients,  and 
the  corridor  or  an  ante-room  is  used  for  the 
visiting.  (Mr.  Yeadori):  We  have  not  access 
to  every  ward.  I visit  my  relative,  who.  is 
accommodated  in  a first  floor  ward  to  which 
the  public  and  visitors  have  no  access. 
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5090.  Is  that  a disturbed  ward? No. 

(Mr.  Cripps):  Sometimes,  too,  Sir,  I ought 
to  mention,  the  actual  sisters  are  not  there. 
In  my  own  particular  case,  I wished  to  make 
some  enquiry  about  my  patient’s  eyesight, 
but  there  was  only  an  orderly,  who  is  a 
foreigner  who  can  barely  speak  English, 
and  there  was  no  one  else  present  at  that 
time  from  whom  I could  make  my  enquiries. 

I am  not  complaining,  the  woman  was  doing 
an  excellent  job,  but  I could  not  ask  her 
about  the  condition  of  the  patient.  Sister 
happened  to  be  off  duty,  and,  as  one  knows, 
staffing  problems  are  very  bad  there. 

5091.  But  then  you  could  have  seen  the 

doctor? If  I had  made  an  appointment 

prior  to  going  to  the  hospital,  I could  have 
done. 

5092.  (Chairman):  Is  there  a psychiatric 

social  worker  attached  to  the  hospital? 

(Mr.  Carter):  Yes,  but  I do  not  know  that 
we  can  see  her  at  all  at  the  weekends. 

5093.  Is  she  available  to  relatives? We 

have  not  had  that  opportunity.  (Mr. 
Russell):  No,  Sir. 

5094.  Surely  a psychiatric  social  worker’s 
job  is  with  the  relatives,  she  is  supposed  to 
do  the  almoner’s  job  in  a mental  hospital? 

(Mr.  Yeadori):  It  certainly  has  not  been 

made  known  to  relatives  that  approach  can 
be  made  to  the  psychiatric  social  worker. 

5095.  In  paragraph  15  you  speak  of  the 

loss  of  contact  and  personal  relations  be- 
tween relative  and  patient.  Have  relatives 
a large  freedom  to  visit  the  patients  in  hos- 
pital?  (Mr.  Russell):  I think  what  we 

mean  there,  Sir,  by  loss  of  contact  is  what 
we  have  just  been  talking  about,  the  lack 
of  means  of  obtaining  knowledge  of  the  day 
to  day  activities  of  the  patient. 

5096.  In  that  paragraph  also  you  speak 
about  the  legal  inadmissibility  of  any  state- 
ment made  by  a patient.  From  what  lawyer 
have  you  got  that  surprising  information? 

(Mr.  Cripps):  What  we  are  thinking  of, 

Sir.  to  give  perhaps  a concrete  example,  is 
the  sort  of  thing  with  which  one  meets 
constantly  as  a regular  visitor  and  a mem- 
ber of  a relatives’  association.  A relative 
tells  you,  “ My  son  has  been  badly  assaulted 
by  one  of  the  members  of  the  staff,  and  he 
has  received  black  eyes,”  and  so  on.  If 
one  speaks  to  the  patient  as  to  that,  and  gets 
a certain  statement  from  him,  there  is  no 
validity  attached  to  that  statement,  if  one 
wished  to  take  proceedings  in  the  local 
Magistrate’s  Court.  A certain  type  of  rela- 
tive might  wish  to  take  some  proceedings. 
The  statement  of  the  patient  is  of  course 
entirely  inadmissible  in  court,  and  would 
not  be  given  any  credence  whatsoever  in 
a court  of  law. 

5097.  I do  not  know  what  the  founda- 

tion for  that  statement  is.  Is  that  your 
actual  experience? (Mr.  Carter):  Is  it 
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not  a fact  that  if  a man  is  certified  as  of 
unsound  mind  he  is  not  deemed  to  be  com- 
petent to  say  anything  right,  more  or  less? 

5098.  I have  myself  heard  a judge  refuse 
absolutely  to  rule  out  a witness  to  the  ill- 
doings  of  hospital  staff  because  he  was  certi- 
fied ; the  judge  put  him  into  the  witness  box. 

But  we  are  not  just  thinking  of  it  from 

the  point  of  view  of  violence.  I think  there 
are  lots  of  other  things  which  crop  up  as 
regards  that  kind  of  thing.  Some  of  the 
patients  do  express  wishes  about  certain 
things,  which  probably  are  not  taken 
much  notice  of  by  the  nursing  staff,  or  they 
.are  not  allowed  probably  to  meet  the 
medical  officer,  and  so  on.  They  are  pre- 
pared to  talk  to  us  about  it. 

5099.  There  may  be  a tendency  among 
the  less  good  doctors  and  nurses  to  ignore 
anything  which  the  patient  may  say,  on  the 
ground  that  it  is  probably  unjustified,  but 
it  is  your  words  “ legal  inadmissability  ” 

which  I was  challenging. (Mr.  Yeadon ): 

I think,  Sir,  the  sort  of  point  we  may  have 
had  in  mind  when  we  included  that  in  the 
memorandum  is  this.  For  example,  at  our 
own  hospital  we  do  know  that  the  sanitary 
accommodation  has  been  very  lacking.  It 
probably  is  receiving  the  attention  of  the 
Management  Committee  at  the  moment,  but 
unsatisfactory  toilet  provision  does  prevail 
at  the  present  time,  and  it  could  well  be 
that  in  a general  hospital  a patient  would 
just  not  tolerate  those  circumstances  and 
would  refuse  to  bath  in  the  type  of  bath 
one  sees  in  this  particular  hospital,  but 
what  can  a mental  patient  do  about  it? 
He  may  protest,  but  nothing  develops  from 
it.  For  that  reason  we  think  there  ought  to- 
be  someone  to  aot  as  spokesman  for  the 
mental  patients. 

5100.  Surely  the  Hospital  Management 
Committee  is  supposed  to  review  that?  It 
is  responsible  for  the  welfare  of  the  patient? 

(Mr.  Carter ) : Yes,  Sir,  but  I think  you 

will  realise  from  the  evidence  you  have  had 
that  the  funds  are  not  adequate  for  the 
mental  hospital  as  they  should  be  to-  allow 
the  Management  Committee  to  do  this.  We 
are  no<t  blaming  the  Management  Commit- 
tee or  criticising  them  for  not  doing  these 
things,  because  they  have  not  got  the  funds 
to  do  it.  But  unless  someone  does  say 
something  about  it  and  brings  these  things 
forward  it  may  go  on  as  it  has  in  the  past. 
We  as  relatives  have  our  sons,  our 
daughters,  our  wives,  and  mothers  in,  mental 
hospitals,  and  some  of  us  think  quite  a lot 
about  them  and  are  prepared  to  go  on  visit- 
ing and  visiting  and  trying  to  do  something 
for  them.  There  are  others,  as  you  men- 
tioned, who  do  not  care  twopence  about  it. 
We  are  now  beginning,  as  relatives,  to  come 
forward  and  try  to  help  these  patients. 
That  is  our  whole  attitude  in  this  job, 
whether  it  may  be  on  certification,  or  what- 
ever it  may  be.  I imagine  if  I was  certified 


I should  feel  I was  certified  into  another 
world,  not  as  a human  being,  I would  be 
lost  as  a human  being.  That  is  what 
would  pass  through  my  mind. 

5101.  (Mr.  Jackson ):  I am  very  sympa- 
thetic to  a lot  of  the  things  you  are  saying, 
but  I want  to  find  out  what  are  your  ideas 

as  to1  the  remedying  of  them? We  leave 

it  to  you,  people  of  the  law. 

5102.  This  is  not  the  law ; this  is  a ques- 
tion of  how  certain  public  services  can  be 
run  to  make  them  very  much  better  for 
the  people  for  whom  they  are  run,  which 
is  all  of  us.  You  feel,  I gather,  that  you 
know  certain  things  about  the  mental  hos- 
pital that  ought  to  be  complained  about 
and  ought  to  be  put  right,  but  your  diffi- 
culty really  is  you  do  not  quite  see  where 
to  make  a fuss— am  I putting  it  fairly? 

We  do  know  where  it  wants  righting, 

it  wants  righting  in  the  House  of  Commons 
so  far  as  some  of  these  facilities  are  con- 
cerned, and  we  are  trying  to  create  the 
public  opinion  that  will  do  it. 

5103.  Is  .there  any  fundamental  difference 
in  this— I return  to  this  point— between 
mental  hospitals  and  other  institutions  or 
any  part  of  the  social  services  that  you 

regard  as  unsatisfactory?  (Mr. 

Yeadon ):  Yes,  I think  there  is  a great 
danger  of  the  general  hospital  side  receiving 
better  treatment.  They  can  exert  more 
pressure  than  the  mental  hospital  side  in  so 
far  as  the  general  hospital  patient  makes  his 
own  contribution,  whereas  in  the  case  of 
the  mental  hospital  the  patient’s  voice  is 
just  not  heard.  That  is  why  we  feel  we 
would  wish  to  have  some  official  representa- 
tion of  the  mental  patient. 

5104.  (Chairman):  I wonder  what  foun- 
dation there  is  for  your  statement  that  the 
general  hospital  comes  off  better  from 
regional  funds  than  a mental  hospital? 

(Mr.  Carter ):  I could  put  it  like  this; 

the  average  general  hospital  costs  £15  per 
week  per  patient  and  the  average  mental 
hospital  is  costing  something  like  £4  per 
week  per  patient. 

5105.  You  are  raising  .the  question  now 
of  bad  accommodation.  When  it  comes  to 
bringing  sanitary  accommodation  up  to  date, 
my  experience  is  not  very  recent,  five  or  six 
years  old,  but  my  experience  always  used  to 
be  that  the  mental  hospital  always  made 
much  the  biggest  row  on  the  Regional  Hos- 
pital Board  and,  on  the  whole,  got  more 
than  the  small  general  hospitals  within  the 

Region. (Mr.  Cripps) : That  is  not  so  in 

our  part  of  the  country.  (Mr.  Russell ): 
We  may  be  in  a peculiar  situation,  Sir,  but 
we  certainly  have  not  had  that  experience. 
I would  like  to  put  it  this  way,  that  in  the 
past  mental  patients  have  been  regarded  as 
the  responsibility  of  the  State  or  the  local 
authority,  and  in  caring  for  them  I submit 
they  have  done  a thoroughly  bad  job  in 
allowing  the  mental  hospitals  to  become  so 
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grossly  overcrowded  as  they  are  at  the 
moment.  That  sort  of  thing  is  not  tolerated 
in  ordinary  general  hospitals.  Whatever 
may  have  gone  before  we  cannot  do  very 
much  about,  but  we  do  feel  if  we  allow  it 
to  go  on  in  the  same  way  as  it  has  gone  on 
in  the  past  then  we  shall  not  be  getting 
anywhere,  and  there  will  be  people  who  say 
that  the  mental  hospitals  have  had  and 
are  having  all  that  they  require  and  we 
cannot  do  anything  about  the  overcrowding. 
(Mr.  Carter ):  On  Mr.  Jackson’s  point  about 
the  mental  hospital  being  different  from  the 
general  hospital,  I understand  there  has 
been  £8  million  spent  since  1948  on  medical 
research  on  the  general  side  and  only 
£87,000  on  mental  research,  which  is  about 
1 per  cent.,  although  almost  50  per  cent, 
of  the  beds  in  the  country  are  occupied 
by  mental  patients.  That  is  another  big 
difference. 

5106.  The  £8  million  includes  research 

on  all  physical  diseases,  does  it? Yes. 

Tuberculosis  has  gone  a long  way  towards 
being  stopped,  and  now  polio  is  going 
a long  way  towards  being  stopped. 
That  is  all  from  research  and  we 
are,  as  we  say,  fighting  for  that  sort 
of  thing.  We  want  to  see  more  put  into 
mental  research. 

5107.  I know  you  are  putting  in  a very 
strong  plea  for  research.  I wish  one  could 
get  results  from  research  in  proportion  to 

the  amount  of  money  one  spends  on  it. 

But  if.  it  is  never  spent,  there  is  nothing 
done,  is  there? 

5108.  (Mrs.  Braddock):  Do  you  not 

agree,  that  quite  an  amount  of  mental  ill- 
ness is  due  to  physical  conditions,  and  the 
money  being  spent  on  other  medical 
research  can  very  well  benefit  the  mental 

sides  as  well? 1 would  not  know  about 

the  physical  conditions.  (Mr.  Russell ):  I 
doubt  it  very  much.  I think  we  have 
conquered  an  enormous  field  in  physical  ill- 
nesses, but  mental  illness  continues  to  rise 
still.  There  are  as  many  people  now  suffer- 
ing from  mental  illness  and  who  will  con- 
tinue to  suffer  from  mental  illness  whose 
condition  I would  not  say  is  entirely  derived 
from  physical  conditions,  although  we  are 
not  qualified  to  judge  that.  (Mr.  Carter ):  If 
Mrs.  Braddock  means  low  living  conditions, 
I would  not  say  it  was  that.  I think  it  is 
general,  among  all  classes.  (Mr.  Cripps ): 
There  is  one  point  that  is  mentioned  in  con- 
nection with  overcrowding.  When  we  went 
to  the  Regional  Board  the  Chairman  there 
did  say  that  really  they  were  hoping  to 
concentrate  their  facilities  on  prevention. 
We  quite  agree  with  prevention,  we  are  all 
in  favour  of  it,  but  we  do  not  agree  that 
that  allows  the  Regional  Board  to  sit  down 
and  say  that  this  overcrowding  will  have 
to  continue  for  the  next  twenty  years  until 
the  prevemtive  measures  are  such  that 
there  will  not  be  overcrowding.  We  feel 


something  must  be  done  now  immediately, 
otherwise  the  problem  will  get  worse  and 
worse  because  very  few  people  will  be 
™red.  We  feel  that  the  overcrowding  and 
the  lack  of  segregation  of  patients  must 
have  a very  deleterious  effect  on  the 
younger  patients  now  coming  in.  I person- 
ally have  given  up  all  hope  of  mv  patient 
ever  returning  home,  that  patient ‘is  going 
into  the  seventies.  But  my  hope  is  for 
those  younger  people  coming  in,  and  it 
must  have  an  extraordinarily  depressing 
effect  upon  them  to  go  into  a hospital  so 
grossly  overcrowded  that  they  are  all  herded 
together  as  they  are.  Your  colleague  men- 
tioned. the  general  hospitals.  My  wife  has 
been  in  a general  hospital  in  the  last  few 
weeks  and  the  difference  to  me  was  tremen- 
dously marked  because  there,  of  course,  the 
patients  themselves  take  a great  interest  in 
their  cases,  and  you  very  often  do  not  need 
to  ask  the  sister  in  charge  of  the  ward  what 
is  the  matter  because  they  can  give  you 
a full  history  of  their  case  and  you  do 
know  it  is.  accurate  to  a certain  degree, 
whereas  with  a mental  patient  one  can 
question  them  about  their  state  and  unfor- 
tunately one  cannot  get  very  much  informa- 
tion, and  even  the  sister  in  charge  of  the 
ward  often  cannot  give  one  very  much 
information  about  them.  They  say  they 
are  the  same  or  there  is  very  little  change, 
and  so  on,  whereas,  as  has  been  said 
before,  in  a physical  illness  the  patient  is 
only  in  for  a short  stay  and  one  sees  either 
a rapid  improvement  or  a rapid  deteriora- 
tion and  patients  are  continually  leaving  the 
hospital.  Chronic  cases  are  comparatively 
few.  There  is  a very  great  turnover,  I 
noticed  that  myself.  One  goes  in  one  day 
and  goes  in  the  following  day  and  there  is 
a tremendous  change-over.  That  does  not 
happen  in  a mental  hospital,  you  have  got 
people  who  have  been  there  for  years  and 
years  and  years ; in  fact  there  are  people 
I have  seen  for  twenty  years,  and  it  must 
be  a most  depressing  thing  if  young  people 
are  to  be  amongst  these  chronic  patients. 

5109.  (Chairman):  I think  it  may  just  be 
worth  while  pointing  out  in  your  paragraph 
25  on  this  question  of  over-crowding  that 
the  Ministry  of  Health  statement  about 
accommodation  for  the  mentally  ill  being 
adequate  was  not  subject  only  to  that 
reservation.  I think  if  you  read  the  verbal 
evidence  of  the  Ministry  you  will  see  that 
they  said  the  accommodation  would  be 
sufficient  if  the  hospitals  were  relieved  of 
all  the  senile  cases  which  ought  not  really 

to  be  in  the  hospital  at  all. (Mr.  Carter) : 

Yes,  we  probably  agree  with  that.  (Mr. 
Cripps):  We  feel  there  might  be  some  sort 
of  half-way  house.  Some  of  these  people 
may  have  been  very  obstreperous  patients 
in  their  youth,  but  when  they  get  into  the 
sixties  and  seventies  the  trouble  then  is  that 
either  their  own  relatives  are  so  aged  and 
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infirm  themselves  that  they  dare  not  take 
them  home,  or  they  have  not  any  relatives 
at  all,  and  really  they  are  more  qualified 
for  the  type  of  home  which  the  local 
authorities  are  so  well  providing,  at  any 
rate  in  our  part  of  the  country,  for  the  aged 
people,  more  in  the  nature  of  hostels  and 
so  on.  They  are  often  quite  tractable  at 
seventy,  but  they  are  still  peculiar. 

SI  10.  But  you,  in  your  own  memo- 
randum, are  trying  to  put  off  the  day  still 
further  because  in  your  paragraph  29  you 
say  that  when  elderly  patients  have  settled 
down  in  one  hospital  it  is  most  harmful  to 
transfer  them  to  other  hospitals.  How  are 

you  to  clear  out  the  accommodation? 

(Mr.  Russell ):  We  would  not  preclude  the 
possibility  of  erecting  annexes  to  existing 
hospitals  so  that  they  are  still  within  the 
same  environment. 

Sill.  Do  you  think  these  elderly  people 

ought  to  be  in  a mental  hospital? (Mr. 

Carter ):  If  these  people  should  not  be 
certified — of  course  we  can  see  in  many 
cases  that  they  are  mentally  ill — any  other 
patient,  in  my  judgment,  should  not  be 
certified.  We  know  there  are  people 
wanting  other  patients  not  to  be  certified, 
as  well  as  the  elderly  people.  If  it  is  wrong 
to  certify  an  old  person  who  is  mentally 
ill,  it  is  really  wrong  to  certify  any  other 
person,  in  my  judgment.  But  it  does  not 
preclude  in  the  future  putting  these  old 
people  somewhere  different  from  a mental 
hospital  and  allowing  the  older  people  who 
are  already  settled  in  the  mental  hospitals 
to  stay  where  they  are  until  they  get  well 
or  they  can  leave,  or  something  like  that. 
(Mr.  Yeadon) : May  I go  back  to  the  subject 
of  research,  with  your  permission?  I 
would  like  to  put  in  a strong  plea  for  this 
Commission  to  do  something  for  the 
assistance  of  chronic  patients.  I myself 
have  my  only  brother  in  a mental  hos- 
pital ; he  has  been  there  since  1st  December, 
1951,  and  I must  now  look  upon  him  as  a 
chronic  patient.  He  has  not  benefited  from 
any  treatment  and,  like  many  others  in  that 
category,  nothing  is  being  done  for  him. 
I know  that  the  National  Association  for 
Mental  Health  and  many  other  bodies  con- 
cerned with  problems  of  mental  health  and 
mental  ill-health  are  concentrating  their 
efforts  on  preventive  measures.  I do  feel 
that  there  is  a grave  risk  that  the  chronic 
patient  is  going  to  be  forgotten.  All  our 
efforts  are  concentrated  on  prevention,  and 
we  leave  the  chronic  patient  in  his  present 
plight.  I do  feel  that  something  ought  to  be 
done  there,  Sir,  that  we  should  evolve  some 
research  and  bring  some  little  help  to  this 
section  of  the  community  which  find  them- 
selves in  this  unfortunate  position.  Money 
is  not  being  spent  on  them  on  treatment  at 
the  moment ; therefore,  they  should  have 
some  share  of  the  present  money  by 
devoting  it  to  research  on  their  behalf. 


(Mr.  Carter ):  Although  these  people  are 
called  chronic,  a lot  of  them  will  talk  to 
you  and  tell  you  that  the  real  object  in 
their  life  is  to  get  well.  It  seems  so  hard 
that  there  is  no  finance  or  funds  or  any- 
thing to  set  up  a real  medical  research 
council  for  mental  health.  It  is  just 
dragging  them  out  for  life.  My  son  went 
in  at  the  age  of  20  and  is  now  40. 

5112.1  think,  when  you  compare  the 
amount  of  money  spent  on  different  kinds 
of  medical  research,  you  should  take 
account  of  the  fact  that  all  research  into 
mental  illness  is  clinical  research.  I do 
not  know  whether  my  expert  colleagues  will 
agree,  but  I do  not  think  you  can  get 
forward  by  any  process  like  producing  a 

poliomyelitis  vaccine  in  the  laboratory. 

Are  there  two  schools  of  opinion  on  that, 
I wonder?  I do  hot  know  whether  you 
cannot  produce  a vaccine,  medical  opinion 
does  not  seem  to  know  altogether,  I do 
not  know  whether  it  is  true.  (Mr.  Russell)'. 
If  we  may  accept  that,  Sir,  that  medical 
research  is  confined  merely  to  clinical  re- 
search, what  hope  have  we  got  of  further 
clinical  research  if  the  conditions  of  over- 
crowding are  such  that  they  are  not  con- 
ducive to  good  and  decisive  results  in  pure 
clinical  research? 

(Chairman):  That  is  a perfectly  good 
point  I think. 

5113.  (Dr.  Rees):  You  feel  that  condi- 
tions at  present  are  such  that  doctors  and 
nurses  are  not  in  a position  to  do  the  best 

for  the  patients? Yes,  absolutely.  (Mr. 

Carter) : We  absolutely  agree  on  that.  (Mr. 
Cripps):  We  think  it  is  almost  impossible 
for  a doctor  to  do  anything.  We  know 
that  medical  men  as  a whole  are  always 
doing  their  best  for  their  patients,  but  there 
is  such  a tremendous  number  under  the 
care  of  each  physician,  similarly  with  the 
nursing  staff,  that  it  is  impossible  to  give 
any  sort  of  individual  attention.  One  gets 
the  same  thing  in  the  teaching  profession, 
where  huge  classes  mean  that  many 
children  do  not  get  proper  attention.  It  is 
a mass  effort  Instead  of  individual 
and  of  course  it  applies  tremendously  in 
the  medical  field.  There  is  one  point  I 
would  like  to  refer  to,  which  my  colleagues 
have  not  mentioned.  In  paragraph  14  of 
our  memorandum  there  is  a reference  to 
the  Annual  Report  of  the  Medical  Officer 
of  Health  for  the  Borough  of  Brighouse. 
Mention  is  made  there  of  the  lack  of  co- 
ordination with  regard  to  after-care,  and 
we  feel  there  ought  to  be  provision  for  some 
statutory  connection  between  the  Physician 
Superintendent,  the  psychiatric  workers  and 
the  local  authorities.  I believe  what  is  said 
there  is  true : “ We  are  notified  of  discharges 
but  we  are  not  told  the  condition  of  the 
patients.  It  is  a great  pity  that  background 
reports  cannot  be  forwarded  to  us,  as  the 
mental  health  social  worker  is  under  con- 
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siderable  difficulty  when  she  visits  patients 
with  no  information  of  this  sort  available.” 
I have  heard  it  said — I do  not  know  with 
what  truth — that  in  some  areas  the  social 
workers  do  not  even  know  that  people  have 
been  discharged  and  they  have  to  get  this 
information  by  very  third-hand  and  under- 
ground methods.  I do  not  know  whether 
that  is  true  or  not,  but  I am  given  to 
understand  that  it  is  often  very  difficult  for 
the  local  authority  to  find  out  who  has 
been  discharged  into  their  area. 

5114.  (. Lady  Adrian ):  Does  the  mental 
health  social  worker  not  visit  the  hospital? 

1 do  not  know,  I do  not  think  that 

happens,  because  the  hospital  is  outside 
the  area  of  the  local  authority.  The  social 
worker  works  in  the  area  of  the  local 
authority.  In  any  event,  the  patients  are 
from  so  many  different  local  authorities 
that  if  the  social  workers  attended  it  would 
possibly  mean  fifty  or  sixty  people  going 
to  the  hospital. 

5115.  (Chairman):  What  surprises  me  is 
that  this  criticism  is  confined  to  the  lack 
of  information  given  to  the  local  authority. 

(Mr.  Carter ):  I do  not  know  whether 

it  is  the  law,  that  the  hospitals  are 
allowed  to  give  information  when  a patient 
is  discharged  ; I do  not  know  whether  that 
is  so  or  not. 

5116.  They  are  allowed  to  give  some 
information.  I am  surprised  that  you  do 
not  complain  that  more  information  is  not 
given  to  the  family’s  general  practitioner, 

or  sometimes  to  the  family  itself. (Mr. 

Cripps ):  I think  the  feeling  there  is,  Sir, 
as  my  colleague  has  said,  that  the  general 
practitioner  is  so  harrassed  today  by  the 
ordinary  physical  ailments  of  his  patients 
that  when  it  comes  to  a mental  patient  he 
is  not  really  in  a position  to  assist.  A 
certain  Member  of  Parliament  for  our  area 
who  is  a medical  man  said  he  had  taken  a 
psychiatric  course  at  Leeds  University,  but 
he  frankly  admitted  that  his  knowledge  of 
psychiatry  was  very  ephemeral.  I think 
the  ordinary  medical  practitioner  feels 
totally  out  of  his  depth ; it  is  a special  type 
of  medical  work  which  only  specialists 
really  can  tackle. 

5117.  There  may  be  something  in  what 
you  say,  but  is  it  not  carrying  it  a great 
deal  too  far  to  say  you  are  going  to  write 
off  the  whole  of  the  general  practitioner 

profession? One  always  exaggerates  in 

these  matters,  Sir,  but  I think  that  is  the 
general  feeling  of  relatives,  that  the  general 
practitioner  really  knows  very  little  about 
the  mental  side ; particularly  if  the  patient 
has  been  in  hospital  for  a number  of  years 
he  feels  he  has  completely  lost  touch  with 
that  particular  patient.  It  is  not  like  a general 
hospital  where  a report  is  sent  back  when 
you  come  out  after  an  operation,  and  you 
return  to  your  general  practitioner  to  be 


checked  up  on.  These  people  may  have 
been  away  for  years,  and  that  is  how  it 
stands. 

5118.  If  I were  a mental  hospital  patient 
and  I hoped  to  get  out,  I should  hate 
to  think  that  I was  not  worth  the  attention 
of  a doctor  when  I got  out,  and  that  I had 
to  put  up  with  a social  worker,  and  might 

not  have  a doctor. (Mr.  Carter) : Perhaps 

your  experience  of  a general  practitioner  is 
far  better  than  that  of  the  average  man. 
(Mr.  Russell ):  What  it  boils  down  to  is 
whether  you  have  a good  general  practi- 
tioner or  not.  If  you  have  a good  one  he 
will  take  an  interest  in  the  patient ; if  you 
do  not  have  a good  one  he  will  not. 

5119.  (Dr.  Rees) : A general  practitioner 
surely  has  a very  profound  understanding 

of  human  nature,  has  he  not? Yes,  but 

I think  when  it  comes  lo  anything  to  do 
with  mental  illness  he  is  always  inclined  to 
be  a little  diffident. 

5120.  But  a very  high  proportion  of  the 

patients  the  general  practitioner  deals  with 
are  in  fact  mentally  ill,  it  may  be  minor 
mental  illness? Yes. 

5121.  (Mr.  Jackson):  Is  your  point  that 
he  is  apt  to  be  extremely  busy  with  very 
little  time  to  give  to  a case  which  does 
not  appear  urgently  to  need  his  attention? 

Yes,  that  is  our  experience.  Sir.  (Mr. 

Carter):  It  is  our  experience  that  the  general 
praotitioner  has  not  the  time  to  give  to  the 
bulk  of  his  patients,  there  are  so  many. 
(Mr.  Cripps) : With  my  own  doctor  I would 
be  quite  happy,  but  I am  speaking  of  others 
who  possibly  are  not,  particularly  in  very 
thickly  populated  areas  such  as  we  deal 
with,  where  a doctor  has  to  deal  with  huge 
surgeries.  Possibly  the  mentally  ill  patient 
can  get  about  and  the  doctor  will  not  be  able 
to  go  and  sit  in  his  home  for  a couple  of 
hours  and  listen  to  him  to  find  out  what  is 
the  matter  with  him. 

5122.  (Chairman):  I have  rather  wan- 
dered I am  afraid  from  your  memorandum, 
taking  up  particular  points.  Is  there  any 

point  that  I have  not  brought  out? (Mr. 

Carter) : There  is  a point  about  terminology 
which  we  would  very  much  like  to  mention. 
We  disagree  with  a lot  of  the  terms  used.  I 
once  saw  an  advertisement  asking  builders 
for  tenders  for  a low-grade  mental  defici- 
ency hospital.  I do  not  know  whaj  the 
relatives  of  a patient  of  that  sort  would 
think  of  him  being  put  into  a building  of 
that  description.  I think  we  are  going  too 
far  in  making  terms  of  that  description. 

5123.  Would  you  rather  be  called  a low- 

grade  mental  defective  or  an  idiot? My 

son  was  taken  in  first  to  an  observation 
ward  and  it  had  notices  referring  to  “ imbe- 
ciles ”,  and  that  is  the  thing  he  pointed  out 
to  me  the  first  time  I went.  We  do  not 
want  to  use  the  words  idiots  or  imbeciles 
or  low-grade  mental  deficiency. 
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5124.  I do  not  think  you  suggest  any- 
thing in  their  place? 1 think  we  have  it 

in  our  recommendations — serious,  moderate 
or  something  like  that.  I do  not  think  we 
should  try  to  put  people  into  grades. 

5125.  (Mrs.  Braddock ):  You  say  that  one 
of  your  observation  wards  still  has  a notice 

saying  that  admission  is  as  an  imbecile?- 

No,  that  was  when  my  son  first  entered  an 
observation  ward  in  the  old  workhouse  type 
of  hospital  twenty  years  ago. 

5126.  Things  have  altered  very  consider- 
ably since  1948  in  relation  to  this  matter? 

Yes,  but  “low-grade”  is  just  as  bad 

in  the  eyes  of  the  relative  of  the  patient. 

5127.  The  section  of  the  hospital  that  a 
person  goes  to  is  not  labelled?  You  go  into 
a place  and  it  does  not  say  on  the  door 
.that  it  is  the  low-grade  mental  deficiency 

section? No,  but  they  asked  for  tenders 

for  building  a low-grade  mental  deficiency 
hospital. 

5128.  When? About  three  years  ago 

in  the  Leeds  Regional  Area.  (Mr.  Cripps) : 
There  are  two  more  very  minor  points  on 
terminology.  We  think  that  the^  words 
which  are  still  used  “ escape  ” and  “ recap- 
ture ” seem  to  be  going  back  into  mediaeval 
days.  That  no  doubt  will  already  have 
been  mentioned  on  numerous  occasions. 
(Mr.  Yeadon ) : I would  like  to  hand  in  these 
for  your  inspection.  (Press  cuttings  passed 
to  the  Chairman.)  Apparently  these  are 
pictures1  of  a patient  who  escaped  from  a 
Sheffield  mental  hospital.  The  heading  des- 
cribes the  “ hue  and  cry  ” and  “ recapture  > , 
he  is  described  just  like  an  animal.  That  is 
the  sort  of  thing. 

5129.  Was  he  there  on  a court  order  as 

a violent  patient? 1 do  not  know  any 

details,  but  that  is  the  sort  of  thing  one 
sees  in  the  popular  Press. 

5130.  (Mr.  Bartlett ):  Is  this  a recent 
incident  or  did  it  happen  some  years  ago? 
— —2nd  January,  1954.  (Mr.  Carter ):  There 
was  this,  last  month  in  one  of  the  papers. 
A policeman  with  a dog  had  been  trailing 
a patient.  He  came  back  with  him.  Pre- 
viously it  had  taken  five  men  and  now  he 
had  come  back  with  the  man — and  then 
there  was  a pause — and  a dog. 

5131.  (Chairman):  Was  that  patient  a 

violent  patient? It  is  just  a picture  I 

saw  in  the  paper.  Yes,  it  did  say  he  was  a 
violent  patient. 

5132.  One  cannot  get  rid  of  the  fact  that 
some  patients  in  mental  hospitals  are 

dangerous  if  they  are  at  large? It  could 

be  a fact.  Sir,  that  a lot  of  the  danger  that 
is  talked  about  and  their  violence  is  due  to 
the  fact  that  they  are  fastened  up.  I have 
heard  of  one  hospital  that  has  got  all  open 
doors.  It  may  be  if  that  happened  in  all 
mental  hospitals  these  people  would  not  be 
so  violent  as  in  the  past. 


5133.  How  many  locked  doors  have  you 

got  in  Menston? 1 am  not  prepared  to 

say.  I do  not  know  of  a lot  of  open  doors, 
although  the  Medical  Superintendent  there 
is  very  generous  in  allowing  people  out  for 
half-days,  and  so  on.  (Mr.  Cripps):  Even 
in  this  morning’s  paper  I see  the  Lord  Chief 
Justice  remarks  that  he  is  shocked  that 
Broadmoor  patients  are  allowed  in  mental 
hospitals,  I presume  because  of  the  fear  of 
violence,  but  he  does  not  say  that  even  a 
reprieved  murderer  is  let  out  after  a period 
of  15  years.  So  one  does  not  really  see 
what  is  the  difference,  because  he  is  under 
surveillance.  I did  hear  that  there  were 
Broadmoor  patients  in  our  own  hospital, 
but  they  may  be  quite  reasonable  today. 

(Chairman):  Do  any  other  members  of 
the  Commission  want  to  ask  any  questions? 

5134.  (Mr.  Yeadon):  I think  we  would 
like  to  make  the  point,  Sir,  that  we  feel  that 
many  of  the  mental  hospitals  today  are 
much  too  large.  The  Board  of  Control 
have  in  the  past  recommended  that  no 
mental  hospital  ought  to  exceed  accom- 
modation for  1,000  patients.  I feel  we  have 
got  such  a concentration  of  suffering 
humanity  in  some  of  our  larger  hospitals 
that  it  is  a totally  wrong  position.  We  can- 
not get  the  segregation,  and  the  set-up 
generally  is  all  wrong  as  a result  of  the 
size  of  them.  I think  my  colleagues  would 
agree  with  that.  (Mr.  Cripps):  Yes,  very 
much  so. 

5135.  (Mr.  Yeadon):  We  would  also  like 
to  say  that  we  are  doing  our  utmost  to 
make  contact  with  similar  organisations  to 
ourselves,  and  only  last  month  we  had  an 
informal  meeting  in  London.  Twenty 
associations  were  invited,  eight  were  repre- 
sented and  a number  sent  their  apologies. 
That  was  our  first  meeting  and  we  feel  it 
has  potentialities.  Relatives  are  gradually 
going  to  come  together  now,  I am  confident 
that  is  coming  about,  and  what  poor  efforts 
we  have  made  here  today  we  have  not 
made  solely  on  our  own  behalf  but  we  are 
representing  the  members  of  like  associa- 
tions. I would  mention  the  associations 
formed  at  Cane  Hill  Hospital,  at  Fulbourn 
Hospital  at  Cambridge  and  at  Warlingham 
Park,  which  are  associations  we  have  had 
a good  deal  of  correspondence  with.  We 
also  would  like  to  bring  to  your  notice  that 
not  only  relatives  are  coming  in  on  this 
but  outsiders  are  coming  in,  people  with 
absolutely  no  connection  are  gradually  being 
introduced  to  the  hospital,  and  I feel  that  is 
an  excellent  thing.  I think  people  should 
see  more  of  the  inside  of  mental  hospitals 
and  then  they  would  realise  the  very  great 
problems  that  are  before  us.  We  may  per- 
haps have  given  the  impression  that  there 
has  been  a certain  amount  of  friction 
between  ourselves  and  our  Hospital  Manage- 
ment Committee  ; it  would  be  untrue  to  say 
there  was  not  something  in  that,  and  I attri- 
bute it  to  this  reason.  Our  organisa- 
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tion  was  initiated  in  1949  and  I think 
I am  also  correct  in  saying  it  was 
started  from  the  relatives’  side.  Since 
that  time  the  present  Minister  of 
Health  has  been  doing  his  utmost  to  encour- 
age this  type  of  organisation  and  he  is 
inducing  Management  Committees  to  take 
the  initiative.  Perhaps  if  our  own  organisa- 
tion, had  not  been  started  until  suggestions 
had  been  made  by  the  Minister  to  the 
Management  Committees,  and  if  it  had  been 
started  by  the  Management  Committee,  it 
would  have  run  perhaps  a little  more 
smoothly.  But  again  I think  I am  right  in 
saying  that  the  relationships  between  the 
Management  Committee  and  ourselves  are 
gradually  improving,  and  it  is  our  object 
to  proceed  on  those  lines,  to  work  with 
them  and  collaborate  as  far  as  we  possibly 
can.  The  Cane  Hill  people  would  like  us 


to  say  they  are  working  very  smoothly  with 
their  Management  Committee,  and  we  hope 
that  we  shall  be  in  a similar  position  our- 
selves very  shortly. 

5136.  (Lady  Adrian):  I should  just  like 
to  say,  as  Chairman  of  the  Fulbourn  Hospi- 
tal Management  Committee,  that  it  is  work- 
ing extremely  smoothly  there. (Mr. 

Carter) : We  have  met  your  representative. 

(Mr.  Cripps):  May  I thank  you,  Sir,  on 
behalf  of  our  deputation,  for  your  very 
patient  hearing  and  the  sympathy  and 
toleration  that  you  have  extended  to  us. 
We  appreciate  it  very  much. 

(Chairman):  We  are  very  grateful  to  you 
for  the  great  interest  you  are  taking  in 
these  questions  and  for  coming  to  give  us 
your  opinions. 


(The  witnesses  withdrew) 


Miss  Madeline  Williams  (Chairman),  Miss  M.  H.  Bree,  Miss  M.  E.  Cripps  and  Miss 
S.  B.  C.  Laborde  on  behalf  of  the  Association  of  Psychiatric  Social  Workers, 

called  and  examined. 


Memorandum  submitted  by  the  Association  of  Psychiatric  Social  Workers 
INTRODUCTION 

1.  The  Association  of  Psychiatric  Social  Workers  is  glad  to  have  the  opportunity 
of  submitting  both  written  and  oral  evidence  to  the  Royal  Commission  on  the  Law 
relating  to  Mental  Illness  and  Mental  Deficiency. 

2.  The  Association  was  formed  in  1929  and  now  numbers  573  members,  who 
have  all  qualified  as  psychiatric  social  workers  by  taking  either  the  Mental  Health 
Course  at  the  London  School  of  Economics  or  the  Course  in  Psychiatric  Social  Work 
at  Edinburgh  or  Manchester  Universities.  The  majority  of  these  are  working  in 
clinical  settings  or  with  local  authorities  and  voluntary  associations  for  the  com- 
munity care  of  the  mentally  handicapped,  although  some  members  are  now  working 
in  settings  not  specifically  psychiatric,  such  as  prisons,  approved  schools,  Borstals  or 
children’s  departments  of  the  local  authorities.  At  the  present  time  those  in  the 
psychiatric  field  are  working  in  mental  hospitals  and  their  associated  out-patient 
clinics,  in  psychiatric  out-patient  and  in-patient  departments  of  general  hospitals, 
in  child  guidance  clinics  under  local  authorities  or  Regional  Hospital  Boards,  in 
community  care  work  for  local  authorities  or  voluntary  associations,  and  in  university 
departments  concerned  with  the  training  of  psychiatric  social  workers. 

3.  The  work  undertaken  by  members  of  the  Association  varies  to  some  extent 
according  to  setting  or  context,  but  is  essentially  social  case-work  within  the  field 
of  mental  health.  The  role  of  the  psychiatric  social  worker  in  the  investigation, 
treatment  or  rehabilitation  of  patients  is  complementary  to  that  of  _ the  psychiatrist 
and  psychologist  with  whom  she*  works,  and  she  is  a specialist  within  her  own  pro- 
vince. Her  work  is  distinguished  from  that  of  the  other  disciplines,  in  that  her 
professional  concern  is  with  the  interaction  between  the  patient’s  disturbed  behaviour 

*Note. — For  convenience,  throughout  the  report,  we  have  used  the  pronouns  “ she  ” and  “ her  ” 
for  the  psychiatric  social  worker  and  the  pronouns  “he”  and  “him”  for  the  patient.  The 
profession  of  psychiatric  social  worker  has  always  been  open  to  both  men  and  women  and  the 
Commission  will  realise  that  the  work  is  with  both  male  and  female  patients. 
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or  illness  and  his  immediate  family  and  wider  social  environment.  She  must  try 
to  understand  the  stresses  and  strains  which  have  contributed  to  the  patients 
condition  or  which  have  been  engendered  by  it,  and  through  her  relationship 
with  him,  and  with  the  members  of  his  environment,  seek  to  ease  them. 

4 In  preparing  this  evidence  the  Association  has  sought  to  obtain  information  and 
views  from  members  all  over  the  country. 


MENTAL  ILLNESS 


Law  relating  to  admissions 


Voluntary  admission 

5 The  Mental  Treatment  Act  of  1930  made  it  possible  for  patients  to  be  admitted 
to  the  mental  hospitals  on  a voluntary  basis  There  is  evidence  that  a patient  may  be 
deterred  from  signing  a voluntary  patient  form  if  it  ls^headed  Mental  Treatment 
Act  1930  ” and  introduces  the  words  mental  illness  . If  this  method  of  admis- 
sion is  continued  we  suggest  that  a simple  form  should  be  used  requiring  the 
patient’s  agreement  .to  accept  treatment  in  a named  hospital  specified  for  nervous 
and  mental  disorders. 


6 We  wish  to  stress  from  our  experience  how  important  it  is  that  the  patient 
should  know  the  name  and  the  nature  of  the  hospital  to  which  he  is  making  applica- 
tion, and  that  he  should  be  given  an  opportunity  at  this  stage  to  discuss  any  fears 
and’misgivings  he  may  have  in  connection  with  it. 


7 We  consider  that  the  voluntary  patient’s  discharge  after  72  hours  notice  is 
valuable  since  it  allows  time  for  his  plans  to  be  discussed  and  for  any  necessary 
arrangements  to  be  made.  If  he  is  discharging  himself  against  medical  advice 
there  will  be  time  for  him  to  reconsider  his  decision,  or  for  any  preventive  action 
to  be  taken  in  cases  where  there  might  be  danger  to  himself  or  others. 

8.  We  have  evidence  that  in  some  areas  where  there  is  a serious  shortage  of 
mental  hospital  beds  vacancies  are  first  allocated  to  patients  whose  admission  is 
compulsory  and  it  may  therefore  become  necessary  to  certify  a patient  m order  to 
expedite  his  admission.  We  recommend  that  vacancies  to  the  mental  hospitals 
should  be  allocated  according  to  the  urgency  of  the  patient’s  need  for  care  and 
treatment,  and  not  according  to  his  legal  status. 


Non-slatutory  admission 

9 Although  some  members  of  the  Association  have  experience  of  non-statutory 
admission  either  in  a separate  unit  in  connection  with  the  mental  hospital,  or  in  a 
ward  set  apart  for  it,  the  Association  as  a whole  has  insufficient  experience  of  this 
to  justify  a recommendation. 

10  Those  members  who  consider  non-statutory  admission  to  be  an  advantage 
do  so  on  the  grounds  that  it  brings  the  treatment  of  nervous  and  mental  disorders 
more  closely  in  line  with  that  of  physical  illness,  and  because  it  has  been  found 
easier  to  persuade  a patient  to  enter  a mental  hospital  if  lie  can  do  so  without  the 
formality  of  signing  a form. 

11.  To  other  members  non-statutory  admission  appears  to  have  a disadvantage 
in  that  it  may  create  an  unfortunate  discrimination  between  the  different  categories 
of  patients,  whether  treated  in  a separate  unit  or  not,  and  that  it  does  not  allow 
for  the  patient  who  may  feel  more  confident  when  he  has  given  a written  undertaking 
which  assures  him  that  he  is  as  free  to  discharge  himself  as  he  is  to  apply  for 
admission. 

Compulsory  admission 
(a)  Temporary  admission 

12.  The  Association  believes  that  the  certification  of  patients  under  the  Lunacy 
Act  of  1890  has  caused  additional  distress  both  to  them  and  to  their  relatives,  and 
that  this  would  be  alleviated  by  the  following  proposals. 
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13.  We  recommend  an  extension  of  Section  5 of  the  Mental  Treatment  Act,  1930, 
to  apply  to  all  patients  whose  compulsory  detention  is  necessary,  irrespective  of 
their  volitional  state.  We  suggest  that  in  the  first  instance  the  period  of  detention 
should  not  exceed  12  months,  and  that  where  recovery  seems  possible  two  further 
extensions  of  six  months  each  should  be  granted  on  the  recommendation  of  the 
Physician  Superintendent. 

14.  For  temporary  patients  over  65  we  recommend  an  extension  of  an  unlimited 
period  of  time  (cf.  paragraph  53). 

15.  We  recommend  that  for  temporary  admission  two  medical  certificates  should 
be  required,  one  of  which  should  be  signed  by  a psychiatrist.  The  form  of  applica- 
tion might  remain  as  it  is  at  present  under  the  Mental  Treatment  Act. 

16.  We  do  not  consider  that  a judicial  order  is  necessary  at  the  time  of  the  first 
compulsory  admission.  In  our  experience  we  have  found  that  few  relatives  are 
aware  of  the  significance  of  the  judicial  order  or  look  upon  the  intervention  of  the 
magistrate  as  a safeguard  for  the  civil  rights  of  the  patient. 

17.  We  have  evidence  that  it  is  often  not  the  compulsory  detention  in  itself 
which  is  objected  to  but  the  stigma  of  certification  with  its  implication  of  insanity. 
We  believe  that  those  relatives  and  patients  who  most  resent  compulsory  detention 
do  so  because  they  have  the  least  understanding  of  the  urgent  need  for  care  and 
treatment,  and  that  those  who  appreciate  this  need  would  feel  less  misgiving  if 
admission  under  judicial  order,  with  its  possible  later  repercussions,  could  be 
avoided. 

(b)  Judicial  order 

18.  We  recommend  as  in  paragraph  13  above  that  a judicial  order  of  detention 
should  not  be  made  until  the  end  of  a year  from  admission  in  the  first  place,  or  at 
the  end  of  two  years  if  extensions  have  been  approved.  When  a judicial  order  is 
unavoidable  we  recommend  that  every  aspect  of  the  case,  including  the  current  home 
situation  should  be  fully  investigated  and  the  appropriate  relatives  consulted. 

(c)  Admission  by  judicial  order 

19.  If  the  above-mentioned  recommendations  were  adopted  there  would  be  no 
admission  by  judicial  order. 

(d)  Emergency  admission 

20.  In  cases  of  urgency,  where  no  psychiatric  assessment  can  be  made,  we 
recommend  that  patients  be  admitted  to  an  observation  ward  or  special  unit  of  a 
mental  hospital  under  Section  20  of  the  Lunacy  Act,  1890,  rather  than  directly  to 
the  mental  hospital.  We  are  convinced  of  the  value  of  observation  wards  attached 
to  general  hospitals,  but  realise  that  it  may  not  be  practicable  to  provide  them  in 
thinly  populated  rural  areas. 


Law  relating  to  discharge 

Discharge  on  the  order  of  a relative 

21.  Section  72  of  the  Lunacy  Act,  1890,  which  relates  to  the  discharge  of  private 
patients  by  order  of  a relative,  was  extended  by  the  National  Health  Service  Act, 
1946,  to  include  Health  Service  patients.  This  section  is  of  particular  value  to  rela- 
tives who  having  dreaded  compulsory  detention  feel  reassured  to  know  that  they  have 
the  authority  to  discharge  the  patient  if  they  wish. 

22.  However,  in  the  experience  of  our  members  this  Section  has  been  misused 
by  both  relatives  and  hospital  staff  in  the  following  ways : — 

(i)  A relative  may  order  discharge  without  fully  realising  the  consequences  to 
himself  and  to  the  patient. 

(ii)  He  may  sometimes  do  so  under  pressure  from  the  patient  who  is  likely 
to  resent  or  misinterpret  a refusal. 

(iii)  Sometimes  a relative  may  order  discharge  and  then  withdraw  altogether 
from  the  situation  since  there  is  no  clause  which  makes  him  responsible 
for  the  patient’s  welfare. 
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(iv)  Owing  to  shortage  of  accommodation,  the  medical  staff  may  interpret  a 
relative’s  enquiry  about  the  patient’s  possible  fitness  for  discharge  as  an 
order  for  this. 

23.  To  counteract  this  misuse  the  Association  recommends  the  following 
safeguards : — 

(a)  It  should  be  the  duty  of  the  medical  officer  concerned  to  satisfy  himself 

that  he  is  dealing  with  a considered  application  from  a relative. 

(b)  Relatives  should  be  fully  informed  of  the  patient’s  condition  and  the  likely 
consequences  of  his  discharge. 

(c)  Before  discharge  under  this  Section  is  agreed  upon  an  investigation  of  the 

home  circumstances  in  which  the  patient  will  be  living  should  be  made 
and  reported  to  the  medical  officer,  unless  this  information  is  already 
known. 

(d)  Where  the  relative  will  not  be  guided  by  medical  advice  and  there  are  strong 
grounds  for  not  permitting  a patient’s  discharge,  we  recommend  that  an 
extended  barring  certificate  should  be  used. 

( e ) We  suggest  a change  in  the  wording  such  as,  “ a patient  should  not  be  dis- 

charged if  he  is  a danger  to  himself  or  others,  or  if  he  will  be  returning  to 
conditions  which  are  likely  to  be  detrimental  to  his  health,  or  in  which 
he  is  likely  to  cause  serious  social  disruption 

Discharge  on  trial  leave 

24.  We  consider  that  the  procedure  of  leave  on  trial  for  the  certified  patient, 
which  is  at  present  granted  statutorily,  is  most  valuable,  and  we  recommend  that  it 
should  be  retained  in  any  new  Act  which  replaces  the  judicial  order  by  temporary 
admission. 

25.  We  should  like  to  see  it  extended  to  include  the  voluntary  patient  so  that 
he  may  also  have  the  benefit  of  a trial  allowance  if  necessary,  and  can  return  to 
hospital  after  a period  of  leave,  if  it  is  advisable  for  him  to  do  so,  without  making 
a new  application  for  admission. 


Law  relating  to  the  care  of  in-patients 

Property  and  financial  affairs 

26.  Under  our  recommendations  legal  provision  to  safeguard  the  interests  of  all 
categories  of  patients  will  still  be  necessary.  Delay  caused  by  protracted  negotiations 
causes  hardship  or  even  serious  financial  loss  to  the  patient  and/or  his  relatives. 
We  therefore  stress  the  need  for  a procedure  which  will  ensure  that  the  affairs  of 
the  patient  incapable  of  managing  them  himself  will  be  dealt  with  immediately. 
We  recommend  that  matters  concerning  the  patient’s  property  and  financial  interests 
should  be  made  the  concern  of  one  member  of  the  hospital  staff  and  investigated 
on  admission. 

Allowances  and  earnings 

27.  The  National  Assistance  Board  is  not  empowered  to  assist  the  destitute  person 
admitted  to  a mental  hospital,  although  it  has  power  to  assist  such  persons  when  they 
are  admitted  to  general  hospitals,  neurosis  units,  or  Part  ITT  accommodation. 

28.  We  recommend  that  the  power  of  the  National  Assistance  Board  to  assist 
patients  in  general  hospitals  and  neurosis  units  be  extended  to  include  patients  in 
mental  hospitals. 

29.  We  have  found  that  practice  varies  in  hospitals  where  patients,  as  part  of 
their  treatment,  are  in  full-time  employment  outside  the  hospital.  Such  patients 
are  expected  to  contribute  towards  their  maintenance  according  to  a scale  related 
to  their  earnings,  but  in  some  hospitals  no  allowance  is  made  for  their  dependants. 
Since  the  National  Assistance  Board  has  no  authority  to  make  an  allowance  to 
the  dependants  of  anyone  in  full-time  employment,  these  may  suffer  financial 
hardship  on  account  of  this.  As  a result  the  patient  may  become  distressed,  and 
may  discharge  himself  prematurely.  Although  the  practice  appears  to  be  a variation 
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in  interpretation  of  regulations  rather  than  a matter  of  law,  we  suggest  that  the 
assessment  of  the  patient’s  contribution  towards  his  maintenance  should  in  every 

case  take  into  account  the  needs  of  his  dependants,  y 

30  For  patients  working  within  the  mental  hospital  we  suggest  that  larger 
r^o^  * neater  incense  to  undertake 

have '^en^rul^^^b^nehgiWe^pr^atfonal^Insuram^ benefit  “ ^yma’kfng 

an  order  of  certification,  the  magistrate  has  decided  to  treat  these  persons  as  mentallf 
ill  and  not  as  culprits,  it  would  seem  logical  that  the  provisions  of  the  law  relating 
to  sick  persons  should  be  applicable  to  them.  8 

32.  As  shown  in  the  preceding  paragraphs  there  are  certain  anomalies  in  pav- 
1°  i>a*tv,ent\a—  ,the  ^1°lstr,y  of  National  Insurance,  the  National  Assistance 
Board  and  the  Ministry  of  Health.  In  order  to  ensure  better  co-ordination  and 
close  co-operation  between  these  Government  Departments,  and  an  awareness  of 

2,';,?M0bi,emS  be  t11  T/e-0(T?end  lha‘  some  inter-departmental  machinery 
should  be  set  up  which  should  include  psychiatric  social  worker  representation. 
Such  machinery  should  be  organized  at  a ministerial  level  with  regional  and  local 
committees  to  implement  its  regulations. 


Legislation  relating  to  care  and  after-care 

33.  There  are  certain  people  who  although  mentally  ill  would  not  need  in-patient 

care  and  treatment  if  they  could  be  given  adequate  help  and  supervision  outside 
There  are  those  in  the  early  stages  of  illness  who  may  be  helped  at  the  out-patient 
clinic,  or  by  frequent  visiting,  those  who  have  been  discharged,  not  yet  fully 
recovered,  from  the  mental  hospital,  and  those  who  cannot  be  helped  by  any 
specific  treatment  in  the  hospital  or  out-patient  department  but  who  can  safelv 
remain  m the  community.  3 

Domiciliary  service 

34.  The  National  Health  Service  Act,  1946,  empowers  the  local  authority  to 

provide  care  and  after-care  (Part  III,  Section  28).  The  extent  to  which  this  service 
has  been  provided,  and  the  number  and  skill  of  its  personnel  vary  considerably  in 
different  parts  of  the  country.  1 

35.  In  some  areas  the  after-care  of  discharged  patients  is  undertaken  by  staff  of 
the  mental  hospital  in  continuation  of  a practice  established  before  the  National 
Health  Service  Act.  Yet  no  financial  provision  for  it  was  made  in  this  Act  and 
budre<t°mmen<*  ^at  t^iere  sh°u^  be  a separate  estimate  for  the  purpose  in  hospital 

36.  Thus  there  may  be  two  sources  of  after-care  for  the  patient  discharged  from 
the  mental  hospital.  Where  this  is  the  case,  we  recommend  that  selection  be  made 
in  the  patients  best  interests  and  in  consultation  with  them.  For  some  patients  a 
continuity  of  psychiatric  service  from  the  mental  hospital  is  the  most  beneficial 
whereas  for  others  the  service  provided  by  the  local  authority  is  more  suitable. 

37.  We  consider  that  close  co-operation  between  the  workers  in  the  two  services 
is  essential,  and  this  is  being  increasingly  achieved  in  some  areas.  In  addition  we 
would  recommend  that  in  all  areas  some  machinery  should  be  set  up  to  ensure  an 
effective  liaison  between  the  personnel  of  the  mental  hospital  and  the  local  authority. 

38.  We  would  stress  here  the  need  for  the  appointment  of  personnel  who  are 
trained  and  skilled  in  this  specialised  field  of  work. 

Hostels 

39.  The  person  who  is  homeless,  or  whose  home  is  unsatisfactory,  is  doubly 
handicapped  when  he  has  been  mentally  ill.  The  knowledge  of  his  illness,  or  his 
residual  symptoms,  often  make  him  unacceptable  to  the  ordinary  landlord  or  hostel 
warden,  and  he  may  not  be  sufficiently  recovered  to  live  on  his  own.  He  may 
need  sheltered  accommodation  for  a limited  time  only,  until  he  has  become 
adjusted  to  the  demand  of  normal  life  and  work,  or  he  may  need  it  for  a much 
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longer  period,  possibly  indefinitely.  Hence  hostels  are  urgently  needed  for  both 
long  and  short  term  residence.  The  Mental  After  Care  Association  and  other 
voluntary  societies  have  provided  a certain  number  of  hostels,  with  suitably  trained 
wardens  in  charge,  and  through  their  pioneer  service  have  proved  the  value  of  them, 
but  they  have  not  been  able  to  provide  them  in  sufficient  numbers,  or  to  cater  for 
a sufficiently  wide  variety  of  people  in  all  parts  of  the  country. 

40.  We  recommend  that  in  addition  to  these  voluntary  efforts  the  Regional 
Hospital  Boards  and  the  local  authorities  should  be  empowered  to  provide  these 
varied  hostels,  and  that  funds  should  be  made  available  to  them  for  this  purpose. 


Sheltered  employment  and  rehabilitation  centres 

41  The  difficulties  with  which  the  Disablement  Resettlement  Officers  are  faced 
in  placing  psychiatric  patients  in  employment  are  well  known.  Some  of  these 
patients  will  need  employment  in  sheltered  conditions,  while  others  will  benefit 
from  industrial  rehabilitation. 


42  It  is  the  experience  of  the  majority  of  our  members  that  psychiatric  patients 
are  often  excluded  from  establishments  catering  for  physical  disabilities  unless  their 
mental  illness  is  not  disclosed  or  is  minimized,  with  the  result  that  they  are  not 
given  the  sympathetic  handling  and  support  which  is  essential  to  their  rehabilitation. 

43  We  believe  that  a considerable  number  of  these  patients  would  do  well  in 
such'  establishments  if  the  staffs  had  adequate  knowledge  and  understanding  of 
psychiatric  illness. 

44  We  suggest  that  there  should  be  close  co-operation  between  staffs  of  these 
establishments  and  any  psychiatrically  trained  personnel  in  the  area.  This  would 
also  encourage  a wider  understanding  of  the  psychological  aspects  of  physical 
disease  and  might  have  valuable  results  in  preventive  work  with  the  physically 
disabled. 


45.  We  recommend  that  there  should  be  more  places  for  the  psychiatrically 
disabled  in  sheltered  workshops  and  rehabilitation  centres,  and  we  suggest  that  there 
might  be  a certain  number  which  would  cater  solely  for  this  kind  of  patient. 


Attendance  centres  and  social  therapy  clubs 

46  The  success  of  experimental  day  attendance  centres  and  day  and  evening 
social  therapy  clubs  has  demonstrated  the  value  of  this  kind  of  provision.  They 
may  serve  the  following  purposes : — 

(а)  To  assist  in  the  social  adjustment  or  rehabilitation  of  the  recovering  patient 

who  is  not  yet  able  to  resume  the  responsibilities  of  normal  life. 

(б)  To  provide  occupation  and  interests  for  the  patient  who  is  only  partially 
recovered  but  whose  condition  permits  him  to  remain  at  home,  and  also 
to  relieve  relatives  for  certain  periods  of  the  day  from  the  strain  and 
continuous  tie  of  caring  for  the  chronic  psychiatrically  disabled. 

47.  As  these  centres  have  proved  to  be  of  great  value  in  the  care  and  after-care 
of  patients,  we  urge  the  provision  of  more  facilities  of  this  kind.  We  recommend 
that  they  should  be  under  the  direction  of  psychiatrists,  although  their  staffs  would 
not  necessarily  have  psychiatric  training. 


Out-patient  clinics 

48.  We  recommend  that  more  out-patient  clinics  should  be  set  up  for  diagnosis 
and  treatment  and  for  the  follow-up  of  discharged  patients  ; that  extended  facilities 
for  out-patient  psycho-therapy  should  be  made  available ; and  that  more  evening 
sessions  should  he  arranged. 

49.  We  believe  that  in  this  way  more  patients  might  he  spared  the  distress  and 
upheaval  of  hospitalization,  and  it  would  have  economic  advantages. 
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Provision  for  the  aged 

50.  We  understand  that  at  present  a considerable  proportion  of  admissions  to  the 
observation  wards  and  mental  hospitals  is  of  persons  over  65  years.  This  includes 
those  who  have  developed  a psychosis,  those  who  need  care  and  attention  on 
account  of  senile  dementia,  and  those  who  may  have  a transitory  confusional  state. 

,51.  We  believe  it  important  that  no  disposal  of  patients  over  65  should  be  made 
without  a considered  diagnosis.  We  therefore  recommend  that  where  no  facilities 
for  psychiatric  consultation  exist  these  patients  be  admitted  to  special  observation 
units. 

52.  We  suggest  that  more  geriatric  units  should  be  provided  for  mild  senile 
cases.  These  might  be  situated  in  the  mental  hospital,  in  its  grounds,  or  in  an 
entirely  separate  unit.  We  consider  it  essential  for  the  staff  of  these  units  to  be 
psychiatrically  trained. 

.53.  The  psychotic  patient,  and  the  senile  patient  whose  disturbed  behaviour  make 
this  necessary,  should  be  admitted  to  the  mental  hospital.  As  stated  in  paragraph  14, 
where  compulsory  detention  is  necessary,  we  recommend  temporary  admission  for 
patients  over  65  and  an  extension  of  the  two-year  period  of  detention  as  required. 

54.  In  considering  psychiatric  provision  for  the  aged  the  Association  stresses 
the  need  for  individual  assessment  of  each  case.  Old  people  should  not  be  isolated 
and  should  be  accommodated  wherever  possible  within  easy  visiting  reach  of  their 
relatives.  They  should  be  catered  for  according  to  their  needs  and  their  ability 
to  appreciate  their  surroundings.  There  are  a certain  number  of  old  people  with 
no  relatives  who  feel  happier  in  the  mental  hospital,  with  its  varied  social  activities, 
than  if  segregated  with  their  own  age  group  in  a separate  unit. 

55.  We  recommend  that  the  present  domiciliary  services  for  old  people  should 
be  extended,  as  we  believe  that,  with  the  help  of  these  and  the  day  attendance 
centres  mentioned  above,  a greater  number  of  them  could  remain  in  the  community. 

Psychiatric  beds  for  children 

56.  There  is  a serious  shortage  of  in-patient  accommodation  for  children  whose 
psychiatric  condition  is  too  severe  to  be  dealt  with  in  schools  for  maladjusted 
children.  At  the  present  time  there  are  only  a few  units  for  selected  age  groups 
although  we  understand  that  others  are  being  planned. 

57.  We  recommend  that  a survey,  extending  over  several  years,  should  be  made 
in  all  parts  of  the  country  so  that  the  regional  demand  for  such  in-patient  accom- 
modation may  be  assessed.  This  should  take  into  consideration  the  need  of  children 
to  be  visited  by  their  parents  without  too  much  difficulty  or  expense. 

The  “ psychopath  ” 

58.  The  Association  is  concerned  with  the  problem  of  the  “ psychopath  ” who 
appears  to  suffer  from  a personality  disorder  rather  than  from  a mental  illness,  and 
for  whom,  as  yet,  no  adequate  provision  has  been  made.  He  is  generally  not 
suitable  for  detention  in  a mental  hospital  and  there  is,  at  present,  little  knowledge 
about  the  kind  of  treatment  to  which  he  is  likely  to  respond. 

59.  Although  many  of  our  members  have  wide  experience  of  the  difficulties 
created  by  the  “ psychopath  ",  the  Association  does  not  consider  that  it  is  competent 
lo  make  recommendations  for  care  and  treatment.  Instead  we  wish  to  stress  the 
need  for  varied  therapeutic  experiments  and  research  into  the  problem  as  a whole, 
since  the  “ psychopath  ” is  so  frequently  the  cause  of  serious  social,  economic  and 
emotional  distress,  both  to  his  family  and  to  the  community  in  which  he  lives. 


MENTAL  DEFICIENCY 

Preliminary  statement 

60.  In  considering  the  mental  deficiency  legislation  the  members  of  this  Association 
appreciated  that  it  was  introduced  at  a time  when  the  State  took  much  less  respon- 
sibility than  now  for  social  welfare,  and  when  the  emphasis  for  those  in  need  of  help 
was  on  institutional  care.  At  the  present  time  by  far  the  largest  number  of  ascer- 
tained defectives  are  under  supervision  or  guardianship,  and  a certain  proportion 
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of  those  placed  under  institutional  care  are  on  licence  in  the  community.  This  could 
not  have  been  achieved  without  the  pioneer  work  of  the  voluntary  associations  for 
mental  welfare.  Further  development  along  these  lines  will  depend  on  the  employ- 
ment of  personnel  trained  in  the  application  of  case-work  skills  to  the  problems  of 
mental  deficiency. 

61  This  Association  considers  that  admission  to  an  institution  should  be  regarded 
as  the  last  resort  for  the  care  of  the  mentally  defective,  and  that  coercion  and  the 
authorities1  assumption  of  parental  rights  should  be  kept  to  a minimum. 

62  Before  making  specific  recommendations  we  would  like  to  stress  the  need  for 
a revision  of  the  definitions  of  mental  defect  and  for  some  re-naming  of  the  present 
categories  The  terms  “ idiot  ” and  “ imbecile  ” particularly,  have  unfortunate  asso- 
ciations in  that  they  seem  to  imply  total  untrainability  and  are  still  sometimes  used 
as  terms  of  ridicule  or  even  abuse.  We  also  consider  that  the  term  “moral 
defective  ” as  a category  serves  no  useful  purpose  in  a Mental  Deficiency  Act. 

Community  care 

63  We  would  stress  the  desirability  of  adequate  training  facilities  for  all  mentally 
defective  children  of  school  age  and  for  unemployable  mentally  defective  adults. 
We  are  not  convinced  that  all  local  authorities  are  carrying  out  their  statutory  duty 
to  provide  facilities  for  such  training,  to  the  extent  that  is  practicable  and  urge  that 
every  local  health  authority  should  be  required  to  fulfil  the  statutory  requirement 
or  to  satisfy  a higher  authority  as  to  the  reasons  for  not  so  doing. 

64.  Regular  medical  examinations  and  all  welfare  services  now  available  for  school 
children  should  be  made  available  throughout  the  country  to  those  attending 
occupation  centres. 

65.  The  value  of  home  teaching  should  be  borne  in  mind  for  the  more  severely 
handicapped  children  as  well  as  for  those  living  in  more  remote  areas. 

Supervision 

66.  Although  “supervision”  is  ill  defined  in  the  present  Act,  and  only  effective 
with  the  goodwill  of  the  parents,  there  seems  no  justification  for  any  statutory 
changes  which  would  give  greater  powers  of  enforcement.  We  consider,  however, 
that  a statutory  requirement  should  be  retained  in  any  new  Act  regarding  the  super- 
vision of  all  children  under  normal  school  leaving  age,  who  come  outside  the  scope 
of  the  Education  Act,  by  reason  of  mental  handicap,  and  that  for  such  children 
supervision  should  continue  into  adult  life.  However,  a parent’s  objection  to  this 
measure  should  be  fully  investigated  and  acceded  to  in  suitable  cases. 

67.  The  majority  of  children  leaving  schools  for  the  educationally  sub-normal 
become  self-supporting.  In  such  cases  parents  and  other  relatives  are  much  more 
likely  to  accept  and  make  use  of  advice  and  help  given  on  a voluntary  basis  than 
when  it  follows  on  a legally  worded  notification  of  mental  defect  and  statutory 
supervision,  as  at  present.  There  may,  however,  be  some  exceptions  to  this,  for 
example,  those  dealt  with  under  paragraph  70.  The  need  for  close  co-operation 
between  the  education  and  health  authorities  is  obvious ; this  co-operation  would 
help  to  cover  the  need  for  supervision  of  those  children  leaving  special  classes  in 
the  secondary  modern  schools. 

68.  We  would  like  the  scope  of  the  Act  so  defined  that  it  would  not  include 
children  at  present  referred  under  Section  57  (4)  of  the  Education  Act.  Such 
children,  being  excluded  from  school  on  grounds  of  expediency  and  not  of 
ineducability,  should  remain  the  responsibility  of  the  education  authority,  to  be  dealt 
with  as  maladjusted  rather  than  mentally  defective. 

69.  Local  health  authorities  should  be  empowered  to  make  payment  to  foster 
mothers  for  those  who  are  mentally  handicapped  and  who  have  no  homes  or 
unsuitable  homes.  These  would  need  to  be  under  statutory  supervision  but  such 
powers  would  make  it  possible  to  avoid  the  rather  cumbersome  method  of  guardian- 
ship for  such  cases. 
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Hostels 

TP*  .Minj?„try  Health  should  encourage  local  authorities  to  use  their  powers 
under  Section  28  of  the  National  Health  Service  Act,  1946,  to  provide  hostels  for 
the  mentally  handicapped  to  meet  the  following  situations:  — 

(i)  For  educationally  sub-normal  school  leavers,  and  any  other  sub-normal 

persons  who  are  self-supporting,  and  who,  in  the  course  of  time,  can  be 
expected  to  be  entirely  self-supporting  but  who  have  no  home,  or  homes 
which  are  temporarily  or  apparently  permanently  unsuitable. 

(ii)  For  the  temporary  care  of  those  who,  while  not  being  self-supporting,  need 
such  care  during  family  emergencies. 

(iii)  There  is  also  a need  for  hostels  for  the  high-grade  patient  on  licence  who 
is  able  to  earn  his  living  but  who  has  no  suitable  home,  or  who  needs 
a short  period  away  from  the  close  supervision  of  the  institution  before 
being  placed  on  prolonged  licence.  These  hostels  might  best  be  provided 
by  the  hospital  authority.  They  should  be  situated  in  areas  where  suitable 
employment  is  available  and  provide  conditions  as  near  as  possible  to  those 
of  every  day  life. 

Institutional  care 

71.  Institutional  care  becomes  necessary  when:  — 

(i)  The  defective  requires  nursing  care  and  training  that  cannot  be  provided 

at  home,  or 

(ii)  where  the  home  conditions  are  such  that  care  is  unsatisfactory  or  where 
the  defective  is  a danger  to  himself  or  others — the  term  “ danger  ” to  be 
interpreted  to  cover  those  needing  more  control  and  supervision  than  can 
be  afforded  by  family  or  hostel  care. 

72.  As  the  law  stands  at  present  institutional  care  involves  the  loss  of  parental 
rights.  Parents  who  have  consented  to  admission  can  now  be  excluded  from 
decisions  affecting  their  children  and  normal  parental  anxiety  is  sometimes  regarded 
as  interference.  This  could  be  avoided  if  voluntary  admission  was  introduced, 
similar  to  the  arrangement  at  present  available  for  the  admission  of  patients  under 
the  age  of  16  under  the  Mental  Treatment  Act,  1930.  This  procedure  would  be 
suitable  for  those  in  paragraph  71  (i)  above,  whose  parents  are  often  only  too 
anxious  for  institutional  care,  and  probably  many  patients  in  paragraph  71  (ii) 
could  be  admitted  in  this  way.  It  would  also  be  appropriate  for  those  cases 
where  a short  period  of  medical  observation  is  required  for  diagnostic  purposes. 
Parents  could  thus  obtain  advice  and,  at  the  same  time,  retain  their  right  to 
withdraw  a patient,  thus  removing  much  of  the  fear  which  at  present  surrounds 
the  mental  deficiency  legislation. 

73.  In  cases  where  admission  is  necessary  in  the  interest  of  the  patient  or  the 
community  and  is  resisted  by  parents  or  responsible  relatives,  procedure  similar 
to  that  of  the  “ fit  person  ” order  in  Section  62  of  the  Children  and  Young  Persons 
Act,  1933,  would  appear  appropriate. 

74.  The  local  authority  would  still  need  to  have  some  power  of  compulsory 
admission,  applicable  to  any  type  of  case,  to  cover  emergencies,  or  where  the 
interest  of  the  patient  and  the  public  were  concerned. 

The  making  and  extension  of  orders 
Mental  Deficiency  Act,  1913-27 

75.  Section  3.  If  voluntary  admission  is  introduced  this  Section  could  be 
discarded. 

76.  Section  6.  This  Section  would  be  covered  by  the  “ fit  person  ” procedure,  see 
paragraph  73  above.  We  consider  that,  where  such  an  order  is  made  and  has  to 
be  continued,  it  should  be  a statutory  requirement  that  relatives  be  given  an 
opportunity  to  be  present  to  express  their  views  or  to  be  legally  represented  on  all 
occasions  and  not  just  as  at  present  when  the  defective  is  21  years  of  age.  At 
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present  there  is  a widespread  belief  that  admission  under  this  Section  is  for  a 
year  only  and  relatives  do  not  always  appreciate  that  an  order  once  made  can 
be  extended  indefinitely.  Appeal  to  the  Board  of  Control  against  the  decision  of 
the  visiting  justices  is  not  an  adequate  substitute  for  personal  representation,  as 
the  Board  almost  invariably  upholds  the  recommendation  of  the  Medical 
Superintendent. 

77  Sections  8 and  9.  As  an  order  made  under  these  Sections  can,  in  fact,  be 
for  an  indefinite  period,  we  recommend  that  no  defective  should  be  dealt  with 
under  them  except  on  the  recommendation  of  two  medical  practitioners,  one  of 
whom  should  have  had  clinical  experience  in  mental  deficiency.  In  the  case  of 
a young  person  or  adult  who  has  not  been  previously  ascertained.  Section  26  of 
the  Magistrates’  Courts  Act,  1952,  would  appear  to  be  more  appropriate. 

78.  Under  the  regulations  of  the  Ministry  of  Pensions  and  National  Insurance 
neither  a patient  admitted  under  Section  8 or  9,  nor  his  dependent  relative,  is 
entitled  to  sickness  benefit,  and  each  case  has  to  be  referred  to  the  Ministry  for 
special  consideration.  This  is  an  anomaly  which  should  be  removed. 

Licence  and  discharge 

79  Circular  H.M.C.  (49)  8 and  R.H.B.  (49)  10,  dated  22nd  January,  1949,  recom- 
mends the  practice  to  be  followed  regarding  discharge  and  supervision  on  licence. 
We  are  in  agreement  with  these  recommendations  which  are  based  on  case-work 
principles  and  we  cannot  emphasise  too  strongly  that  the  success  of  licence  depends 
a great  deal  on  specially  trained  personnel  of  adequate  professional  standing. 

80.  While  we  are  in  agreement  with  the  suggestion  that  at  the  end  of  two  years’ 
satisfactory  licence  careful  consideration  should  be  given  to  see  whether  full  discharge 
can  be  granted  we  deprecate  the  practice  which  is  followed  in  some  areas  of 
recommending  discharge  automatically.  The  effect  of  this  is  that  supervision  during 
the  latter  period  of  the  two  years  tends  to  become  less  effective.  On  the  other  hand, 
there  should  be  some  provision,  in  the  law,  whereby  patients  on  licence  are  regularly 
and  carefully  reviewed,  irrespective  of  the  review  relating  to  the  renewal  of  the  order, 
so  that  they  do  not  become  disheartened  and  break  down  again. 

81  Direct  discharge  from  licence  can  be  very  abrupt.  This  is  particularly  the  case 
where  the  hospital  has  been  responsible  for  the  supervision  on  licence  and  when  on 
discharge  the  patient  is  handed  over  to  the  local  authority  for  voluntary  supervision. 
We  suggest  that  it  should  be  left  to  the  discretion  of  the  Hospital  Management 
Committee  to  decide  for  each  individual  patient,  whether  friendly  supervision  is 
necessary  and  at  what  point  it  should  be  delegated  to  the  local  authority.  In  short, 
successful  licence  depends  on  careful  selection  and  good  case-work,  and  legislation 
should  be  sufficiently  flexible  to  meet  the  needs  of  individual  cases. 


Recommendation  concerning  the  use  of  trained  personnel 

82.  Throughout  this  evidence  the  need  for  special  knowledge,  skills  and  training 
of  personnel  has  been  stressed.  In  some  spheres,  such  as  case-work  with  psychiatric 
patients  and  their  families,  we  consider  a training  in  psychiatric  social  work  to  be 
most  suitable  and  desirable.  However,  in  related  fields  such  as  hostel  care  and 
therapeutic  club  work,  other  kinds  of  knowledge  and  experience  are  most  valuable, 

83.  This  Association  is  well  aware  of  the  acute  shortage  of  psychiatric  social 
workers  and  other  trained  social  case-workers.  Therefore  we  recommend  that,  where 
these  trained  workers  are  available,  they  should  have  every  possible  opportunity  for 
using  their  specialised  knowledge  to  the  best  advantage,  not  only  in  relation  to 
individual  patients  and  their  families  but  also  in  relation  to  colleagues  without  these 
specific  qualifications  to  whom  they  could  be  of  help  as  consultants. 

84.  In  addition,  we  should  like  to  recommend  that  central  and  local  government 
departments  be  encouraged  to  second  suitable  members  of  their  staff  for  special 
training  either  in  psychiatric  or  in  generic  social  case-work,  a practice  which  is  at 
present  being  followed  to  advantage  by  some  authorities. 
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Examination 

(Chairman):  Would  you  please  introduce 

yourselves  to  begin  with? (Miss 

Williams ):  I am  Chairman  of  the  Associa- 
tion of  Psychiatric  Social  Workers,  and  I 
work  at  St.  Bernard’s  Hospital,  Southall,  as 
a psychiatric  social  worker.  Miss  Bree  is 
Chairman  of  the  ad  hoc  committee  that  has 
been  preparing  the  evidence  for  this  Com- 
mission, and  she  works  at  Horton  Hospital 
as  a psychiatric  social  worker.  Miss 
Laborde  works  at  Cane  Hill  Hospital  as  a 
psychiatric  social  worker  and  Miss  Cripps 
works  at  Pewsey  Hospital  for  mental 
defectives. 

5137.  Do  you  want  to  say  anything 
before  we  go  through  your  memorandum? 

1 think  we  would  rather  really  leave 

it  to  see  what  is  in  your  mind. 

5138.  You  say  in  your  memorandum  that 
your  Association  has  about  573  members ; 
what  proportion  of  your  members  is 
employed  in  hospitals,  and  what  proportion 

by  local  authorities? Excluding  those  in 

child  guidance  clinics  we  have  about  170 
members  working  in  hospitals,  and  about 
30  working  for  local  authorities.  There 
are  some  psychiatric  social  workers  who  do 
not  belong  to  our  Association,  so  that  it 
is  possible  that  there  would  be  a few  more 
people  working  in  hospitals  who  are  not 
members  of  the  Association. 

5139.  But  at  any  rate  the  number  of 
psychiatric  social  workers  who  work  for 
local  authorities  is  very  small  compared 

with  the  number  of  local  authorities? 

Very  small. 

5140.  (Dr.  Rees):  Is  that  due  to  the 
shortage  of  psychiatric  social  workers,  or 

due  to  the  shortage  of  suitable  posts? 

I think  it  is  partly  both.  We  are  not  able 
to  fill  all  the  posts  either  in  mental  hospitals 
or  with  local  authorities,  but  it  is  not  the 
established  custom  yet  of  every  local 
authority  to  advertise  for  psychiatric  social 
workers.  (Miss  Bree):  It  might  be  for  the 
historical  reason  that  before  1948  the 
psychiatric  social  workers  working  in  the 
mental  hospitals  were  working  for  the  local 
authority,  and  when  the  split  came  they 
became  attached  to  the  mental  hospitals, 
and  then  the  local  authorities  had  to  start 
again  to  build  up  their  appointments. 

5141.  Do  I understand  that  the  only  basic 
qualifications  recognised  are  those  of  the 
London  School  of  Economics  and  the 
universities  of  Edinburgh  and  Manchester? 
(Miss  Williams):  That  is  so. 

5142.  There  is  a diploma  in  each  case,  is 

there? Yes,  it  is  a year’s  diploma  in 

either  mental  health  or  psychiatric  social 
work,  whatever  it  is  called  in  the  appro- 
priate university. 

5143.  (Chairman):  The  course  is  one 

year? It  is  one  year,  but  it  is  recognised 


of  Witnesses 

that  people  who  take  it  already  have  a social 
science  qualification  which  means  a two 
year  course  previously,  and  also  in  addition 
they  must  have  experience  in  general  social 
work. 

5144.  Is  it  customary  after  qualification  as 
a psychiatric  social  worker  to  do  a year  or 
so  on  probationary  work  in  some  hospital? 

1 do  not  think  one  can  make  a general 

statement,  because  of  the  shortage  of 
psychiatric  social  workers  to  fill  the  posts. 
It  happens  very  often  because  of  that 
shortage  that  the  newly  trained  worker  will 
go  into  a single-handed  post  without  work- 
ing for  a senior  worker ; that  is  the  posi- 
tion at  the  moment. 

5145.  Do  not  the  universities — I think,  at 
any  rate,  Edinburgh  does — do  their  best  to 
send  their  graduates  out  for  a probationary 

year  at  a teaching  hospital  somewhere? 

Yes,  they  do  where  possible,  and  I think 
that  is  something  which  we  are  hoping  to 
develop  as  much  as  possible  to  follow  the 
training. 

5146.  Coming  now  to  your  paragraph  5 
and  the  following  paragraphs  about  a new 
system  of  admission,  m paragraph  7 on 
this  question  of  72  hours’  notice,  is  it  not  a 
little  intimidating  to  require  a voluntary 
patient  to  sign  that?  You  say  in  para- 
graph 5 that  voluntary  patients  object  to 
signing  something  which  is  headed  “ Mental 
Treatment  Act  ”,  but  do  they  not  also 
object  a little  to  saying  that  they  cannot  get 
out.  of  hospital  without  giving  72  hours’ 

notice? (Miss  Bree) : We  find  in  all  our 

discussions  .that  it  is  almost  impossible  to 
talk  about  patients  and  their  relatives  unless 
we  accept  that  the  very  illness  shows  itself 
in  symptoms  of  disorders  of  the  will  and 
the  feelings  and  the  actions,  which  are 
different  from  what  they  had  formerly  been. 
We  have  found  the  kind  of  phrasing  which 
members  have  used  in  giving  us  their  views 
is  that  patients  feel  it  stiffens  their  will  and 
it  gives  them  some  security  against  their 
impulses.  On  the  whole  we  have  felt  that 
three  days  has  not  only  been  advantageous 
to  them,  but  we  have  not  found  anybody 
afterwards  who  has  been  well  enough  to 
leave  who  has  said  that  it  was  a bad  thing 
and  who  was  not  glad  that  he  had  had  the 
chance  to  withdraw  his  notice  earlier. 

5147.  What  rather  puzzles  me  looking  at 
the  present  law  is  that  the  voluntary  patient 
has  to  give  an  undertaking  in  advance  to 
give  72  hours’  notice,  but  the  relative  of 
a certified  patient  in  a mental  hospital  can 
ask  for  discharge  without  any  notice  at 

all. We  are  very  concerned  about  it, 

but  we  do  not  think  that  the  72  hours’ 
notice  for  the  voluntary  patient  is  what 
should  be  altered.  We  recommend  the 
other  should  be  altered. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1012 


royal  commission  on  mental  illness  and  mental  deficiency 


5148  Has  it  occurred  to  you  that  it  might 
be  better  to  have  a general  statutory  pro- 
vision requiring  72  hours’  notice  before  dis- 
charge from  a mental  hospital,  and  not  ask 
the  voluntary  patient  to  sign  anything?—— 
We  believe  the  experiment  has  been  tried  of 
having  non-statutory  patients  who  come  in 
and  go  out  as  in  general  hospitals,  and  we 
would  not  want  to  say  anything  about  that, 
but  otherwise  1 do  not  think  any  of  us 
would  object  to  72  hours’  notice  for  every 
patient.  . , . 

5149.  (Mr.  Bartlett ):  Are  you  insisting 
on  the  72  hours’  notice  being  given  in  writ- 
ing or  would  you  be  prepared  to  accept  it 

verbally? We  did  not  actually  consider 

that.  I do  not  think  we  would  mind  it 
being  verbal,  except  that  there  are  patients 
who  can  quite  rightly  be  treated  and  cared 
for  in  a hospital  as  voluntary  patients  who 
are  told  by  hallucinatory  voices  to  give  in 
their  notice,  but  24  hours  later  they  do  not 
hear  the  voices  and  they  are  quite  willing 
to  stay;  I think  the  written  notice  is  a 
help  to  them,  but  I do  not  think  I would 
want  to  be  categorical  about  it. 

5150.  (Dr.  Rees) : Do  you  not  think  there 
are  some  patients  who  might  feel  much 
happier  if  they  could  go  without  giving  72 

hours’  notice? 1 think  there  are  some 

who  would  be  happy  in  not  having  to  stay 
the  whole  72  hours,  but  I do  not  know  any 
hospital  where,  if  the  patient  wanted  to  go 
and  there  was  no  reason  why  he  should 
not,  he  could  not  go  at  any  time  within 
the  72  hours.  It  is  to  protect  the  patient 
from  his  own  almost  recognised  erratic  im- 
pulse, but  I do  not  think  that  anyone  wants 
it  laid  down  that  he  cannot  go  except  be- 
tween 71  and  72  hours.  ( Miss  Laborde ): 
In  discussing  admission  with  voluntary 
patients  I have  never  found  difficulty  over 
the  72  hours.  If  anyone  has  agreed  to  go 
into  hospital  as  a voluntary  patient  he  does 
not  generally  point  out  the  difficulty  of  the 
72  hours’  notice. 

5151.  Have  you  never  come  across  the 
patient  who  gets  a feeling  of  claustrophobia 
immediately  he  has  signed  the  form  and 
given  the  undertaking  to  stay  in  72  hours? 

(Miss  Bree ):  You  might  get  that,  but 

you  can  go  and  take  a walk  to  avoid 
claustrophobia.  The  hospitals  are  big,  the 
grounds  are  big,  and  it  is  possible  to  walk 
round  the  gardens  and  then  the  patient 
might  come  back  and  tear  the  notice  up. 

51*52.  He  could  not  go  outside  the 

grounds,  could  he? 1 think  not,  no,  but 

I have  not  met  the  difficulty. 

5153.  (Chairman):  Your  paragraph  11 
interested  me.  because  I think  you  are  the 
first  witnesses  who  have  brought  out  this 
point  that  the  patient  may  feel  more  con- 
fidence when  he  signs  a voluntary  admission 
form  than  he  does  if  he  enters  as  a non- 

statutory  patient.  Is  that  really  so? We 

do  not  know,  because  we  have  not  much 
evidence  about  the  feelings  of  non-statutory 


patients.  It  is  very  new.  We  only  know 
the  feelings  of  our  own  patients,  and  we 
found  that.  It  may  be  that  if  the  voluntary 
patient  forms  are  altered  and  the  words 
“ Mental  Treatment  Act  ” are  not  there  they 
will  not  have  so  much  to  be  afraid  or. 
We  find  that  with  anything  which  starts  oft 
with  an  Act  most  people  do  not  under- 
stand more  than,  “I  have  got  into  a 
machinery ; what  does  it  mean?  Will  it  go 
further  than  I will  understand?  ” This  is 
then  an  undertaking,  and  it  does  give  them 
confidence  that  they  are  free  to  discharge 
themselves.  In  our  minds  the  whole  time 
is  our  experience  that  the  patients  are  afraid 
of  anything  to  do  with  the  hospital  being 
permanent  and  final. 

5154.  I do  not  want  to  argue  the  point. 
AH  I am  asking  you  is  do  patients  really 

feel  like  this?  You  say  they  do? That 

is  our  evidence,  yes.  (Miss  Laborde );  I 
would  agree  with  that  from  my  own  experi- 
ence. I think  it  is  partly  tin  contrast  with 
the  certified  patient.  Most  patients  who 
come  to  hospital  are  aware  that  there  is 
certification  and  that  they  are  fortunate  in 
coming  in  as  voluntary  patients.  (Miss 
Bree):  They  do  sometimes  give  in  their 
notice  to  try  it  on,  but  it  does  not  mean 
that  they  actually  need  to  go,  or  want  to 
go.  It  is  a little  bit  difficult  to  explain  to 
the  outside  world.  Nobody  would  waul  to 
sign  a form  like  this  if  they  were  just  going 
into  a general  hospital  for  an  ordinary  ill- 
ness. It  is  a little  difficult  to  explain  why 
these  people  feel  more  confidence  in  signing 
a form  which  commits  them  to  giving  72 

hours’  notice  before  they  gel  out. (Miss 

Williams):  I would  support  Miss  Bree,  that 
in  going  into  these  particular  hospitals, 
patients  know  that  you  can  be  kept  in 
hospital  if  you  go  in,  and  that  people  under 
certification  are  kept  in.  For  that  reason 
it  is  a safeguard,  they  are  signing  some- 
thing which  is  telling  them  that  they  are 
not  going  to  be  kept  in  longer  than  they 
are  willing  to  stay. 

5155.  And  that  might  remain  whatever 
form  of  compulsory  admission  you  have, 
even  without  a magistrate’s  order?  Even 
if  you  extended  the  system  of  temporary 
admissions  the  voluntary  patient  would  still 
feel  that  he  is  going  to  an  institution  which 

is  identified  with  compulsory  detention? 

(Miss  Bree ) : I do  not  see  how  anyone  can 
know  really  what  people  will  feel  about  it. 
Our  work  is  so  closely  connected  with  what 
people  think  about  the  situation  as  they 
believe  it  to  be  at  the  moment  that,  though 
I would  lie  most  interested,  I could  not 
possibly  say  what  people  would  think. 
(Miss  Williams) : It  is  difficult  to  say.  The 
only  thing  one  can  say  is  that  a great  deal 
of  the  patients’  concern  when  they  are  in 
hospital  under  certificate  is  not  only  with 
the  certification,  but  with  the  fact  that  they 
are  detained,  and  that  is  a factor  to  my 
mind. 
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5156.  ( Lady  Adrian)-.  Do  you  think 
certification  in  itself  is  as  great  a factor  as 
the  detention,  or  is  the  major  factor  the 
detention  that  is  implied  by  the  certification? 

Can  you  split  the  two? ( Miss  Bree):  I 

think  one  can.  1 think  it  is  the  certification. 
I think  that  many  people  are  detained  in 
hospital,  not  because  they  want  to  be  there, 
but  their  relatives  tell  them  to  go,  and  they 
take  it  for  granted ; I think  many  people 
are  detained  in  many  places  they  do  not 
particularly  want  to  be  in.  But  it  is  the 
certification  these  patients  are  concerned 
about  because  they  believe  it  to  mean  a lot 
°f  things  that  in  actual  fact  it  may  not  mean, 
and  their  actions  are  based  on  what  they 
believe  it  to  mean. 

•1.5157.  {Chairman):  And  certification  to 
them  means  a magistrate’s  order,  does  it? 

It  is  difficult  to  know  unless  they  talk 

to  you  about  certification  and  show  what 
their  worry  is,  but  1 do  not  think  that  the 
magistrate  comes  into  it  at  all  in  their  mind. 
I think  a person  can  be  certified,  kept  in 
hospital  and  be  compulsorily  detained  and 
recover  and  come  out  again,  and  not  be 
aware  of  the  magistrate  coming  into  the 
picture  at  all. 

5158.  I am  not  quite  sure  that  I have  got 
what  you  mean.  You  seem  to  be  saying 
that  all  the  elements  of  the  present  ad- 
mission by  compulsory  order  are  so  mixed 
up  in  the  minds  of  the  relatives  and  of  the 
patient  that  nothing  you  can  do  about  the 

Procedure  will  do  very  much  good? 

No.  C Miss  Williams):  I do  not  know 

Whether  I am  right  in  speaking  for  Miss 
Bree,  but  I think  what  we  mean  is  that  the 
patient  knows,  or  is  told,  that  he  is  certified 
as  insane  or  of  unsound  mind,  and  he 
knows  ttiat  that  is  a group  of  people  to 
whom  the  community  have  a certain  atti- 
tude, but  I think  our  feeling  is  that  he 
does  not  necessarily  think  about  who  it  was 
who  certified  him,  whether  it  was  the 
magistrate.  So  often  the  patients  feel  that 
it  was  their  relatives  who  were  responsible 
tor  this  thing  that  has  happened  to  them. 

5159.  Then  when  one  is  thinking  of  try- 
ing to  remove  or  mitigate  a stigma  there  is 

really  nothing  one  can  do? No,  I would 

not  agree  with  that.  {Miss  Bree):  I would 
not  agree  with  that  a bit.  If  you  pretend 
this  stigma  is  not  there,  and  say  one 
should  ignore  it,  you  are  not  really  re- 
assuring the  person  who  is  so  certain  that 
it  is  there,  but  you  can  do  it  in  little  ways. 
Wc  reel  one  way  is  to  have  a temporary 
order,  and  the  very  word  “temporary” 
takes  away  the  idea  of  the  condition  being 
incurable,  or  being  for  ever. 

5160.  But  admission  under  the 

magistrate’s  order  is  a temporary  ad- 
mission now,  subject  to ' review? Yes, 

but  nobody  knows  it.  Certification  means 
■ people  being  put  away  for  ever,”  but  no- 
body is  going  to  think  a temporary  order 
means  that  unless  it  is  put  to  people  from 


the  beginning  in  that  way.  I agree  any 
word  can  become  the  bogey  word,  but 
certification  has  got  memories  of  attitudes 
and  conditions  that  I do  not  think  apply 
now  and  if  another  word  is  used  I do  not 
think  the  prejudice  will  get  attached  to  it. 

5161.  We  are  rapidly  coming  to  the  end 
of  words,  are  we  not?  Every  polite  word 
which  our  fathers  invented  has  become  a 
term  of  opprobrium,  like  “ asylum  ”,  which 
was  the  most  polite  word  which  could  have 
been  found  in  those  days.  One  cannot  go 
on  with  this  effort  at  politeness  indefinitely 

We  do  not  want  to  throw  up  the 

sponge  too  soon,  that  is  all.  I think  many 
of  our  members  will  say  that  the  hospital 
is  still  to  many  patients  an  asylum  in  the 
right  sense  of  the  word,  and  that  they  know 
it  is. 

5162.  If  I may  be  perhaps  a little  over- 
facetious  for  a moment,  on  paragraph  14 
you  propose  to  conform  to  the  popular 
superstition  in  the  case  of  everybody  over 
the  age  of  65.  I feel  that  rather  deeply 
myself.  Is  that  _ really  right?  Are  you 
justified  at  all  in  assuming  that  mental 
illness  over  the  age  of  65  is  likely  to  be 

permanent? (Miss  Williams ):  What  was 

in  our  mind  there  was  that  we  did  not 
want  the  certification  of  elderly  people. 
We  have  in  mind  that  some  mental  con- 
ditions in  people  over  the  age  of  65  do 
remain  longer  than  two  years,  but  that  for 
this  group  of  patients  we  would  not  want 
certification  to  come  at  the  end  of  the  two 
years.  We  feel  there  are  special  reasons 
why  this  particular  group  of  patients 
should  be  allowed  to  remain  in  hospital  as 
long  as  they  need  to  because  of  the  more 
prolonged  nature  of  their  illness,  without 
taking  steps  to  bring  in  the  magistrate. 

5163.  This  depends  upon  your  scheme 
that  if  a patient’s  detention  has  lasted  for 
two  years,  it  should  then  be  necessary  to 
get  a judicial  order.  _ Let  us  address  our- 
selves to  that  major  recommendation. 
Surely  a judicial  order  postponed  until  the 
end  of  two  years  and  taking  effect  then  is 
confirmation  of  “ abandon  hope  all  ye  who 
enter  here.”  In  other  words  would  not 
this  imply,  “ You  have  been  here  so  long 
and  you  have  got  so  bad,  and  you  are  so 
chronic,  that  we  must  get  a judicial  order 

for  permanent  detention”? (Miss  Bree): 

We  are  not  happy  about  it,  but  it  is  not 
“ye  who  enter  here”  as  you  said.  They 
are  there,  they  have  been  there  for  two 
years,  and  it  is  not  coincident  with  recog- 
nition of  their  mental  illness.  We  under- 
stand that  clinically  the  justification  for  two 
years  is  that  under  this  scheme  the  vast 
majority  of  patients  will  recover  and  be 
able  to  go  out  never  having  been  certified, 
and  that  it  will  only  be  in  a minority  of 
cases  that  certification  will  be  necessary. 
We  feel  so  strongly  that  the  patient  and 
the  relatives  are  not  really  aware  of  the 
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reason  for  the  judicial  authority,  and  they 
will  not  be  any  more  aware  of  it  if  it 
comes  after  two  years  and  within  the 
hospital,  because  the  patient  would  not  be 
a certified  patient  when  he  first  goes  in. 
The  whole  of  his  conditions  do  not  alter 
because  he  becomes  certified,  he  goes  on  in 
just  the  same  way.  I do  not  think  it  is 
going  to  be  such  a stigma.  It  is  true  that 
it  is  a recognition  that  we  have  not 
managed  to  get  him  better  in  two  years. 

5164.  But  why  have  this  period  of  two 
years  at  the  end  of  which  you  must  have 
a judicial  order?  Why  not  give  the  patient 
or  his  relatives  the  power  to  apply  for 

judicial  determination  at  any  time? 1 do 

not  think  we  would  be  against  the  power 
being  given  to  the  relatives  if  they  under- 
stood just  what  it  meant.  We  would  be 
tremendously  interested  to  know  how  many 
really  understood  and  took  advantage  of  it, 
and  it  is  just  something  I could  not  con- 
ceive, because  people  tend,  to  think  of 
certification  as  being  something  to  do  with 
the  detention  of  a person  in  a punitive  way. 
Most  people  recognise  the  need  for  com- 
pulsory detention  and  they  wish  the  patient 
to  be  compulsorily  detained ; what  they 
hate  and  fear  is  certification  and  its  reper- 
cussions and  they  are  quite  contradictory. 

5165.  (Mr.  Jackson ):  Quite  apart,  from 
the  detention  you  mean  it  ties  a kind  of 
label  on  the  patient  and  says  that  this  is  a 

particular  sort  of  man? Yes,  that  is  what 

I mean. 

5166.  (Sir  Cecil  Oakes):  I gather  from 
what  you  said  that  the  word  “ unlimited  ” 
in  your  paragraph  14  means  “indefinite”? 

Yes,  indefinite,  temporary  so  long  as 

it  is  necessary.  We  think  there  will  be 
very  few  of  them,  and  in  a way  it  is  an 
experiment,  but  if  at  the  end  of  the  two 
years  we  could  demonstrate  how  a person 
can  be  kept,  and  what  a service  it  is  to  him 
to  remain  without  the  judicial  authority 
being  brought  in,  it  might  be  the  answer 
as  to  why  we  must  have  the  judicial 
authority  for  the  others  at  the  end  of  two 
years. 

5167.  (Chairman):  There  are  cases  of 

patients  who  have  had  to  stay  in  hospital 
for  five  years  and  have  been  discharged 
cured? Yes. 

5168.  Why  should  you  have  this  kind  of 
temporary  judicial  order  at  the  end  of  two 

years? (Miss  Williams):  It  did  come  out 

I believe  in  the  evidence  we  collected  that 
some  people  suggested  that  at  the  discretion 
of  the  Physician  Superintendent  this,  two 
year  period  might  be  extended.  I think  I 
am  right  in  saying  that,  and  I think  our 
reason  for  putting  this  in  was  because  we 
felt  on  this  question  of  civil  rights  that  the 
public  would  not  accept  a longer  period  for 
somebody  being  detained  on  a temporary 
basis. 


5169.  I wonder  if  they  would  accept  as 

long  as  two  years  detention  under  medical 
certification  at  the  request  of  the  relatives? 
By  the  way,  we  are  talking  about  relatives, 
but  what  about  the  cases  where  the  duly 
authorised  officer  has  to  act  in  place  of  the 
relatives,  either  because,  there  are  not  any, 
because  they  are  too  frightened  to  take  the 
responsibility,  or  because  they  are  unsatis- 
factory?  (Miss  Bree):  In  what  connec- 

tion? I do  not  quite  understand. 

5170.  What  about,  this  system  of 

temporary  admission,  in  those  cases  where 
everything  would  be  done  by  a public  ad- 
ministrative authority  on  the  recommenda- 
tion of  two  doctors? -The  balance  of  the 

evidence  was  in  favour  of  the  relatives 
where  they  were  available  applying  for  the 
order  in  the  first  place,  but  some  felt  very 
strongly  against  it.  They  felt  that  it  was 
unfair  to  relatives  to  have  the  onus 

of  being  the  ones  who  started  put- 
ting someone  away,  but  on  the 

whole  we  felt  that  relatives  do  take 

responsibility  for  each  other,  and  that  it 
was  better  that  it  should  be  either  the  rela- 
tive or  the  duly  authorised  officer  according 
to  each  case. 

5171.  And  you  do  not  feel  any  qualms 
when  the  patient  has  no  relative,  or  has 
unsatisfactory  relatives,  about  the  whole 
operation  of  detention  being,  in  the  hands 

of  the  administrative  authority? No,  I 

think  from  my  point  of  view,  and  from  the 
evidence  of  our  members,  that  the  reason 
we  have  no  qualms  is  that  we  work  in 
mental  hospitals,  and  we  do  not  think 
about  compulsory  detention  as  being  more 
than  a necessary  part  of  treatment. 

5172.  I am  talking  about  the  duly 

authorised  officer  who  is  not  an  employee 
of  the  mental  hospital  but  of  the  munici- 
pality or  the  county ; he  is  purely  a public 
servant. And  he  detains  for  three  days. 

5173.  On  your  proposal  if  he  has  two 
recommendations  from  doctors  he  could 
present  the  patient  for  admission  to.  a 
mental  hospital,  and  if  the  Physician 
Superintendent  admitted  him  he  would  be 
there  for  six  months,  and  maybe  for  two 

years? (Miss  Lahorde ):  The  patient 

would  not  be  there  necessarily  for.  six 
months.  It  would  be  left  to  the  Physician 
Superintendent  to  decide  whether  he  was 
fit  to  be  discharged.  He  could  be  dis- 
charged within  the  six  months. 

5174.  Yes,  but  the  power  of  detention 
would  remain  for  six  months,  and  might 

be  extended  to  two  years. (Miss  Bree): 

I think  on  that  we  would  say  that  two 
recommendations  would  be  . required  from 
medical  officers  or  psychiatrists.  The  duly 
authorised  officer  would  not  be  solely 
responsible  ; he  would  be  backed  up  by  the 
recommendations.  I would  have  felt  that 
it  needed  the  three  people  to  take  joint 
responsibility. 
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5175.  Who  is  the  third  person? Two 

psychiatrists,  and  either  the  duly  authorised 
officer  or  relative,  but  two  medical  people. 
(Miss  Williams ):  Yes,  two  medical  people. 

5176.  Two  medical  and  one  municipal 

perhaps  is  all  you  would  require? 1 feel 

so,  because  it  usually  only  happens  in  an 
actual  emergency  when  it  is  necessary  for 
something  to  happen  immediately  and 
within  seven  days  the  records  must  go  to 
the  Board  of  Control. 

5177.  You  say  it  only  happens  in  an 

emergency,  but  surely  that  is  not  so?  The 
duly  authorised  officer  procedure  is  so 
much  simpler  and  quicker  and  relieves  the 
relative  of  all  the  bother,  but  does  it  not 
tend  to  become  the  normal  method  of  ad- 
mission to  mental  hospitals? The  normal 

method  of  admission  to  mental  hospital  of 
a person  who  is  likely  to  be  certifiable,  but 
not  the  normal  method  of  admission  to  the 
mental  hospital,  because  the  vast  majority 
of  those  who  in  the  old  days  were  not 
urgency  orders  can  be  voluntary  patients. 

5178.  I mean  all  non-voluntary  patients? 
Yes. 

5179.  You  do  not  now  get  the  relatives 
moving  openly  in  the  normal  case.  It  is 
so  easy  to  get  the  duly  authorised  officer 

to  do  it  all  for  you? He  is  only  doing 

it  for  you — I find  it  difficult  to  imagine  a 
case  where  you  can  say  the  relative  is 
being  saved  all  the  bother.  The  relative 
living  in  the  same  home  with  the  mentally 
ill  patient  has  a tremendous  amount  of 
bother,  and  I think  she  is  entitled  to  the 
help  of  a statutory  officer  for  all  the  advice 
she  can  get,  but  he  does  not  do  it  against 
her  will.  The  relatives  can  refuse  to  allow 
the  duly  authorised  officer  to  act. 

5180.  The  duly  authorised  officer  cannot 
act  against  the  relative’s  will  unless  it  is 
what  you  might  call  an  emergency  case? 
Yes. 

5181.  But  if  the  relative  says  “Oh,  yes, 
take  so-and-so  off,  but  do  not  put  me  down 

as  consenting”? 1 think  what  they  say 

is,  “ Must  I sign,  must  I be  the  one  who 
put  him  away?  ”,  and  I do  not  feel  that 
in  view  of  the  whole  circumstances  in  which 
this  situation  arises  it  is  asking  too  much 
of  the  community  to  agree  that  a public 
authority  should  say,  “ So  long  as  you  con- 
sent someone  else  shall  make  the  actual 
application.” 

5182.  I only  mean  that  this  is  the  danger 
point,  because  curiously  enough  one  of  the 
very  few  organisations  who  have  been 
recommending  to-  us  to  retain  the  judicial 
order  on  admission  has  been  one  of  those 
representing  the  duly  authorised  officers. 
You  do  get  into  an  area  of  possible  popu- 
lar criticism,  do  you  not,  where  action  is 
taken  purely  by  an  administrative 

authority? Yes.  If  you  can  have  in 

the  judicial  order  a different  word  for 


“ certification  ”,  and  in  fact  something 
which  shows  that  certification  is  just  what 
it  is,  and  not  what  it  is  thought  to  be,  it 
would  help.  Our  view  is  that  we  do  not 
think  it  would  matter  whether  you  had  a 
judicial  order  or  not  if  the  judicial  order 
were  not  thought  of  as  connected  with 
wrong-doing.  In  cases  where  you  have  cer- 
tified patients  and  one  italics  about  the 
magistrate  and  one  goes  on  to  say  that  it 
is  to  protect  their  interest  they  say,  “ I 
never  did  anything  wrong.”  That  is  one 
of  the  very  strong  points  in  our  evidence, 
that  we  find  the  magistrate  is  not  looked 
on  . as  defending  the  civil  rights  of  the 
patient.  The  feeling  is  much  more  that  he 
has  come  in  to  tell  people  what  they  have 
been  doing  is  wrong. 

5183.  (Mr.  Jackson ):  Suppose  that  were 
reversed  in  order  and  the  patient  was 
admitted,  on  medical  recommendations 
with  a right  for  the  patient  or  his  relatives 
to  appeal  to  the  magistrate,  if  they  did  not 
approve  of  the  detention,  what  do  you 
think  would  be  the  effect  of  that  on  public 

opinion? (Miss  Bree ):  The  opinion  of 

patients  and  relatives,  which  is  really  what 
we  know  most  about? 

5184.  Yes. 1 would  think  that  it 

would  be  a very  good  thing  if  they  were 
free  to  do  it,  and  if  the  magistrate  could 
come  in  and  it  was  understood  that  the 
magistrate  had  agreed  that  the  patient  was 
a proper  person  to  remain  in  hospital.  But 
I think  that  if  his  coming  in  meant  that 
he  then  signed  something  and  that  was 
called  certification,  you  would  penalise  the 
patient ; you  would  put  him  in  a worse 
position.  Very  often  because  of  his  illness 
he  does  object  to  being  there,  he  does 
complain,  and  he  does  say,  “ I do  want  to 
see  someone  ”,  and  we  should  only  be 
happy  with  what  you  suggest  so  long  as 
the  signing  by  the  magistrate  did  not  imme- 
diately mean  certification  with  all  its 
implications. 

5185.  (Lady  Adrian ):  If  the  patient  was 

told  that  that  action  was  really  a confirma- 
tion of  the  previous  action? Then  I 

think  we  would  welcome  it,  and  I do  not 
think  it  would  make  very  much  difference. 

5186.  (Mr.  Jackson .)  You  are  clear  that 
if  that  system  were  brought  in  the  magis- 
trate would  simply  have  to  say,  “Having 
examined  this  I see  no  reason  to  interfere 

with  what  the  doctors  say”? It  would 

have  to  be  something  which  did  not  then 
put  the  patient  rather  in  a worse  posi- 
tion, particularly  as  people  could  say, 
“ You  asked  for  it  ”,  but  what  made  him 
ask  for  it  may  have  been  his  mental 
condition. 

5187.  (Lady  Adrian):  We  were  told  this 
morning  that  the  relatives  would  often 
prefer  a decision  from  the  Hospital  Man- 
agement Committee  rather  than  go  to  a 
magistrate.  Have  you  any  views  on  that 
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point? (Miss  Williams):  You  mean 

once  the  patient  is  in  hospital? 

5188.  Yes,  it  was  suggested  that  the  Hos- 

pital Management  Committee  should  be  the 
body  to  whom  they  might  appeal  rather 
than  the  magistrate? A number  of  rela- 

tives do  get  as  far  as  applying  under  Sec- 
tion 79.  (Miss  Bree ):  I have  not  any 
evidence  on  it  at  all.  I find  the  relatives 
and  patients  are  so  confused  as  to  who  is 
who,  except  the  doctor  and  the  nurses  and 
the  people  they  know. 

5189.  (Chairman):  To  come  on  to  a small 
point  in  paragraph  20,  I should  have 
thought  in  most  thinly  populated  rural 
areas  it  would  be  easier  to  get  a patient  in 
an  emergency  into  a general  hospital  than 
into  a mental  hospital?—; — (Miss  Williams ): 

I think  the  point  there  is  that  the  observa- 
tion unit  recognised  as  such  has  to  be  staffed 
appropriately  in  order  to  be  an  observation 
unit,  and  it  is  only  in  certain  hospitals, 
usually  in  the  towns  and  cities  that  it  is 
possible,  for  instance,  to  have  a specially 
trained  mental  nurse  and  doctor  and  some- 
body experienced  who  can  deal  with  this 
type  of  patient. 

5190.  I sometimes  wonder  whether  the 
difficulty  is  really  as  great  as  people  say? 

(Miss  Cripps ):  I work  in  a rural  area, 

and  although  not  concerned  with  mental 
illness  I cannot  think  of  any  hospital  in  the 
area  which  I know  where  they  could  pro- 
perly manage  to  run  an  observation  ward. 
I should  feel  very  doubtful. 

5191.  On  the  grounds  of  accommodation 

or  staff? Accommodation  and  staffing 

and  contact.  I think  an  observation  ward 
must  have  some  link  with  the  mental 
hospital  with  consultants  coming  in,  and 
so  on. 

5192.  The  point  is  purely  a practical  one? 

(Miss  Williams):  I think  perhaps  we 

should  emphasise  that  our  point  was  that 
these  observation  units  should  be 
encouraged  wherever  possible,  and  we  de- 
plore the  inability  to  have  these  observa- 
tion units  even  in  the  thinly  populated  areas. 
(Miss  Bree):  I think  our  members  working 
in  the  rural  areas  felt  very  much  that  we 
were  “ London-weighted  ” when  we  said 
that  the  observation  ward  is  the  most  de- 
sirable thing,  and  they  felt  that  we  were 
not  being  very  realistic. 

5193.  On  paragraph  23  of  your  memo- 
randum, whilst  it  might  be  reasonable  to 
suggest  that  the  medical  officer  ought  to 
satisfy  himself  that  the  relative  who  applies 
for  discharge  is  prepared,  and  is  reasonably 
able,  to  take  responsibility  for  the  patient — 
that  is  your  sub-section  (a) — when  you  go 
on  to  multiply  your  sub-headings,  are  you 
not  running  the  risk  of  saying  that  the 
Medical  Superintendent  should  be  a judge 
of  the  quality  of  the  patient’s  home?  There 
are  hospitals  with  a fairly  restricted  area  of 


intake  where  that  may  be  perfectly  sound, 
but  does  it  not  really  come  to  this,  that 
in  the  more  scattered  areas  the  Medical 
Superintendent  would  have  to  get  the 
opinion  of  his  psychiatric  social  worker  on 
the  quality  of  the  home,  and  are  you  not 
putting  a little  too  much  emphasis  on  the 
administrative  judgment  here  again  as 
against  the  relative’s  right  of  discharge? 
How  intimate  would  any  of  you  wish  to  be 
with  a home  before  you  pronounced  it  to 
be  unfit  to  receive  a discharged  mental 

patient? (Miss  Lahorclc):  I think  there 

are  two  things.  _ It  is  not  only  the  home 
being  fit  to  receive  the  patient,  it  is  also 
the  fitness  of  the  patient  to  go  out  at  all. 
We  are  considering  here  Section  72,  that  is 
the  request  for  discharge  against  medical 
advice,  so  we  are  assuming  that  perhaps 
the  patient  himself  is  not  fit  to  be  out,  but 
in  very  good  circumstances  he  might  be  out. 
I should  have  thought  that  was  easier  to 
assess.  It  is  something  I think  perhaps 
which  needs  less  detail  than  if  the  patient 
had  fully  recovered. 

5194.  (Dr.  Rees):  Is  there  in  fact  much 
abuse  of  Section  72  at  the  present  time? 
(Miss  Williams) : It  has  been  very  diffi- 
cult to  get  any  ideas  on  this,  partly  because 
we  only  work  in  certain  hospitals.  Where 
it  does  happen  there  is  so  much  trouble  that 
naturally  it  may  seem  over-emphasised,  but 
if  it  were  only  two  per  hundred 
we  feel  our  suggestions  would  be  justified. 
What  we  are  suggesting  would  not  make  it 
harder  for  the  others ; if  perfectly  satis- 
factory they  would  still  come  out  under 
Section  72. 

5195.  Would  it  not  tend  to  diminish  the 
confidence  of  the  relatives  in  the  hospital 
if  they  were  not  allowed  to  discharge  the 

patient  as  easily  as  they  can  at  present? 

I do  not  think  so  from  my  experience.  I 
think  Section  72  is  quite  a new  thing  to 
the  relatives.  Many  people  still  do  not 
know  about  it. 

51'96.  Is  it  not  the  usual  method  of  dis- 
charge in  most  mental  hospitals  at  the 

present  time? (Miss  Bree):  No,  I do  not 

think  so.  It  was  impossible  before  1948  for 
the  rate-aided  patient,  and  since  1948  its 
use  varies.  In  some  hospitals  they  are  very 
careful  to  try  to  make  the  relative  who 
wants  the  patient  understand  that  the  patient 
will  not  be  able  to  come  back  the  next  day, 
if  the  relatives  find  they  do  not  like  it.  But 
some  hospitals  are  using  it  quite  a lot,  we 
found,  and  we  have  been  surprised  at  that. 
Some  hospitals  seem  to  be  using  Section  72, 
encouraging  the  relatives  to  ask  to  have  the 
patient  out  instead  of  using  Section  55 
under  which  they  can  go  out  on  four 
weeks’  trial  on  a maintenance  grant,  though 
I would  not  suggest  there  was  any  other 
reason  except  to  help  the  patient.  It  varies 
so  enormously.  We  are  not  asking  for 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  ASSOCIATION  OF  PSYCHIATRIC  SOCIAL  WORKERS 


1017 


the  home  to  be  of  a certain  standard,  but 
that  things  within  the  home  should  not  be 
inimical  to  the  particular  patient. 

5197.  You  would  be  putting  restrictions 

on  the  relative’s  right  of  discharge? 

Yes,  indeed,  but  less  restriction  than  under 
the  old  Section  79  before  1948. 

5198.  {Chairman):  You  said  it  was  under 
Section  72  where  the  discharge  was  applied 
for  against  medical  advice,  but  there  is 
nothing  in  Section  72  about  it  being  against 

medical  advice? ( Miss  Williams ):  I 

think  it  has  been  looked  on  until  recently 
as  a form  of  discharge  for  a patient  on 
the  relative’s  responsibility,  that  is  to  say 
when  discharge  is  not  recommended  by  the 
Physician  Superintendent  or  the  medical 
officers,  and  it  has  been  assumed  that  the 
patient  is  not  well  enough  to  have  been 
recommended  for  discharge,  and  therefore 
it  would  be  against  medical  advice. 

5199.  (Dr.  Rees):  Is  that  your  interpreta- 
tion of  Section  72? It  is  still  the  inter- 

pretation of  it  in  quite  a few  hospitals. 

5200.  I should  imagine  in  most  hospitals 
when'  a patient  is  fit  for  discharge  the 
Medical  Superintendent  would  tell  the  rela- 
tives, “ I advise  you  now  to  discharge  the 

patient,  he  or  she  is  quite  well”. (Miss 

Bree):  We  have  only  just  found  that  has 
been  the  practice  in  some  hospitals.  (Miss 
Williams):  In  most  hospitals,  in  fact  in 
a great  many  hospitals,  it  is  still  the  custom 
to  recommend  certified  patients  who  are 
ready  for  discharge  to  the  discharging  com- 
mittee once  a month  for  discharge  on  trial. 

5201.  Which  is  better  for  the  patient,  to 
be  discharged  by  the  husband  or  wife,  or 
for  the  patient  to  appear  in  front  of  the 

discharging  committee? (Miss  Laborde): 

It  is  better  still  I think  for  the  patient  to 
be  discharged1  by  the  Physician  Superin- 
tendent. I think  the  medical  reason  for 
discharge  is  much  better  than  for  the  rela- 
tive to  discharge  on  his  own  responsibility. 
He  has  no  medicall  knowledge  and  he  is,  after 
all,  taking  into  consideration  somebody  who 
has  been  seriously  ill.  (Miss  Bree):  All 
our  evidence  confirms  our  feeling  that  the 
patients  and  their  relatives  are  better  served 
by  the  patient  being  allowed  to  stay  in  the 
hospital  and  be  discharged,  recovered  or 
relieved,  which  are  the  two  other  forms  of 
discharge.  The  patient  is  then  discharged 
in  his  own  right  and  he  gets  a certificate 
to  say  so,  but  the  other  way  he  is  dis- 
charged by  order  of  the  relative.  The  whole 
purpose  of  the  hospital  is  to  alleviate  his 
symptoms  and  make  him  well  enough  to  go 
out  again. 

5202.  Cannot  he  be  discharged  recovered 
by  the  order  of  a relative? — —Can  he? 

I 'think  he  is  just  discharged  by  the  order 
of  the  relative.  One  of  the  many  problems 
that  made  us  feel  like  this  about  Section  72, 


for  instance,  is  that  the  patient  is  not  auto- 
matically allowed  to  manage  his  own  affairs. 
As  a certified  patient  he  has  been  certified 
as  not  able  to  manage  his  own  affairs,  but 
going  out  under  order  of  the  relatives  does 
not  automatically  make  him  able  to  manage 
his  own  affairs.  I had  a case  in  a family 
where  there  was  great  trouble  because  no 
one  would  certify  that  he  was  fit  to  manage 
his  own  affairs,  and  his  wife  went  on  being 
his  receiver. 

5203.  Is  not  that  also  the  case  if  he  is 
discharged  by  order  of  the  Management 

Committee? Not  if  he  is  discharged  as 

recovered. 

5204.  (Sir  Cecil  Oakes):  There  is  no 
guarantee,  is  there,  when  three  members  of 
the  Committee  discharge,  that  the  person 
has  recovered?  They  can  discharge  for  any 

reason  or  no  reason? That  has  not  been 

the  practice  of  any  hospital  I have  worked 
in  or  that  our  evidence  covers.  It  has 
always  been  that  the  hospital  has  taken  him 
for  no  other  purpose  than  to  try  and  get 
him  better  and  when  he  is  well  enough  he 
leaves,  The  practice  used  to  be,  and  still 
is,  in  many  hospitals  that  he  should  go  on 
a month’s  trial  and  the  hospital  used  to  be 
able  to  give  him  a grant  during  that  time 
if  it  were  necessary.  That  month  is  spent 
in  seeing  how  he  is  so  that  he  could  go 
back  if  it  were  too  soon.  It  is  probably 
much  better  for  him  to  have  that  period  on 
trial  with  his  relatives.  It  is  not  so  good  if 
a relative  says,  “ He  seems  to  be  all  right 
in  hospital,  he  is  working  all  right  there. 

I know  of  a job  ”,  and  then  takes  him  out, 
and  he  goes  out,  and  he  cannot  hold  the 
job  and  the  relative  says,  “ All  right,  go 
back  then”,  and  he  says  that  he  is  not 
going  back  then  and  nobody  can  send  him 
back.  (Miss  Williams) : It  is  our  evidence 
on  this  point,  those  of  us  who  work  in 
mental  hospitals  and  have  a great  deal  to 
do  with  the  arrangements  for  discharge, 
that  it  is  a great  help  to  everyone  to  have 
this  trial  period,  and  to  have  a period  before 
the  Committee  sits  in  which  we  can  see  the 
relatives  and  the  patient,  and  discuss  any 
difficulties  that  may  lie  before  them  in 
returning  to  their  home.  Possibly  they  are 
patients  who  have  no  home,  there  may  be 
a number  of  difficulties,  and  it  does  allow 
a period  in  which  to  make  these  studies 
with  the  family.  Section  72  tends  to  be 
rather  rushed  on  people,  not  only  on  the 
patient  and  family,  but  on  the  staff  of  the 
hospital,  so  that  there  is  not  the  careful 
preparation  that  there  is  with  the  trial 
arrangement. 

5205.  (Dr.  Rees):  Is  there  anything  to 
prevent  you  arranging  the  discharge  of  a 
patient  under  Section  72  a fortnight  ahead? 
No. 

5206.  There  is  no  rush  about  that? 

( Miss  Bree):  I think  that  is  done  in  some 
hospitals.  (Miss  Laborde):  In  that  case  does 
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not  the  relative  then  feel  that  he  has  dis- 
charged the  patient  himself  without  medical 
recommendation,  and  is  not  that  rather 
unfortunate? 

5207.  Not  if  he  does  it  in  conjunction 

with  the  doctor? There  is  nothing  to 

show  that  at  all. 

5208.  What  advantage  is  there  in  having 

something  to  show? (Miss  Bree) : I think. 

I have  known  employers  who  have  said, 
“ Were  you  discharged  by  the  doctor,  did 
he  say  you  were  cured?  ”,  and  it  may  be 
very  difficult  if  he  has  been  discharged  by 
the  Hospital  Management  Committee  if 
they  do  it  for  any  other  reason,  but  if  he 
said,  “ No,  my  wife  ordered  my  discharge  , 
the  employers  may  not  be  quite  so 
confident. 

5209.  ( Chairman ) : Would  it  be  any  better 
if  he  said,  “The  doctor  discharged  me  as 

improved”? 1 think  it  might  be,  be- 

cause  people  do  feel  that  just  as  you  have 
to  have  a certificate  that  you  are  fit  for  work 
from  a doctor  when  you  have  been  ill,  that 
is  accepted  and  the  doctor  would  not  dis- 
charge you  before  improvement. 

5210.  I get  rather  impatient  sometimes, 
we  are  so  much  tied  up  in  statutory  pro- 
visions. When  I am  discharged  from  a 
general  hospital— I am  a working  man  and 
if  I had  an  accident  I want  to  know  for  the 
benefit  of  my  employer  how  fit  I am  to  take 
on  heavy  work ; I get  a chit  from  the 
doctor.  Why  does  not  the  same  thing 
happen  in  a mental  hospital?-; — It  does, 
but  under  Section  72  if  the  patient  . . . 

5211.  It  does  not  matter  whether  it  is 

under  Section  72  or  not. {Miss 

Laborde ):  Is  there  not  a slight  difference, 
because  in  the  general  hospital  the  person 
concerned  is  responsible  for  his  affairs,  and 
always  has  been,  but  the  person  who  is 
mentally  ill,  and  therefore  has  to  be  de- 
tained compulsorily,  has  not  always  been 
responsible,  and  therefore  some  other  pro- 
cedure may  be  necessary. 

5212.  I do  not  see  that  that  makes  any 
difference  in  connection  with  the  point  you 
were  making  about  the  attitude  of  the  em- 
ployer. A man  who  has  broken  his  arm 
badly  in  a factory  wants  to1  inform  the 
employer  whether  he  can  take  on  full  work 
again.  Is  that  very  different  from  the  man 

who  has  had  a mental  breakdown? 

(Miss  Bree):  I think  it  is  different  in  this 
respect,  that  I think  doctors  can  say  with 
confidence  that  the  man  with  the  broken 
arm  -is  better.  I think  it  is  possible  be- 
cause doctors  have  such  knowledge  about 
fractures  that  they  may  be  able  to  speak 
with  confidence  about  the  worker  with  the 
broken  arm.  May  I give  just  one  other 
example.  I can  think  of  a patient  who  was 
ordered  to  be  discharged  by  the  relative 
who  found  him  a job,  but  he  needed  a 
medical  certificate.  He  went  to  his  general 


practitioner  for  this  certificate  that  he  was 
fit  for  work  and  the  practitioner  said,  “ I 
cannot  give  it  to  you  unless  I have  a report 
from  the  hospital  doctor.”  The  doctor  had 
obviously  had  no  time  to  send  a report, 
even  if  it  were  the  practice  of  that  hospital 
to  send  one,  but  he  would  have  had  time 
had  he  been  more  prepared  for  the  order. 

■ 5213.  In  the  general  hospitals  does  not 
the  hospital  doctor  send  a report  to  the 
general  practitioner?  On  discharging  the 
man  it  is  his  first  duty.  Do  I understand 
that  in  your  experience  mental  hospitals  do 

not  inform  the  general  practitioner? It 

varies  very  much.  I think  they  always  do 
when  they  get  an  enquiry  from  the  general 
practitioner,  and  they  do  when  they  feel 
it  is  absolutely  necessary,  such  as  with  the 
epileptic  patient.  1 do  not  think  we  should 
say  that  the  staff  in  the  hospital  was 
such  that  it  could  always  be  done. 

5214.  (Dr.  Rees):  Is  it  not  the  routine  in 

most  mental  hospitals  to  write  automatic- 
ally to  the  general  practitioner? It  is 

in  some.  ( Miss  Cripps) : It  was  the  routine 
in  the  hospital  in  which  I was  working  for 
some  time. 

5215.  So  that  the  general  practitioner 
would  get  it  within  two  days  at  the  latest? 

(Miss  Bree):  We  would  like  that  very 

much. 

5216.  (Sir  Cecil  Oakes):  You  would  like 
it  in  all  general  hospitals  too?  I had  two 
complaints  yesterday  that  it  did  not  apply 

in  one  general  hospital. {Miss  Cripps): 

Yes. 

5217.  (Chairman):  Have  you  had  experi- 
ence of  a patient  discharged  by  his  relatives 
who  did  not  want  to  go  to  the  relatives? 
It  is  one  case  that  is  not  covered  in  your 

elaborate  provisions  here. (Miss  Bree): 

No,  we  have  thought  about  it,  but  I think 
we  said  we  did  not  know  what  should  be 
done.  (Miss  Laborde):  I think  we  have 
quite  a lot  of  examples  of  patients  who 
were  discharged  by  relatives  but  who  did 
not  live  with  them  and  returned  to  live  on 
their  own. 

5218.  (Dr.  Rees):  Is  it  common  for 

patients  to  be  discharged  from  hospital  by 
their  relatives  but  to  stay  as  voluntary 

patients? Yes.  (Miss  Bree):  And  for 

the  patient  to  have  no  intention  of  going 
to  the  relative  who  orders  his  discharge. 

5219.  But  in  general  Section  72  acts  to 

the  advantage  of  both  patients  and  rela- 
tives?  Oh  yes,  and  it  has  been  a very 

great  help  to  be  able  to  explain  to  the 
relative  from  the  moment  of  certification, 
or  when  certification  was  first  thought  of, 
that  there  is  such  a Section.  But  sometimes 
a relative  has  said  afterwards  when  it  has 
not  been  satisfactory,  “ I did  not  ask  for 
him  out ; I only  asked  if  he  was  better  and 
whether  he  would  be  able  to  come  home, 
and  I was  given  a form  and  we  got  on  the 
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bus  and  came  home  It  is  difficult  to 
find  out  what  really  happened,  when  they 
say  this  afterwards,  but  we  have  heard  it 
said. 

5220.  ( Chairman):  May  I pass  to  para- 
graph 26  on  this  question  of  property  and 
financial  affairs.  We  have  had  this  recom- 
mendation, over  and  over  again,  from  differ- 
ent witnesses,  but  none  of  them  seem  to 
have  any  precise  idea  of  what  arrangement 
they  wish  to  have  made.  I do  not  know 
whether  you  can  help  us  a little?  You 
see  you  start  off  with  this  initial  difficulty, 
that  you  have  a man  going  into  hospital, 
and  you  want  to  appoint  a trustee  for  him, 
really,  to  take  over  his  financial  affairs. 
There  has  been  no  judicial  proceeding  what- 
ever to  oust  him  from  his  responsibility 
for  his  own  affairs,  and  yet  you  want  a 
trustee  appointed  immediately,  by  the  hos- 
pital apparently. (Miss  Labor de ):  We 

think  it  is*  important  that  the  patient  who 
is  not  able  to  manage  his  affairs  should 
have  a trustee  appointed  as  soon  as  pos- 
sible. The  existing  procedure  is  slow  in 
action  as  things  are  now,  and  we  would  like 
that  to  be  speeded  up.  We  have  not 
thought  how  it  could  be  done,  but  even  if 
there  is  no  judicial  order  we  still  think  it 
is  most  important  that  some  method  should 
be  devised,  otherwise  the  patient’s  assets 
will  be  frozen,  and  there  is  no  way  of 
dealing  with  his  business  or  his  affairs. 

5221.  Is  not  the  danger  that  if  you  have 

a rush  procedure  you  might  put  the  wrong 
person  in  charge  of  his  assets,  and  when 
the  Court  of  Protection  finished  its  own 
proceedings— I am  thinking  now  rather  as 
it  were  of  property  important  enough  for 
the  Court  of  Protection  to  take  cognizance 
of— you  might  find  that  the  assets  had  dis- 
appeared?  We  wonder  whether  it  would 

not  be  possible  for  the  Court  of  Protection 
to  be  brought  in  at  once  at  this  stage. 

5222.  That  is  your  proposal,  that  there 
should  be  a summary  procedure  at  the 

Court  of  Protection? Yes.  (Miss 

Williams'):  As  soon  as  possible.  We  are 
so  much  aware  of  the  acute  difficulties  of 
the  relatives  where  these  business  matters 
are  left  standing.  We  feel  we  cannot  say 
how  it  can  be  done,  but  that  a great  deal 
more  speed  is  necessary  in  getting  somebody 
in  charge.  ( Miss  Laborde):  And  through 
the  Court  of  Protection  I think,  as  you  say, 
in  case  the  wrong  person  does  take  advan- 
tage, and  we  do  want  to  protect  the 
patient’s  property  and  to  make  it  possible 
for  his  business  to  be  dealt  with.  (Miss 
Williams):  Wc  have  known  cases  where  a 
patient  had  to  be  taken  out  under  Section 
72  about  a fortnight  after  his  admission, 
in  spite  of  the  fact  that  he  was  having 
treatment  in  order  to  deal  with  the  busi- 
ness relating  to  a smallholding  where  there 
were  prize  animals  that  were  starving  and 
there  was  nobody  to  sign  the  papers  to 


say  the  food  could  be  bought,  and  that  kind 
of  emergency  situation. 

5223.  Was  that  a case  where  the  Court 
of  Protection  had  been  properly  applied  to 

and  was  delaying? It  had  not  had  time 

to  get  any  action  taken.  ( Miss  Cripps ): 
We  did  feel,  I think,  that  if  there  was  one 
person  on  the  hospital  staff  whose  duty 
it  was  to  see  into  these  things  before  they 
just  drifted  to  their  notice  it  would  be 
possible  for  it  to  be  dealt  with  much  more 
expeditiously.  So  often  notice  of  difficulties 
or  this  kind  comes  to  us  quite  a long  time 
after  it  need,  and  quite  casually  sometimes, 
just  because  we  happen  to  have  ourselves 
visited  the  home.  If  it  were  really  the 
responsibility  of  one  person  in  the  hospital 
lo  look  into  this  at  once,  I think  it  might 
definitely  save  a great  deal  of  distress. 

5224.  Which  person  in  the  hospital  would 

it  be? Invent  some  new  person. 

5225-  (Sir  Cecil  Oakes):  You  remember 
the  old  relieving  officer  used  to  do  it  under 
the  Poor  Law ; would  you  want  something 

i kiftd? Yes.  Sometimes  these 

duties  fall  to  the  social  worker,  and  we  are 
not  really  qualified  or  suited  for  this  type 
of  work.  H 

5226.  (Mrs.  Braddock ):  Is  not  this  a 

responsibility  of  local  authorities? Very 

often  they  themselves  do  not  know  so  well 
as  the  hospital  how  the  patients  are 
affected,  that  is  the  problem. 

5227.  Should  it  not  be  a question  of  some 
sort  of  co-ordination  where  a patient  is 
admitted  or  is  going  to  be  admitted  to 
hospital  that  the  local  authority  welfare 
department  should  be  notified  immediately 

.,mmediate  action  could  be  taken? 
Would  it  not  be  rather  foolish  to  have 
somebody  from  the  hospital,  say,  twenty 
miles  away  from  where  the  person  resides 
to  rush  off  to  do  the  job  for  the  local 
authority?  Would  it  not  be  better  for 

the  local  authority  to  be  notified? f Miss 

Laborde)-.  I think  in  this  recommendation 
we  were  thinking  that  if  one  member  of 
he  hospital  staff  was  aware  of  the  prob- 
Iems,  that  person  would  then  get  in  touch 
with  the  local  authority  on  the  spot  which 
as  you  say,  might  very  well  be  able  to 
deal  with  it. 


5228,  You  are  not  suggesting  that  there 
should  be  an  officer  attached  to  the 
hospital  who  will  immediately  sally  forth 

to  the  various  places? No,  a member 

of  the  clerical  staff  should  really  be  able 
to  deal  with  that. 

5229.  The  welfare  department  of  the  local 
authority  have  power  to  deal  with  it  if 

they  have  the  information? (MissBree): 

Yes,  and  no  one  in  the  hospital  is  anything 
but  most  helpful  and  anxious  to  do  what 
is  required  of  him  on  what  he  hears  about, 
but  we  wanted  somebody  to  be  responsible 
for  looking  into  it  in  the  patient’s  interest. 
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( Miss  Laborde ) : The  local  authority  I think 
only  has  certain  powers.  It  could  not 
undertake  all  the  business  affairs  of  the 
patient,  such  as  paying  rent,  for  instance. 

5230.  It  would  depend  if  the  person  were 
in  receipt  of  assistance.  If  the  person  were 
in  receipt  of  assistance,  would  not  the  local 
authority  take  immediate  action  in  relation 
to  the  property  or  tenancy  of  the  house  in 

which  they  live? There  is  a difference 

in  interpretation,  but  I know  some  local 
authorities  would  not  consider  it  their  job 
to  get  in  touch  with  the  National  Assistance 
Board  to  ensure  that  rent  was  paid. 

5231.  So  it  is  a question  of  co-ordina- 
tion?  Yes.  (Miss  Bree):  If  there  is  only 

a little  delay  I think  the  Assistance  Board 
will  pay  rent  on  this  week’s  rent.  It  can- 
not pay  debts,  and  so  the  delay  would 
make  a debt  which  could  have  been  paid 
if  there  had  not  been  a delay. 

5232.  (Chairman)'.  I do  not  want  to  deal 
much  with  your  paragraphs  28  to  32 
because,  in  general,  these  complicated  ques- 
tions of  responsibility  of  payments  of  the 
National  Assistance  Board,  and  so  on,  we 
have  rather  ruled  out  of  our  terms  of  refer- 
ence. Some  of  them  are  the  subject  of 
inter-departmental  discussions  already,  and 

I think  they  may  be  settled. We  would 

be  very  sorry  if  they  were  settled  without 
some  consideration  as  to  more  co-ordina- 
tion. We  feel  especially  strongly  about 
paragraph  31,  for  instance,  because  a new 
circular  has  been  sent  to  hospitals  only 
last  week  confirming  the  arrangement  which 
we  deplored  in  our  memorandum ; we 
would  like  to  stress  how  much  co-ordina- 
tion matters  in  these  respects. 

5233.  There  is  one  point  I wanted  to  ask 
you  a little  about,  in  paragraph  29.  You 
speak  of  patients  in  mental  hospitals  in  full- 
time employment  outside  the  hospitals.  Is 

that  a common  thing? (Miss  Williams ): 

It  is  something  which  has  developed  in 
some  hospitals  quite  fully,  particularly  in 
the  hospital  in  which  I work.  I think  we 
were  pioneers  in  this  and  it  has  spread  to 
a number  of  mental  hospitals.  This  is  a 
way  of  working  their  way  out  for  the 
patients  who  are  not  able  to  take  the  full 
responsibilities  of  social  life  and  going  back 
into  the  community,  but  are  able  to  do  a 
job  of  work  as  long  as  they  have  the  protec- 
tion of  the  hospital,  and  this  paragraph 
really  points  to  certain  things  that  are  not 
clear  in  the  regulations.  The  Ministry  has 
its  regulations  about  the  amount  of  main- 
tenance contribution  that  these  patients 
shall  make  to  the  hospital,  and  the 
point  made  here  was  that  in  some  hospitals 
these  are  interpreted  to  allow  for  the 
patients  to  keep  their  families,  where  it  is  a 
male  patient  who  has  children  dependent 
on  him,  and  in  some  hospitals  these  family 
responsibilities  are  not  allowed  as  normal 
expenses.  The  regulation  is  that  the  patient 


can  have  special  allowances  for  his  expenses 
and  then  a percentage  is  given  to  the  hos- 
pital and  a percentage  he  keeps  to  himself. 

5234.  After  deduction  of  those  expenses? 

Yes.  In  some  hospitals  expenses  are 

interpreted  as  just  fares  and  meals  incurred 
in  the  actual  going  to  work.  In  other  hos- 
pitals expenses  are  held  to  cover  the  keep 
of  the  family  because  the  National  Assis- 
tance Board  say  that  if  a man  is  in  full 
employment  they  are  not  able  to  keep  his 
family.  We  would  like  this  to  be  clarified 
in  the  regulations  that  in  every  case  where 
a patient  is  in  full-time  employment  at  a 
hospital,  the  expenses  should  include  the 
maintenance  of  his  family. 

(Chairman) : I do  not  think  I have 

got  anything  more  to  ask  down  to  para- 
graph 40.  I do  not  know  if  any  of  my 
colleagues  have  any  questions  to  ask  on 
the  ground  we  have  covered,  or  any  ques- 
tions up  to  paragraph  40. 

5235.  (Lady  Adrian ):  On  paragraph  37, 
co-operation  between  the  local  authority  arid 
the  hospital  services,  have  you  any  sugges- 
tions for  machinery  for  co-operation  which 

you  think  would  be  beneficial? (Miss 

Bree):  I do  not  know  whether  I could  give 
an  example.  In  the  London  County  Coun- 
cil when  the  local  authorities  were  in  charge 
of  the  mental  hospitals,  we  had  a com- 
mittee of  some  Medical  Superintendents, 
hospital  administrative  officers  at  County 
Hall  and  psychiatric  social  workers,  and 
we  met  and  discussed  developments  and 
various  things  that  affected  our  own  work. 
A handbook  was  published  in  1947  on  the 
mental  health  services  of  the  London 
County  Council  which  helped  all  other 
social  workers  as  well.  In  i948  the  com- 
mittee was  disbanded  but  something  of  the 
same  kind  is  needed  under  the  umbrella 
of  the  Regional  Board  and  the  local  autho- 
rity so  that  Medical  Superintendents  and 
the  administrative  officers  at  County  Hall 
and  the  social  workers  concerned  can  see 
the  impact  of  different  regualtions. 

5236.  Is  this  for  discussing  administrative 

machinery  or  for  case  work? 1 think 

we  want  both  really.  Many  of  our  mem- 
bers feel  that  what  is  wanted  is  just  close 
contact  between  the  workers  ; in  practice 
they  do  meet  but  they  have  to  meet 
privately  and  how  and  when  they  can.  We 
would  like  some  sort  of  stimulus  and  en- 
couragement by  having  contact  at  two  levels 
— at  the  administrative  level  and  perhaps 
case  conferences.  We  would  like  both.  It 
is  important  for  the  work  we  do  that  we 
should  have  that  opportunity. 

5237.  (Chairman):  There  is  a general 
question  on  paragraph  42  which  I would 
like  to  ask  you.  What  is  the  degree  of 
need  for  special  occupation  centres  under 
the  Mental  Deficiency  Acts?  I mean,  how 
far  with  the  growth  of  rehabilitation  centres 
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and  so  on  for  other  purposes,  is  it  now 
necessary  to  have  centres  under  the  Mental 
Deficiency  Acts — that  is  occupation  centres 
— for  adolescents  and  adults?  I am  not 

talking  about  children. (Miss  Cripps ):  I 

think  that  the  occupation  centres  which  cater 
for  the  mental  defectives  must  cater  only 
for  mental  defectives.  The  patients  they 
cater  for  are  the  type  who  cannot  easily 
earn  their  living  in  any  way  and  are  of  far 
too  low  intelligence  to  mix  or  make  any- 
thing of  a centre  which  caters  for  other 
types  of  patient. 

5238.  But  surely  the  high-grade  mental 
defective  is  very  often  a person  with  very 

considerable  skill  in  crafts? They 

would  not  be  going  to  an  occupation  centre 
though. 

5239.  (Sir  Cecil  Oakes):  My  Lord  Chair- 
man is  thinking  in  terms  of  an  occupation 
centre  for  high-grade  defectives  who  might 
possibly  be  looked  after  in  the  community 

rather  than  in  an  institution. Were  you 

thinking  of  it  as  a sort  of  leisure  time 
occupation  centre  apart  from  their  work? 
I think  at  the  present  time  with  full  em- 
ployment it  is  not  difficult  to  find  remunera- 
tive employment  for  any  defective  who  is 
reasonably  high-grade,  but  the  occupation 
centres  cater  almost  exclusively  for  the 
really  very  low-grade  patient. 

5240.  ( Lady  Adrian ):  There  is  no  need 

for  industrial  training? For  those,  do 

you  mean,  who  do  not  go  to  an  institution? 

5241.  Yes. 1 suppose  one  could  say 

that  it  would  be  valuable,  yes.  The  trouble 
is  that  one  can  probably  find  something  for 
them  to  do  without  training,  though  it  may 
be  less  suitable. 

5242.  (Chairman):  1 am  rather  doubtful 

what  you  mean  by  this  paragraph. 

(Miss  Williams) : This  is  concerned  with  the 
mentally  ill,  not  the  mentally  defective. 

5243.  (Lady  Adrian ):  With  regard  to  the 
mentally  ill,  as  far  as  I understand  it  you 
think  that  a considerable  number  of  them 
could  be  accommodated  in  the  ordinary 
industrial  training  or  rehabilitation  centre, 
but  there  should  be  a few  such  centres 
solely  for  the  training  and  re-cstabHshmerit 

of  the  mentally  ill? Yes.  we  find  that  a 

certain  proportion  of  our  patients  arc 
accepted  in  the  rehabilitation  centres,  but 
there  is  a considerable  waiting  period,  and 
also  all  our  patients  are  not  suitable  for 
that  type  of  centre  and  do  need  the  special 
handling  and  help  that  could  be  obtained 
in  a specially  staffed  rehabilitation  centre. 
(Miss  Bree):  Yes,  I do  not  think  we  can 
say  what  the  proportion  is,  but  we  do  feel 
that  some  would  be  better  along  with  other 
kinds  of  handicap.  With  some  it  is  too 
great  a strain  ; it  would  be  better  for  them 
to  be  accepted  as  what  they  are. 


5244.  Should  the  special  industrial  train- 
ing centres  for  the  mentally  ill  only  be 
run,  do  you  think,  by  the  mental  hospitals 
or  by  the  local  authority,  or  under  whose 

auspices  would  they  be  best  run? (Miss 

Williams):  The  others  are  run  by  the  Minis- 
try of  Labour  at  the  moment,  and  I think 
perhaps  it  should  be  a joint  project  between 
the  Ministry  of  Labour  and  the  local 
authority.  (Miss  Bree):  Yes,  I agree  with 
that. 


5^45.  (Chairman):  On  paragraph  56,  I 
wanted  to  ask  whether  you  could  clarify 
what  you  arc  really  thinking  of.  Do  you 
want  long-stay  hospitals  for  children,  and 

11*°  t0(  wJat  sort  of  children? (Miss 

Williams):  No.  I think  the  need  is  seen 
in  child  guidance  clinics  and  out-patient 
clinics,  where  we  see  children  who  are  in 
such  a severe  state  of  disturbance  that  they 
cannot  be  kept  at  home  and  they  cannot 
be  admitted  to  the  ordinary  home  or  school 
tor  mahdjusted  children.  Some  of  these 
children  are  diagnosed  as  psychotic  and  are 
too  young  to  be  admitted  to  the  adolescent 
wards  in  the  Maudsley  Hospital  and  some 
few  other  hospitals,  and  there  is  no  special 
provision  of  an  emergency  nature  for  the 
observation  and  diagnosis  of  these  chil- 
dren. In  the  North  West  Metropolitan 
Region,  the  psychiatric  social  workers 
presented  this  problem  to  .the  Regional 
e Ai’uand  a sPecial.  unit  was  opened  in 
St-  Albans.  This  unit  has  been  restricted 
to  children  up  to  ten  years  of  age.  It  has 
made  a tremendous  difference,  but  of 
course  it  still  leaves  the  gap  for  children 
between  ten  and,  say,  fourteen.  We  have 
examples  of  one  or  two  children,  whom  it 
has  been  very  difficult  to  place.  I think 
the  problem  here  is  one  of  intensity.  It 
causes  acute  distress  where  it  happens. 


5246.  Arc  these  generally  bed  cases  or 

ambulant  cases? 1 have  an  example 

hero  which  was  sent  to  me  from  a child 
guidance  clinic  of  a girl  of  12  who  was 
referred  on  account  of  stealing.  She  was 
violent  in  her  behaviour  at  home,  and  the 
opinion  expressed  by  the  psychiatrist  was 
that  she  was  mildly  psychotic  and  steadily 
withdrawing  from  contact  with  reality.  It 
was  impossible  to  find  accommodation  for 
her.  She  was  wandering  about  in  Hyde 
Park  and  was  found  soliciting.  It  is  that 
kind  of  problem.  It  is  for  the  protection 
and  treatment  of  this  type  of  child  of 
which  we  feel  we  do  not  entirely  know’  the 
need  in  numbers,  that  beds  are  needed  over 
the  country.  That  was  why  we  recom- 
mend in  paragraph  57  that,  rather  than 
make  a definite  recommendation  for  accom- 
modation all  over  the  country,  we  feel  that 
such  a survey  should  be  made  in  different 
regions  as  was  made  in  the  North  West 
Metropolitan  Region. 
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5247.  ( Lady  Adrian)'.  Do  you  find  that 
such  cases  sometimes  in  desperation  get 
certified  under  the  Mental  Deficiency  Act? 

(Miss  Cripps ):  I think  they  do  yes 

Sometimes  in  ignorance,  rather  ‘h“  11 
desperation,  they  are  regarded  as  mental 
detectives.  .... 

5248.  (Chairman):  I do  not  think  I have 
any  questions  to  ask  you  about  psycho- 
paths ; you  really  are  not  prepared  to  make 
any  recommendations.  We  come  to  mental 
deficiency.  1 do  not  think  I have  many 
questions  to  ask.  I am  not  quite  clear  on 
paragraph  66.  You  propose  that  theie 
should  be  a statutory  duty  upon  somebody 
for  the  supervision  of  all  children  undei 
normal  school  leaving  age  who  come  out- 
side the  scope  of  the  Education  Act.  Who 
do  you  think  should  have  that  responsi- 

We  were  thinking  of  the  local 

mental  health  department.  That  paragraph 
rather  refers  to  the  cases  at  present  under 
statutory  supervision. 

5249.  ( Lady  Adrian ):  You  want  to  leave 

statutory  supervision  much  as  it  is  at 
present? Really  much  as  it  is,  I think. 

5250.  (Chairman):  Do  you  not  wish  to 
abolish  statutory  supervision?  I am  not 
quite  clear.  You  say  that  parents  would 
be  much  more  likely  to  accept  it  on  a 
voluntary  basis?— -That  was  for  the ^ child 
leaving  the  special  school.  We  felt  that 
they  were  much  more  likely  to  accept  help 
on  a voluntary  basis.  As  things  are  at 
present  a child  can  be  recommended  tor 
a special  school  and  not  be  found  a vacancy 
He  can  then  leave  school  at  the  normal 
school  leaving  age  and  the  parents  are  then 
informed  that  the  child  is  mentally  defective 
and  notified  to  the  local  health  authority. 
This  is  perhaps  the  first  time  they  have 
heard  about  it.  They  have  no  appeal  against 
that,  though  if  the  child  is  put  undei 
statutory  supervision  he  is  then  subject  to 
be  dealt  with.  They  can  object  or  make 
an  appeal  against  a child  being  sent  to  a 
special  school,  but  if  there  is  no  vacancy 
in  the  special  school  and  he  leaves  school 
at  the  normal  school  leaving  age,  he  then 
perhaps  automatically  becomes  subject  to 
be  dealt  with. 

5251.  (Sir  Cecil  Oakes):  Because  there 

was  no  vacancy,  he  has  a stigma  imposed 
upon  him  without  any  appeal  by  his  parents, 
that  he  is  mentally  defective.  That  is  what 
you  mean? Yes. 

5252 . (Lady  Adrian):  That  may  also 

happen  if  he  has  been  to  a special  school, 
may  it  not?  He  may  go  to  a special  school 
and  leave  it  and  never  be  notified  as  men- 
tally defective,  and  there  is  no  stigma,  but 
if  he  is  notified  as  mentally  defective,  there 

is  no  appeal? He  has  the  benefit  of 

training  in  a special  school. 

5253.  (Chairman):  T do  not  quite  under- 
stand what  this  appeal  is  that  the  parent 


has  if  the  child  is  sent  to  a special  school. 

A parent  can  object  to  a child  being 

sent  to  a special  school,  but  he  has  no 
right  of  appeal  if  the  school  authorities 
say  at  the  end  of  his  school  career,  “We 
are  now  going  to  notify  you  to  the  local 
health  authority  who  will  place  you  under 
statutory  supervision.” 

5254.  Surely  he  has  got  a right  of  appeal 
in  that  the  child  cannot  be  made  subject  to 

an  order  without  judicial  procedure? 

Yes,  but  the  fact  that  he  is  notified  to  the 
local  authority  makes  him  subject  to  be 
dealt  with.  An  order  can  then  be  made 
if  he  gets  into  trouble. 

5255.  Are  you  sure  that  under  the  present 
Education  Act  the  parent  can  effectively 
object  to  his  child  going  to  a special  school? 
1 suppose  he  can  apply  to  the  Minister,  to 
cancel  the  certificate.  I see  the  point. 
There  4s  one  point  under  paragraph  69 
which  I do  not  quite  understand.  You 
refer  to  the  cumbersome  method  of 
guardianship,  but  surely  you  will  not  be 
able  to  get  rid  of  guardianship  entirely 

where  you  want  to  supersede  the  home? 

No,  I can  see  that  there  are  cases  where 
guardianship  may  still  be  necessary. 

5256.  If  you  are  doing  something  as 
drastic  as  that,  you  should  be  asked  to 
go  through  some  rather  cumbersome 
procedure,  should  you  not?-  The  trouble 
about  guardianship  is  that  it  so  often  inti- 
midates would-be  foster  parents— the  very 
detailed  regulations  and  things  like  docu- 
ments regarding  physical  restraint  and  so 
on,  which  seem  to  be  out  of  keeping  with 
the  case ; I think  the  local  authorities 
could  very  much  more  easily  find  foster 
parents  if  they  had  not  got  to  take  on 
such  a heavy  legal  responsibility. 

5257.  (Lady  Adrian):  Would  jt  be  better 
if  you  gave  the  legal  responsibility  to  the 
local  authority,  with  an  order  analogous  to 
the  fit  person  order,  and  they  had  power 
to  put  the  child  with  a foster  parent?— 
That  was  the  point  we  were  trying  to  make. 

5258.  (Chairman) : What  you  say  in  para- 
graphs 80  and  81  interests  me  very  much. 
But  is  there  any  necessary  connection,  when 
considering  new  legislation,  between  con- 
tinuance of  supervision  and  the  right  to 

recall  to  the  hospital? 1 am  not  quite 

sure  that  I follow  what  you  mean. 

5259.  Your  argument,  I think,  is  that  it 
is  extremely  valuable  to  continue  super- 
vision for  at  least  two  years  and  possibly 
longer,  until  the  patient  has  proved  himself. 
As  long  as  he  is  on  licence  he  can  be  re- 
called to  the  hospital.  Is  there  any  neces- 
sary connection  between  those  two  things? 
I mean,  you  could,  in  theory  at  any  rate, 
continue  supervision  without  retaining  your 

right  to  recall  to  the  hospital. In  fact 

you  do,  because  when  the  order  is  dis- 
charged voluntary  supervision  is  usually 
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continued.  In  practice  that  is  a much  more 
difficult  thing  to  do  and  requires  a great 
deal  of  skill.  It  is  usually,  I am  afraid, 
the  part  of  the  work  that  tends  to  be  a 
bit  neglected  because  of  lack  of  time. 

5260.  In  previous  parts  of  your  memo- 
randum you  have  been  rather  in  favour  of 
substituting  voluntary  for  statutory  pro- 
cedure, have  you  not? Yes.  I do  not 

think  we  have  recommended  anything  ’ in 
the  nature  of  statutory  supervision.  What 
we  have  said  is  that  when  the  patient  comes 
off  licence  is  a very  important  moment  in 
his  life  and  that  the  continuance  of  super- 
vision, if  possible  by  the  same  person,  is 
often  desirable.  More  often  than  not  it  be- 
comes another  person,  and  this  break  of 
the  personal  contact  just  at  the  moment 
when  the  patient  is  given  full  freedom  to 
manage  his  own  life,  we  find  dangerous. 
In  my  area  we  have  managed  to  get  over 
it  to  some  extent  because,  in  certain  in- 
stances, the  supervision  after  the  licence 
period  has  been  delegated  to  me  by  the 
jocal  authority,  so  that  I have  already  been 
in  touch  with  the  patient.  I do  not  think 
we  are  suggesting  anything  more  than 
friendly  supervision  after  the  end  of  the 
licence. 

526 J . But  you  do  not  want  the  licence 
to  be  terminated  at  the  end  of  two  years? 
— -We  do  not  want  it  made  a definite 
period.  It  should  depend  on  a great  many 
things.  Some  authorities  interpret  that 
Board  of  Control  circular  as  meaning  two 
years  to  the  dot,  and  off  you  go. 

5262.  Some  witnesses  have  suggested  to 
us  that  there  should  be  some  definite  period 
on  the  power  to  recall  the  patient,  and  I 
think  what  they  had  in  their  minds  was 
that  some  hospitals  have  the  custom  of 
continuing  licence  practically  indefinitely,  up 
to  seven  years  or  more.  Even  if  there  is 
good  reason  for  continuing  supervision,  one 
should  not  continue  licence  longer  than 

necessary? 1 quite  agree  with  that.  I 

do  think  that  perhaps  there  is  a tendency 
to  continue  licence  too  long  as  a general 
rule,  but  what  we  object  to  is  that  there 
should  be  a definite  period  when  the  defec- 
tive knows  that  he  will  come  off  licence. 

5263.  In  other  words,  it  is  a matter,  not 

for  legislation,  but  for  administrative 
accommodation? Yes. 

5264.  I do  not  think  I have  any  other 

questions  to  ask  on  your  memorandum. 
Are  there  any  other  points  you  would  like 
to  mention  on  subjects  we  have  not  suf- 
ficiently touched  on? (Miss  Laborde ):  I 

would  like  to  go  back  to  our  paragraph  23 
on  the  barring  certificate.  I think  perhaps 
that  in  discussing  it  we  did  not  stress  what, 

I think,  is  important  to  us.  The  point  is 
not  so  much  that  the  confidence  of  the 
relatives  would  be  decreased,  but  that  the 
patient  himself  should  be  protected  from 
relatives  who  may  not  be  sufficiently  respon- 
sible. I think  we  did  not  discuss  that  at  all. 
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5265.  You  want  to  extend  the  power  of 

issuing  a barring  certificate? Yes,  in 

order  to  protect  the  patient  from  danger. 
The  relative  may  make  a request  but  may 
not  be  able  to  give  good  home  conditions 
to  the  patient. 

5266.  (Sir  Cecil  Oakes):  You  want  it  as 

a safeguard  against  exploitation  of  the 
patient? Yes. 

5267.  (Chairman):  Have  you  experience 
of  many  cases  where  discharge  has  been 
ordered  by  the  relatives  and  the  result  has 

been  seriously  unsatisfactory? 1 have 

come  across  some,  yes.  I cannot  say  I have 
had  a wide  experience  of  such  cases  but  I 
had  one  where  the  relative  himself  was  not 
a fit  person  to  discharge,  he  was  himself 
on  the  verge  of  an  illness  which  made  him 
have  no  understanding  of  the  condition  of 
the  patient.  I knew  another  .patient  who 
was  in  hospital,  and  who  was  paranoiac 
and  very  difficult  but  who  wrote  seemingly 
lucid  letters  to  her  brother  in  Canada  who 
considered  discharging  her,  although  she 
was  not  in  the  end  discharged  under 
Section  72. 

5268.  I quite  understand  your  wishing  to 
require  a doctor  to  satisfy  himself  that  the 
discharging  relatives  are  prepared  to  take 
responsibility  for  the  patient ; the  brother 
in  Canada  obviously  is  not  in  a position 

to  take  personal  responsibility. (Miss 

Bree):  One  of  the  difficulties,  my  Lord,  is 
that  although  the  appropriate  relative  by  law 
in  a family  would  be  usually  the  father 
of  a single  person,  it  may  be  the  mother 
who  really  has  to  do  the  day-to-day  main- 
taining and  the  mother  may  be  very  much 
against  full  discharge.  There  the  family 
may  not  have  been  very  disharmonious  be- 
fore the  patient  goes  home  but  it  becomes 
so  over  this  very  bone  of  contention,  which 
is  detrimental  to  the  patient  and  the  other 
members  of  the  family.  I can  give  examples 
of  that. 

5269.  (Dr.  Rees):  Do  you  think  the 

fact  that  the  patient  is  likely  to  cause  seri- 
ous social  disruption  is  an  adequate  reason 
for  detaining  him  in  a mental  hospital 

against  his  wish? Could  I give  an 

example?  I knew  a house  with  two 
famines  ; A lived  downstairs  and  B lived 
upstairs.  A was  a certified  patient  who 
made  a very  good  recovery  and  went  home. 
The  neighbour  upstairs  was  a very  difficult 
lady  and  eventually  was  admitted  as  a case 
of  paranoia  to  a hospital.  Her  young 
daughter  aged  21  years  3 months  ordered 
her  discharge,  probably  because  she  was 
rather  tired  of  not  having  anything  cooked 
for  her  when  she  came  home  from  work. 
Her  mother  was  not  being  actively  paranoiac 
of  anyone  at  the  time.  The  daughter  brought 
her  home  and  the  mother  began  paranoiac 
reactions  against  the  neighbours  and  the 
people  downstairs.  The  daughter  was  so 
terrified  that  she  spent  her  time  with  the 
people  downstairs  for  protection.  They 
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were  so  nervous  that  their  young  child 
started  to  stammer  and  got  into  the  hand 
of  a speech  therapist,  who  put  it  down  to 
the  father  having  been  certified.  The  wife 
of  patient  A asked  for  psychiatric  advice 
from  the  hospital.  Within  seven  weeks  the 
patient  B upstairs  was  certified  and  back  in 
hospital  where  she  has  remained,  but  during 
that  seven  weeks,  because  of  Section  72, 
there  was  a child  brought  into  the  child 
guidance  clinic,  a woman  having  to  consult 
a psychiatrist  and  serious  disruption  in  two 
families. 

5270.  (Chairman):  Who  asked  for  the 

lady  to  come  home? The  daughter  aged 

21  years  3 months.  The  mother  was  all 
right  in  the  hospital  which  she  thought  of 
as  a place  that  protected  her  from  the  neigh- 
bours, but  she  did  not  mind  going  home 
and  then  it  all  began  again  immediately. 
For  five  weeks  there  was  serious  social  dis- 
ruption, which  ended  with  the  patient  going 
back  again  as  a certified  patient. 

5271.  {Dr.  Rees):  But  the  patient  was 
mentally  ill,  and  had  hallucinations  and 

delusions? Yes,  indeed.  There  was  also 

the  effect  on  patient  A,  who  spent  his  time 
outside  the  house  because  he  was  afraid 
of  patient  B. 

5272.  This  patient  was  mentally  ill,  but 

everybody  who  causes  serious  social  disrup- 
tion is  not  mentally  ill? 1 was  saying  we 

wanted  a change  in  the  wording  in  which 
a relative  could  order  out  a patient  under 
Section  72.  The  implication  is  that  the 
patient  is  still  mentally  ill.  ( Miss  Williams): 
We  were  assuming  that  the  serious  social 
disruption  would  be  the  effect,  of  the 
patient’s  mental  illness  on  the  social  condi- 
tions to  which  he  returned. 

5273.  You  are  not  suggesting  that  every- 
body who  is  likely  to  cause  social  dis- 
ruption should  be  locked  up  in  a mental 

hospital? (All  the  Witnesses ):  No, 

certainly  not. 

5274.  (Chairman):  Instead  of  extending 
the  barring  certificate,  to  which  there  is 
great  opposition  both  from  Medical  Super- 
intendents and  from  many  others,  have  you 
considered  giving  the  Medical  Superinten- 
dent the  alternative  right  of  allowing  the 
patient  leave  on  trial  for  a period  before 

discharge  home? ( Miss  Bree):  The 

Royal  Commission  of  1926  recommended 
a similar  extension  to  the  barring  certificate 
when  this  Section  applied  to  private  patients 
only.  I do  not  think  enough  has  been  made 
of  the  arguments  and  recriminations  which 
go  on  at  visiting  day.  The  whole  of  a visit 
is  often  spent  by  the  patient  saying,  “ I am 
only  here  because  you  will  not  order  me 
out”.  If  the  relative  could  honestly  say. 
“ I will  do  so  if  the  doctor  allows  it,”  I 
think  that  is  something  the  doctor  could 
take  responsibility  for.  (Miss  Williams): 
On  your  question,  certainly  we  would  be  in 
support  of  trial  periods  for  every  kind  of 


patient.  I think  we  have  said  in  another 
part  of  our  memorandum  that  we  feel  it  j,s 
a most  useful  arrangement  for  every  type 
of  patient.  ( Miss  Labortle):  But  leave  on 
trial  is  not  an  alternative,  is  it,  to  the  exten- 
sion of  the  barring  certificate,  because 
whereas  you  can  always  ask  the  relative  if 
he  will  have  a patient  on  trial,  there  may 
be  some  relatives  who  refuse  this  and  insist 
on  their  right  of  discharge.  It  does  not 
seem  to  me  to  remove  the  need  for  the 
barring  certificate  at  all.  Already  a great 
many  hospitals  use  leave  on  trial  very 
widely,  but  there  are  still  certain  relatives 
who  may  insist  on  their  right  of  discharge, 
and  the  only  way  to  refuse  them  presum- 
ably is  to  have  an  extension  of  the  barring 
certificate. 

5275.  But  do  you  not  think  the  relatives, 
on  seeing  what  the  patient  is  like  during 
the  time  he  is  on  trial,  would  withdraw? 

(Miss  Bree):  Yes,  indeed,  I think  they 

would,  on  those  occasions  where  the 
barring  certificate  is  necessary. 

5276.  (i Sir  Cecil  Oakes):  Is  it  your 

experience  that  the  vast  majority  of  those 

allowed  out  on  trial  stay  out? Yes.  1 

would  like  to  hope  that  in  any  new  legisla- 
tion permission  will  still  be  given  to  the 
hospitals  to  make  grants  during  the  period 
of  trial.  The  hospitals  are  working  on  a 
very  limited  budget,  and  it  is  possible  to 
say  that  if  the  patient  is  discharged  now 
there  is  no  need  to  give  a grant.  When 
a patient  is  sent  on  trial  with  an  allowance 
there  is  that  much  less  left  to  spend  on  the 
patient  who  fills  his  place  in  the  hospital. 
It  should  be  clearly  understood  that  there 
should  be  something  within  the  estimates 
for  the  patient  who  is  still  a hospital  patient 
but  is  not  taking  up  a bed,  l think  it  would 
be  a great  pity  if  these  allowances  were  not 
to  be  given  to  these  patients. 

5277.  That  is  a matter  I think  for  the 

people  who  control  the  financial  side. 

Yes,  quite  ; I do  not  think  it  is  understood. 
(Miss  Williams):  l think  it  is  the  experience 
of  the  Hospital  Management  Committees 
where  this  trial  scheme  has  been  wejl 
worked  out  with  social  workers  in  hospi- 
tals, we  find  very  often  they  are  too  much 
on  the  generous  side  because  they  realise  the 
value  of  what  they  are  doing.  We  hope  very 
much  that  this  will  be  retained  in  legislation. 
I would  also  like  to  stress  our  last  three 
paragraphs.  We  do  hope  for  administrative 
encouragement  for  the  training  and  further 
qualification  of  people  who  are  doing  social 
work  in  the  mental  health  field.  We  feel 
that  is  very  important. 

5278.  (Chairman):  Do  you  think  that 

your  profession  should  depend  on  university 

qualifications? Our  considered  view  is 

that  there  shouldi  be  a number  of  people 
with  the  qualifications  that  psychiatric  social 
workers  have,  but  we  should  also  like  to 
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see  the  plans  put  forward  for  the  training 
of  mental  welfare  officers  and  duly 
authorised  officers  encouraged. 

5279.  Would  you  look  forward  eventually 

to  having  two  types  of  training? We  do 

realise  there  are  not  enough  people  com- 
ing forward  for  training  in  psychiatric  social 
work  to  fill  the  numbers  of  posts  where 
they  are  needed.  We  feel  the  time  has 
come  where  we  should  like  psychiatric 
social  workers  to  be  used  in  a consultative 
capacity. 

5280.  (Lady  Adrian)-.  Do  you  want 
something  along  the  lines  of  the  scheme 
run  by  the  National  Association  for  Mental 
Health,  during  and  after  the  war?  They 
started  by  looking  after  ex-service  patients 
and  later  extended  their  field  much  more 
widely,  and  they  worked  with  a psychiatric 
social  worker  in  charge  usually  in  each 
region  with  two,  three  or  four  trained  or 
semi-trained  social  workers  underneath.  Is 

that  the  sort  of  set-up? 1 think  this  is  a 

field  for  experiment.  In  certain  local 
authorities  it  is  developing  in  this  way; 
some  mental  health  workers  have  been 
seconded  to  take  the  full  course  of  training 
in  psychiatric  social  work,  have  gone  back 
to  the  service  of  the  local  authority  and 
have  worked  with  the  other  people 
employed  by  the  authority.  We  would 
feel  that  we  should  like  that  encouraged. 

5281.  It  has  worked  successfully,  has  it? 
Yes. 

5282.  (Mr.  Bartlett ):  Do  you  feel  it 
would  be  an  additional  advantage  if  facili- 
ties for  secondment  could  be  provided  to 
qualified  mental  nurses  who  wish  to  take  a 

course  in  psychiatric  social  work? 1 do 

not  think  that  is  something  we  have  con- 
sidered as  an  Association,  partly  because  of 
the  shortage  of  mental  nurses.  There  is 
just  as  great  a shortage  in  the  mental  nurs- 
ing profession  as  in  our  own. 

5283.  It  might  have  the  opposite  effect 
of  popularising  the  profession?  (Dr 
Rees):  It  might  make  mental  nursing  more 


attractive? (Miss  JBree ):  One  of  the  diffi- 

culties is  that,  to  be  accepted,  they  should 
have  a social  science  qualification  first.  It 
might  be  difficult  to  ask  for  training  in 
social  science  before  they  started  training  as 
a psychiatric  social  worker. 


5284.  (Lady  Adrian ):  They  would  start 
with  expertness  on  the  mental  health  side  ; 
might  that  be  made  an  alternative  qualifica- 

hon  for  entrance? (Miss  Williams ):  I 

trunk  the  difficulty  there  would  be  that  the 
mental  health  courses  at  the  moment  are 
geared  to  give  the  social  worker  with  train- 
ing and  experience  in  general  social  work 
a specialised  knowledge  of  psychiatry  and 
psychology  which  will  enable  her  to  adapt 
her  skills  in  the  field  of  mental  health, 
ihe  mental  nurse  would  come  the  other 
way  round  with  no  training  or  background 
knowledge  of  social  work. 


5285.  You  would  not  combine  the  two 

courses? We  have  spent  an  enormous 

amount  of  time  thinking  about  this  whole 
question  of  recruitment.  We  would  be 
very  willing  to  discuss  this  amongst  other 
things. 

5285a.  (Chairman):  I sometimes  wonder 
whether  the  tendency  to  gear  all  these 
courses  to  a degree  may  not  be  rather  ex- 
cessive.  --(Miss  Williams):  The  tendency 

of  the  social  science  courses  now  is  to  go 
on  from  the  academic  to  practical  casework 
training,  and  it  is  very  much  realised  in  the 
academic  courses  that  the  need  for  develop- 
ment is  in  the  practical  work.  There  are 
new  courses  developing  in  London  in 
generic  social  case  work  which  are  run  by 
the  university,  but  are  very  much  concerned 
with  the  practical  supervision  of  students 
in  the  field.  I do  not  think  I could  speak 
for  the  Association  on  this.  The  whole 
question  of  types  of  training  is  very  much 
under  consideration  by  ourselves  and  other 
bodies. 

(Chairman):  Thank  you  very  much.  We 
are  very  grateful  to  you. 


(The  witnesses  withdrew.) 
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MINUTES  OF  EVIDENCE 


TAKEN  BEFORE  THE 


Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 


TWENTY-SIXTH  DAYMm 


Wednesday,  27th  April,  1955 


[§ v cp  \A 

fe  22AU',?;\ 

LA  1955 

\(P- 

Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 


The  Lady  Adrian,  J.P.  Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P.  Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 

Mr.  R.  M.  Jackson,  LL.D.,  J.P, 


Miss  H.  M.  Hedley  ( Secretary ) 


Dr.  Noel  H.  M.  Burke,  O.B.E.,  D.P.M.,  Dr.  M.  J.  Brookes,  D.P.M.,  Dr.  H.  M. 
Cohen,  M.D.,  D.P.H.,  Dr.  Doris  Odlum,  D.P.M.,  and  Dr.  S.  Wand,  on  behalf  of 
the  British  Medical  Association, 


called  and  examined. 

Mr.  A.  H.  Towner  was  in  attendance. 


Memorandum  submitted  by  the  British  Medical  Association 
PREAMBLE 

1.  The  Council  of  the  British  Medical  Association  wishes  to  thank  the  Royal 
Commission  for  affording  it  an  opportunity  to  submit  a memorandum  of  its 
views  on  the  matters  which  the  Commission  is  considering.  The  invitation  is  one 
which  the  Council  has  been  very  glad  to  accept. 

2.  The  British  Medical  Association  is  a voluntary  association  of  over  67,000 
registered  medical  practitioners  resident  in  Great  Britain  and  overseas  and  practising 
all  branches  of  medicine.  Its  constitution  rests  on  a democratic  basis  and  it  is 
generally  regarded  as  being  fully  representative  of  the  profession  as  a whole. 
Members  of  the  Association  have  a great  opportunity  of  assessing  the  effects  of 
the  application  of  the  laws  concerning  mental  illness  and  mental  deficiency,  and 
the  Association  can  therefore  speak  with  authority  on  these  subjects. 

3.  The  Council  delegated  the  task  of  preparing  evidence  to  the  Psychological 
Medicine  Group  Committee  of  the  Association,  augmented  for  the  purpose  by  the 
co-option  of  representatives  from  other  branches  of  medicine  and  by  an  eminent 
legal  expert  on  mental  law  and  procedure. 

4.  The  personnel  of  the  Committee  responsible  for  the  preparation  of  this  memo- 
randum was  as  follows : — 

Psychological  Medicine  Group  Committee 
Noel  H.  M.  Burke,  O.B.E.,  Formerly  Medical  Superintendent,  Cell 

M.  R.  C.  S.,  L.  R.  C.  P.,  D.  P.  M.,  Barnes  Hospital,  St.  Albans. 

D.M.R.E.  (Chairman) 

A.  Harris,  M,A.,  M,D.,  D.P.M.  Physician,  Bethlem  Royal  Hospital  and 

the  Maudsley  Hospital,  London. 
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P.  K.  McCowan,  M.D.,  F.R.C.P., 
D.P.M.,  J.P. 


Doris  M.  Odium,  M.A.,  M.R.G.S., 
L.R.C.P.,  D.P.M. 


J.  D.  W.  Pearce,  M.  A.,  M.  D., 
F.R.C.P.(Ed.),  M.R.C.P.(Lond.), 
D.P.M. 


T.  Ferguson  Rodger,  B.Sc.,  M.B., 
Ch.B.,  F.R.C.P.(Ed.),  D.P.M. 


J.  C.  S a w 1 e T h o m a s,  M.R.C.P., 
D.P.M, 


J.  Valentine,  M.B.,  Ch.B.,  D.P.M. 


Co-opted 

M.  J.  Brookes,  M.R.C.S.,  L.R.C.P., 
D.P.M. 

H.  M.  Cohen,  M.D.,  D.P.H. 


W.  H.  Patterson,  M.D.,  B.Ch., 
B.A.O.,  D.C.H. 


C.  F.  Penton,  M.A. 


S.  Wand,  M.B.,  Ch.B. 

Elspeth  M.  Warwick;  M.B.,  Ch.B., 
D.P.H. 


Barrister-at-Law  ; Physician  Superinten- 
dent, Crichton  Royal,  Dumfries ; Con- 
sultant Psychiatrist,  Dumfries  and 
Galloway  Royal  Infirmary. 

Senior  Physician  for  Psychological 
Medicine,  Elizabeth  Garrett  Anderson 
Hospital  (Royal  Free  Hospital)  Lon- 
don ; Consultant  Psychotherapist,  St, 
Marylebone  Hospital  for  Psychiatry 
and  Child  Guidance,  London ; Hono- 
rary Consultant  Psychiatrist,  Royal 
Victoria  and  West  Hants.  Hospital, 
Bournemouth. 

Physician-in-Charge,  Dept,  of  Psychiatry, 
St.  Mary’s  Hospital,  London ; Lec- 
turer in  Psychiatry,  St.  Mary’s  Hospital 
Medical  School  (University  of  Lon- 
don) ; Physician-in-Charge,  Dept.,  of 
Psychiatry,  Queen  Elizabeth  Hospital 
for  Children,  London. 

Professor,  Psychological  Medicine,  Uni- 
versity of  Glasgow ; Formerly  Com- 
missioner, General  Board  of  Control 
for  Scotland. 

Regional  Psychiatrist,  North  East 
Metropolitan  Regional  Hospital 
Board ; Consultant  Psychiatrist, 
Prince  of  Wales  General  Hospital, 
Tottenham,  London,  etc. 

Medical  Superintendent,  Scalebor  Park 
Mental  Hospital,  Yorks ; Consultant 
Psychiatrist,  Leeds  Regional  Hospital 
Board  and  United  Leeds  Hospitals ; 
Lecturer  in  Psychiatry,  Leeds 
University. 

Members 

Medical  Superintendent,  Shelton  Hospi- 
tal, Shrewsbury. 

Principal  School  Medical  Officer,  Bir- 
mingham ; Lecturer  in  School  Health, 
University  of  Birmingham. 

Clinical  Lecturer  and  Examiner  in 
Paediatrics,  University  of  Manches- 
ter ; Paediatrician  Superintendent, 
Booth  Hall  Hospital,  Manchester. 

Formerly  Legal  Senior  Commissioner, 
Board  of  Control. 

General  Practitioner,  Birmingham. 

Deputy  Medical  Officer  of  Health,  City 
of  Nottingham. 
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5.  In  preparing  this  memorandum  for  the  Council’s  approval  the  Committee  main- 

Whfrh  L?°he  liaiSun  Wjh  the  Royal  Medic°-Psychological  Association,  a practice 
which  has  been  followed  on  previous  occasions  when  the  two  Associations  have 

tbhtnmembetL8o7rt  °“t  mattere  relating  to  psychological  medicine.  Indeed, 

El  ft  of  the  Committee  overlapped  to  some  extent  the  membership  of 
the  Royal  Medico-Psychological  Association’s  Committee  and  the  deliberations  of 
each  Committee  were  constantly  influenced  by  the  work  of  the  other. 

6.  Although  the  Committee  approached  the  problem  from  a wider  angle  than 

neveith  ^syc  f0  °gical  medlolnir,  “will  be  seen  from  the  list  of  its  members  it 
PsvchoW?n.,t0L4ld  a-Vf-ry  CODS;de[able  measure  of  agreement  with  the  Royal  Medico- 
m » ^JCal  ^ss-?*cl5 tJon  ,an?  the  memorandum  therefore  varies  very  little  from 
that  already  submitted  by  the  latter  body.  J 

(The  paragraph  numbers  in  brackets  throughout  the  memorandum  refer  to  the 
corresponding  paragraphs  in  the  Royal  Medico-Psychological  Association 
memorandum  in  the  Minutes  of  Evidence  taken  before  the  Royal  Commission 
“8"' [h  Day  Passages  m italics  indicate  where  the  evidence  varies  from  that 
of  the  Royal  Medico-Psychological  Association.) 


GENERAL  PRINCIPLES 

7.  (8)  When  the  Association,  in  1925,  gave  evidence  before  the  Royal  Com- 
mission presided  over  by  the  late  Lord  Macmillan,  like  the  Royal  Medico-Psycholo- 
gical Association  it  included  a proposal  designed  to  secure  the  provision  of  facilities 
for  treatment  of  cases  of  mental  disorder  on  a voluntary  basis  and  a recommenda- 
tion for  the  introduction  of  a provisional  order  as  an  intermediate  measure  before 
resort  to  certification. 

8.  (9)  In  general,  the  Report  of  the  Commission,  published  in  1926,  was  in  agree- 
ment with  these  principles,  and  the  Report  was  welcomed  by  the  Association.  The 
Mental  Treatment  Act  of  1930  gave  partial  effect  to  the  Report’s  recommendations, 
and  has  been  the  foundation  for  all  subsequent  progress,  but  it  has  always  been  a 
matter  for  regret  that  it  was  not  possible  to  introduce  comprehensive  legislation  ; so 
that,  for  certified  patients,  procedure  is  still  governed  largely  by  the  Act  of  1890,  and 
a number  of  defects  in  this  Act,  which  were  pointed  out  in  the  previous  Commission’s 
Report,  remain  unremedied. 

9.  (10)  Legislative  changes  not  directly  concerned  with  mental  treatment,  particu- 
larly the  Local  Government  Act  of  1929  and  the  National  Health  Service  Act  of  1946, 
have  enabled  great  progress  to  be  made  in  the  provision  of  psychiatric  services. 
Out-patient  centres  are  widely  distributed  ; a psychiatric  consultant  service  is  avail- 
able _ to  most  general  hospitals  and  for  other  purposes ; within  the  mental 
hospitals,  where  a large  proportion  of  patients  are  voluntary,  a liberal 
regime  with  a minimum  of  restrictions  prevails.  Classification  of  patients 
has  in  many  instances  been  greatly  improved  by  the  provision  of  special  admission 
and  convalescent  units,  and  the  introduction  of  new  methods  of  treatment  has  led 
to  greater  therapeutic  activity  everywhere.  A great  expansion  of  social  work  and 
after-care  has  been  made  possible  by  the  development  of  the  new  profession  of 
psychiatric  social  worker.  The  most  striking  advance  is  seen,  perhaps,  in  areas 
where  the  mental  hospital  has  become  a centre  from  which  a comprehensive 
psychiatric  service  is  provided,  and  which  enjoys  the  esteem  and  confidence  of  the 
public.  A number  of  in-patient  psychiatric  units  exist,  mainly  in  the  teaching  hos- 
pitals, and  a few  well-staffed  university  departments  of  psychiatry,  including  the 
Institute  of  Psychiatry  in  London,  have  been  established.  On  the  other  hand,  the 
mental  hospitals  have  had  to  contend  with  the  prevailing  financial  stringency  and 
With  a very  serious  shortage  of  nursing  staff,  with  consequent  overcrowding  and  a 
threat  of  a lowering  of  standards.  Apart  from  this,  there  is  insufficient  provision 
tor  the  m-patient  treatment  of  cases  of  neurosis. 

. I0-  (U)  la  the  field  of  mental  deficiency  there  was,  between  the  wars,  a large 
increase  in  the  number  of  institutions  and  an  expansion  of  local  authority  services 
in  accordance  with  the  Mental  Deficiency  Acts  of  1913  and  1927.  Even  in  1939* 
however,  some  counties  had  failed  to  provide  any  accommodation  for  defectives' 
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and,  although  the  National  Health  Service  Act  of  1946  has  enabled  all  parts  of  the 
country  to  share  in  the  resources  available,  it  is  well  known  that  the  number  of  beds 
provided  falls  far  short  of  the  demand. 

Indeed,  in  the  Council’s  opinion  it  is  no  exaggeration  to  say  that  there  is  grossly 
inadequate  provision  for  the  in-patient  treatment  of  mentally  defective  children  as 
well  as  of  children  suffering  from  mental  and  nervous  disorders  of  all  kinds:  the 
Council  feels  bound  to  direct  attention  to  this  situation. 

Within  the  institutions  advances  in  general  medicine  have  resulted  in  better  care 
for  the  lower-grade  patients,  while  the  training  and  resettlement  of  the  higher-grades 
has  been  successfully  pursued  and  has  been  favoured  by  present  conditions  of  full 
employment.  In  this  field,  as  in  that  of  mental  disorders,  modern  psychiatric  thought 
lays  stress  on  treatment  aiming  at  the  patient’s  return  to  the  community. 

11.  (12)  There  is  now  the  opportunity  for  new  legislation  to  establish  the  prin- 
ciple of  voluntary  and  temporary  treatment  for  both  mental  disorder  and  mental 
deficiency,  reserving  the  judicial  order  for  as  few  cases  as  possible.  But,  because  of 
the  more  indefinite  limits  of  mental  deficiency  and  the  doubt  and  misunderstanding 
which  exist  among  the  public  concerning  its  nature  and  treatment,  the  Council  is  of 
the  opinion  that  in  this  field  additional  safeguards  should  still  be  provided  beyond 
those  devised  for  the  mentally  disordered. 

12.  (13)  The  Council  believes  that  both  for  mental  disorder  and  for  mental 
deficiency  mere  amendment  and  consolidation  would  not  adequately  meet  present 
needs,  and  it  recommends  that  a new  comprehensive  Mental  Health  Act,  covering 
the  whole  psychiatric  field,  should  take  the  place  of  existing  legislation.  Recom- 
mendations relating  to  mental  disorder  and  mental  deficiency  are  given  separately  in 
Parts  I and  II  of  this  memorandum. 

13.  (14)  Much  attention  has  recently  been  given  to  the  problems  presented  by 
persons  suffering  from  forms  of  mental  abnormality,  not  generally  recognised  as 
either  certifiable  mental  disorder  or  as  certifiable  mental  deficiency,  but  which  never- 
theless affect  behaviour  so  as  to  render  them  delinquent  or  otherwise  anti-social. 
Such  persons  are  now  commonly  known  as  “ psychopaths  ”,  Where  the  condition 
is  severe  some  measure  of  control  is  required  for  the  protection  of  others,  and.  all 
possible  treatment  should  be  given.  Proposals  for  dealing  with  this  type  of  patient 
are  included  in  Part  III. 

14.  (15)  Much  thought  has  also  been  given  to  the  special  problems  of  mental 
decay  and  other  forms  of  mental  disorder  occurring  in  old  age.  This  subject  is 
discussed  in  Part  I,  as  in  general  the  Council  believes  that  these  problems  can  be 
solved  by  suitable  arrangements  within  the  framework  of  the  general  and  mental 
health  services,  rather  than  by  special  legislation. 

15.  (16)  Throughout,  an  attempt  has  been  made  to  simplify  the  present  law 
and  to  frame  proposals  which  are  practicable  in  present  circumstances  and  which 
it  is  hoped  will  be  acceptable  to  public  opinion.  The  Council  believes  that  any 
future  legislation  should  be  flexible  enough  to  meet  the  needs  of  a great  variety  of 
individual  sufferers,  and  to  encourage  a right  therapeutic  relationship  between  them 
and  those  who  minister  to  their  care  and  treatment. 

16.  At  a time  when  the  whole  trend  of  medical  thought  is  towards  the  unification 
of  medicine  and  its  freeing  from  legal  restrictions  it  may  be  questioned  whether 
there  are  grounds  for  the  retention  of  a large  body  of  law  in  relation  to  the  dis- 
orders which  involve  the  mind  and  its  functioning.  It  is  submitted  that  there  are 
two  qualities  which  distinguish  mental  illnesses  from  other  disorders. 

17.  The  main  distinction  is  that  the  treatment  involves  some  degree  of  impairment 
of  liberty.  The  restriction  ranges  from  that  which  is  yielded  by  the  voluntary 
patient,  to  that  which  is  imposed  on  the  unwilling  or  uncomprehending  patient  for 
his  own  protection  or  for  the  protection  of  others. 

18.  In  any  civilised  society  which  has  respect  for  the  individual  it  is  necessary 
to  have  some  rules  which  give  and  regulate  the  powers  conferred  on  those  who  treat 
such  persons.  These  rules  must  maintain  a balance  between  the  powers  of  those 
who  treat  and  the  rights  of  those  who  are  treated. 
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19.  The  safeguards  provided  for  the  latter  purpose  will,  to  some  degree  in  nature 
and  amount,  depend  on  the  second  of  the  special  qualities  of  mental  disease. 

20.  In  a way  which  does  not  apply  to  any  other  disease  a mental  disorder  meets 
a public  attitude  of  misunderstanding,  fear  and  aversion  and  it  is  necessary  that 
the  law  should  provide  a control  of  the  situation  so  balanced  that  it  may  satisfy 
and  help  to  remove  the  doubts  and  anxieties  which  the  public  feels. 

21.  As  mentioned  in  other  paragraphs  there  is  evidence  of  a gradual  relaxation 
of  fears  and  of  a tendency  to  ease  the  legal  restrictions. 

22.  The  proposals  put  forward  now  are  those  which  seem  to  be  still  necessary 
and  their  liberalisation  goes  as  far  as  it  is  thought  the  public  will  be  willing  to 
follow  at  present. 

23. . It  is  to  be  expected  that,  when  the  next  Royal  Commission  studies  mental 
faw  in  another  20  years’  time , it  will  be  able  further  to  relax  the  rules,  both  as 
to  powers  and  safeguards,  because  the  public’s  outlook  will  then  make  it  an 
acceptable  thing  to  do  so. 

PART  I 

MENTAL  DISORDER 

Treatment  in  the  community 

24.  (17)  The  organisation  of  psychiatric  out-patient  clinics  is  the  responsibility 
of  Regional  Hospital  Boards,  and  such  clinics  now  ertist  at  a large  number  of  centres. 
There  are  still  many  districts,  however,  where  the  distance  from  the  nearest  clinic 
is  too  great  for  its  use  except  as  a diagnostic  centre.  The  limitation  of  medical 
personnel  and  of  psychiatric  social  workers  makes  further  expansion  difficult  at 
present.  This  applies  also  to  domiciliary  services  ; where  these  have  been  effectively 
developed  the  demands  for  admission  to  hospital  have  been  considerably  reduced. 

25.  (18)  A beginning  has  been  made  with  the  provision  of  new  forms  of  com- 
munity care  such  as  therapeutic  social  clubs  and  day  hospitals,  where  various 
forms  of  treatment  can  be  given  without  the  need  for  admission  as  an  in-patient. 

26.  (19)  Local  health  authorities  are  responsible  for  taking  measures  for  the 
prevention  of  mental  illness,  for  the  care  of  patients  otherwise  than  in  hospital,  and 
for  their  after-care  on  discharge  from  hospital.  Clearly,  however,  the  medical 
and  social  services  provided  from  the  hospital  must  be  an  integral  part  of  such 
care  and  after-care.  In  the  case  of  patients  leaving  hospital  it  is  most  undesirable 
that  there  should  be  any  break  in  the  continuity  of  treatment  and  support  during 
the  period  of  readjustment  to  normal  life.  Close  co-operation  between  the  local 
authority  and  the  hospitals  is  therefore  essential  in  the  patients’  best  interests. 
The  degree  to  which  this  now  exists  varies  very  greatly  in  different  areas.  This 

referred  to  again  under  the  heading  “ mental  welfare  officers  ” (paragraph 
63).  The  Council  recommends  that  the  principle  of  co-ordination  should  be 
expressly  recognised  in  future  legislation,  and  that  the  authorities  concerned  should 
be  encouraged  to  pool  the  staffs  needed  for  the  purpose,  by  way  of  joint 
appointments  or  secondment. 

27.  (20)  The  work  of  the  Mental  After  Care  Association  and  similar  organisations 

should  be  supported,  so  that  their  activities  can  be  extended  to  parts  of  the 
country  where  they  cannot  operate  at  present,  and  similar  work  should  be  under- 
taken directly  by  local  authorities.  There  is  a need  for  the  establishment,  in  large 
centres  of  population,  of  hostels  for  patients  who  are  capable  of  normal  self- 
supporting  occupation,  but  who  have  no  families  and  for  whom  ordinary  lodgings 
are  unsuitable.  e 

In-patient  treatment  outside  the  Mental  Treatment  Acts 

28.  (21)  Treatment  outside  the  Mental  Treatment  Acts  is  provided  at  a number 
of  special  units  which  are  part  of  or  connected  with  general  hospitals,  and  in  certain 
other  special  hospitals.  Such  are,  for  instance,  the  psychiatric  unit  of  St  Thomas’ 
Hospital;  Woodside  Hospital,  which  is  part  of  the  Middlesex  Hospital  group- 
Belmont  Hospital ; the  Cassel  Hospital,  and  the  Park  Hospital  at  Oxford  These 
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deal  entirely  with  cases  of  neurosis  or  of  early  or  mild  psychotic  disorder ; they  are 
not  subject  to  inspection  by  the  Board  of  Control,  and  admission  is  without  any 
kind  of  formality. 

29.  (22)  The  Council  regards  the  establishment  of  these  special  units  and  hospitals 
as  a welcome  development,  which  should  be  extended,  especially  at  university 
centres.  In  present  circumstances,  however,  some  caution  is  needed  to  ensure  that 
such  special  units  do  not  absorb  an  undue  proportion  of  available  resources  in  money 
and  in  medical  and  nursing  man-power,  to  the  detriment  of  the  mental  hospitals 
where  the  bulk  of  psychiatric  in-patient  work  must  continue  to  be  carried  out. 

In-patient  treatment  under  the  Mental  Treatment  Acts — Admission  of  patients 

A.  Voluntary  patients 

30.  (23)  The  admission  of  patients  to  mental  hospitals  on  a voluntary  basis  has 
been  an  unqualified  success,  and  the  majority— in  some  hospitals  the  great  majority — 
of  patients  are  now  admitted  in  this  way. 

31.  (24)  In  the  last  few  years  it  has  been  suggested  that  the  necessity  for  making 
a written  application,  and  the  requirement  that  72  hours’  notice  of  departure  should 
be  given,  act  as  deterrents  to  admission,  and,  experimentally,  arrangements  have  been 
made  for  the  admission  of  a certain  number  of  “ informal  ” patients.  This  has 
been  done  by  declaring  some  detached  part  or  unit  to  be  a separate  hospital  outside 
the  Mental  Treatment  Acts. 

32.  (25)  This  scheme  appears  to  be  logical  and  unexceptionable  when  the  building 
so  used  is  genuinely  separate  from  the  main  hospital  and  was  designed  and  provided 
for  the  reception  of  cases  of  the  type  envisaged.  It  may,  however,  be  detrimental 
if  the  building  is  one  which  was  meant  to  be  an  integral  part  of  the  hospital,  e.g.,  an 
admission  unit  equipped  with  facilities  which  were  meant  to  be  shared  by  the  whole 
hospital.  It  appears,  moreover,  that  in  such  cases  legal  subterfuges  have  been  used, 
e.g.,  granting  patients  in  the  main  hospital  leave  “ on  trial  ” to  enable  them  to  go  to 
the  “informal”  division  for  special  treatment.  To  overcome  these  drawbacks,  it 
has  been  suggested  that  the  law  should  allow  of  “ informal  ” patients  being  admitted 
to  any  part  of  the  mental  hospital ; or  alternatively,  that  all  voluntary  admissions 
should  be  without  formality. 

33.  (26)  The  Council  has  come  to  the  conclusion  that  it  would  be  invidious  for 
there  to  be  two  categories  of  voluntary  patients  within  the  hospital.  In  general, 
it  favours  the  abolition  of  all  formalities  for  the  admission  of  adult  voluntary 
patients.  It  is  recognised,  however,  that  this  possibility  depends  on  whether  discharge 
formalities  can  also  be  dispensed  with.  Undoubtedly,  the  deterrent  effects  of  the 
need  for  a written  application  have  been  increased  by  the  use  of  over-elaborate 
and  clumsily  worded  forms,  and  therefore,  it  is  strongly  advised  that  if  the  present 
requirements  are  retained,  any  form  used  should  be  of  the  simplest  kind  containing 
only  the  barest  words  indicating  the  patient’s  wish  to  enter  the  hospital.  This  applica- 
tion should  be  written  on  the  hospital  premises  to  ensure  that  it  is  made  voluntarily. 
Patients  under  the  age  of  16  should  continue  to  be  admitted  as  at  present. 

34.  (27)  The  Council  believes  that  no  useful  purpose  is  served  by  sending  noti- 
fications of  adult  admissions  to  the  Board  of  Control,  and  recommends  that  this 
requirement  should  be  abolished. 

35.  (27a)  It  is  also  recommended  that  the  reference  in  Section  1 of  the  1930 
Act  to  the  admission  being  “ for  mental  illness  ”,  should  be  deleted,  so  as  to  remove 
any  doubt  as  to  the  propriety  of  admitting  cases  not  generally  labelled  “ mental  ”, 
e.g.,  cases  of  neurosis,  or  psychopathy,  of  organic  brain  disease  or  of  bodily  illness 
thought  to  be  of  psychological  origin. 

36.  (28)  Section  1 of  the  Mental  Treatment  Act  lays  down  that  a voluntary  patient 
shall  give  72  hours’  notice  of  his  intention  to  leave.  It  has,  however,  been  held 
that  in  fact  there  is  no  legal  sanction  for  detaining  the  patient  during  this  time. 
The  Council  has  considered  whether  it  would  be  better  to  dispense  altogether  with  this 
requirement.  The  experience  of  hospitals  and  units  working  outside  the  Acts  seems 
to  show  that  it  is  possible  to  deal  with  emergencies  even  in  the  absence  of  any 
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statutory  period  of  notice.  If  the  mental  hospital  is  designated  for  emergency 
admissions  under  the  procedure  proposed  in  a later  section,  it  should  be  easy  to  deal 
speedily  with  cases  where  it  would  be  unsafe  for  the  patient  to  be  at  large.  On  the 
other  hand  there  are  many  cases  where  emergency  action  would  hardly  be  justified, 
but  where  delay  is  desirable  in  order  that  the  relatives  may  be  sent  for,  or  merely 
to  enable  the  patient  to  change  his  mind.  Total  abolition  of  the  statutory  notice 
would  certainly  help  to  remove  any  feelings  of  constraint  in  the  minds  of  voluntary 
patients.  On  the  whole,  however,  the  Council  would  prefer  that  the  requirement  to 
give  notice,  of  not  more  than  72  hours,  he  retained.  If  statutory  notice  is  in  fact 
retained  it  should  be  clearly  stated  that  a patient  who  expresses  and  maintains  his 
intention  to  leave  may  be  discharged  within  the  specified  time  even  if  he  does  not 
give  written  notice. 

37.  (29)  On  the  other  hand,  the  Council  would  like  to  see  a reconsideration  of 
Section  2 (3)  of  the  Mental  Treatment  Act,  which  forbids  the  detention  as  a volun- 
tary  patient  of  one  who  becomes  incapable  of  expressing  himself  as  willing  or 
unwilling  to  receive  treatment.  The  Council  has  in  mind  especially  the  numerous 
patients  who  m the  course  of  their  stay  in  the  mental  hospital  are  overtaken 
by  senility  or  by  deterioration  due  to  organic  disease,  so  that  their  last  months  or 
years  are  spent  in  a state  of  mental  decay.  In  such  cases  to  insist  on  a change  of 
status  is  to  inflict  hardship  on  the  patient  and  his  family,  and  it  is  recommended 
that,  wmm  legal  objections  on  other  grounds  make  it  impracticable  to  do  so,  they 
should,  by  the  application  of  the  doctrine  of  the  “continuing  will”,  be  allowed  to 
retain  voluntary  status.  A safeguard  might  be  introduced  here  by  laying  down  that 
where  the  patient  is  incapable  of  expressing  himself,  a relative  should  have  the  power 
to  discharge  him  in  the  same  way  as  for  patients  detained  under  order. 


B.  Temporary  patients 

38.  (30)  At  the  time  of  the  previous  Royal  Commission  various  bodies  put 
forward  proposals  for  the  institution  of  some  kind  of  provisional  order,  and  it  was 
generally  agreed  that  the  full  procedure  of  certification  should  be  used  only  in 
the  last  resort.  The  Commission  eventually  recommended  a provisional  order  which 
did  not  take  into  account  the  patient’s  mental  state  as  regards  his  ability  to  express 
himself  as  willing  or  unwilling  to  receive  treatment.  It  recommended  “ not  without 
in™C£L  that  thlS  <Jrder  should  be  a iudicial  one.  The  Mental  Treatment  Act 
ot  iyju  however  made  provision  for  temporary  treatment  on  different  lines,  for 
section  5 of  this  Act  was  made  to  apply  only  to  cases  where  the  person  was  unable 
to  express  himself  as  willing  or  unwilling  to  receive  treatment,  and  the  intervention 
of  a magistrate  was  dispensed  with. 

? *s,  Wed  known  that  Section  5 has  not  been  used  to  the  extent  that  was 
hoped  partly  because  of  its  limited  application,  but  mainly  because  there  was  no 

nn!!L  ^n  r ° USe  lXl  tbe  cases  t0  which  {t  was  meant  to  aPP!y  remaining  certifiable 
Vunac;5f  ^ct > consequently,  certification  has  been  preferred  in  many  areas 
as  the  simpler  and  cheaper  procedure. 

40  (32)  However,  the  twenty-three  years’  experience  of  the  working  of  Section  5 
has  shown  that  admission  to  mental  hospitals  without  judicial  intervention  is  both 
practicable  and  acceptable  to  public  opinion.  A further  indication  pointing  in  the 
same  direction  is  the  designation,  under  the  National  Health  Service  Act,  oi  mental 
tS  aS  P ac.es  observation  ■ to  which  patients  can  be  removed  under  Section  20 
of  the  .Lunacy  Act.  Neither  provision  has  given  rise  to  criticism  or  to  complaints 
of  improper  detention.  p 

41.  (33)  On  the  other  hand,  there  is  ample  evidence  that  judicial  intervention  is 
no  real  safeguard  against  undesirable  and  unnecessary  certification.  The  Report 
of  the  last  Royal  Commission  (paragraph  93)  deprecated  the  certification  of  physically 
ill  people  suffering  from  temporary  delirium,  and  of  old  people  in  a neglected 
condition.  Undoubtedly  such  certifications  still  continue. 

42.  (34)  The  Council  believes  that  the  time  has  come  to  extend  to  all  patients 
admitted  to  mental  hospitals  the  benefit  of  conditions  similar  to  those  of  Section  5 
irrespective  of  their  volitional  state  or  of  their  supposed  recoverability.  It  is  recom- 
mended that  this  should  be  the  normal  method  of  admission  for  patients  other 
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than  voluntary  ones  and  apart  from  the  emergency  procedure  mentioned  later. 
The  arguments  for  temporary  treatment  are  considered  to  be  even  stronger  in 
relation  to  senile  patients. 

43  (35)  The  application  should  be  made,  as  now,  by  a relative  or  by  the 
mental  welfare  officer  of  the  local  authority,  and  there  should  be  two  medical 
recommendations,  one  given,  if  possible,  by  the  patients  usual [ meiicA  t^,nd  U 
and  the  other  by  a practitioner  specially  approved  by  the  Boaid  of  Conti  ol, 

44  (36)  Approval  for  this  purpose  should  be  given  only  to  practitioners  who 
possess  speciaf  qualifications  in  psychiatry,  or  have  at  least  had  psychiatric  experi- 
ence In  the  case  of  a patient  to  be  admitted  to  a public  mental  hospital  it  should 
be  permissible  for  the  second  recommendation  to  be  given  by  a medical  officer  of 
the  hospital  itself.  In  many  instances,  in  fact,  this  is  highly  desuable.  Personal 
contact  Pof  this  kind  leads,  wherever  it  is  already  practised,  to  a more  judicious 
selection  of  cases  and  the  diversion  of  many  to  voluntary  admission  or  to  out- 
patient or  domiciliary  treatment.  In  areas  where  recommendations  ate  made  by 
medical  officers  of  observation  units  in  general  hospitals,  they  should  work  lit  dose 
touch  with  the  mental  hospital  to  secure  the  same  result. 

45  (37)  In  order  to  ensure  that  the  highest  possible  number  of  recoverable  cases 
should  receive  the  whole  of  their  treatment  under  this  section  the  Council  lecom- 
mends  that  the  period  of  detention  should  be  six  months  in  the  first  instance,  and 
that  this  period  should  be  extendible  by  three  further  periods  of  six  months  each 
on  the  authority  of  the  Board  of  Control.  In  view  of  the  right  now  possessed  by 
the  appropriate  relatives  to  order  a patient’s  discharge  at  any  time,  it  seems  unneces- 
sary for  the  application  for  extension  to  be  made  by  them  or  by  a mental  we  fare 
officer,  and  the  Council  proposes  that  it  should  be  made  by  the  Medical  Super- 
intendent after  notice  to  the  appropriate  relative. 

46.  (38)  Since  “temporary”  admission  would,  under  the  Council’s  proposals  be 
the  rule  and  no  longer  the  exception,  the  special  provision  under  Section  5 (9) 
and  (10)  of  the  Mental  Treatment  Act,  for  visitation  and  examination  by  two 
members  of  the  Hospital  Management  Committee  is  not  thought  to  be  necessary 
or  desirable. 

47  (39)  The  Council  has  considered  whether  any  additional  safeguards  ought 
to  be  provided  to  compensate  for  the  abolition  of  the  magistrate’s  order  for  all 

initial  admissions.  In  its  view,  the  patient’s  greatest  safeguard  lies  in  the  integrity 

and  skill  of  the  medical  and  ancillary  professions.  The  Council  has,  moreover, 
proposed  the  substitution  of  two  medical  recommendations  for  the  present  single 
certificate.  A further  safeguard  now  exists  in  the  relatives’  power  of  discharge. 
Nevertheless  it  is  thought  reasonable  that  an  unwilling  patient  should  have  better 
opportunities  of  stating  his  objections  and  it  may  be  of  securing  a reconsideration 
of  his  case. 

4S.  (40)  It  is  proposed,  therefore,  that  the  Board  of  Control  should  be  strengthened 

so  as  to  make  possible  a personal  visitation  of  any  case  in  which  the  Board  may 

feel  doubts  as  to  the  propriety  of  the  patient’s  detention,  or  where  letters  received 
from  the  patient  appear  to  show  a reasonable  cause  for  inquiry. 


49.  (41)  Secondly,  the  Council  proposes  that  every  person  admitted  as  a tem- 
porary patient  should  have  the  right  of  an  interview,  within  four  weeks  after 
admission,  with  a judicial  authority  unconnected  with  the  management  of  the 
hospital.  The  patient  should  be  informed  of  this  right,  and  of  his  right  of  corre- 
spondence, by  means  of  a printed  statement.  This  should  not,  however,  have  the 
appearance  of  a formal  document  but  should  be  incorporated  in  a leaflet  or  brochure 
giving  general  information  about  the  hospital.  After  interviewing  the  patient,  the 
magistrate  would  either  endorse  the  application  form,  or  else  make  a recommendation 
to  the  Hospital  Management  Committee  that  the  case  be  reconsidered. 


C.  Patients  under  judicial  order 

50.  (42)  As  already  stated,  the  Council  recommends  that  the  judicial  reception 
order  should  be  used  only  for  those  who  have  been  under  care  as  temporary  patients 
for  not  more  than  two  years  and  still  need  further  treatment.  It  should  be 
permissible  to  apply  for  an  order  from  a convenient  date  a short  time — say  a 
fortnight-— before  the  expiry  of  the  existing  order. 
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51.  (43)  The  Council  proposes  that  the  order  should  be  made  by  a specially 
appointed  magistrate  unconnected  with  the  management  of  the  hospital  on  the  appli- 
cation  of  a relative  or  of  a mental  welfare  officer  after  giving  notice  to  the  appro- 
priate  relative.  There  should  be  two  medical  recommendations,  of  which  one 
should  be  by  a practitioner  specially  approved  (as  in  the  previous  section) ; in  the 
case  of  a public  mental  hospital,  he  should  preferably  be  one  of  the  hospital  staff. 
me  other  medical  recommendation  should  be  by  a practitioner  not  connected  in 
any  way  with  the  hospital. 


52.  (44)  The  Council  believes  that  the  opportunity  should  be  taken  to  make 
changes  m the  terminology  used,  and  that  this  would  go  far  towards  removing  the 
so-called  stigma  attached  to  the  judicial  order.  This  is  largely  bound  up  with 
the  use  ot  the  words  “certification”  and  “certified  patient”,  which  to  many  of 
the  public  suggest,  however  wrongly,  the  irrecoverability  of  the  patient  and  his  per- 
manent incarceration.  The  term  “ person  of  unsound  mind  ” is  also  objectionable 
as  being  an  epithet  rather  than  a diagnosis.  If  the  term  is  still  needed  for  other 
legal  purposes,  e.g.,  in  connection  with  civil  incapacity,  it  should  be  defined  in  a 
separate  clause  of  the  Act  as  applying  to  one  or  more  of  the  categories  of  patients 
recognised  here.  It  is  suggested  that  the  medical  recommendation  should  state 
merely  that  the  patient  is  suffering  from  mental  illness,  and  that  it  is  necessary 
tor  his  welfare  that  he  should  remain  under  care  and  treatment ; and  the  clinical 
reasons  for  this  conclusion  should  be  stated.  To  designate  the  patient’s  status 
the  word  certified  ’ should  be  replaced  by  some  innocuous  term,  such  as  “ reception 
order  patient  . * 


53.  (45)  The  Council  recommends  that  judicial  reception  orders,  as  at  present 
should  cxpiie  at  the  end  of  a year,  and  should  be  renewable  by  means  of  special 
reports  and  certificates  sent  to  the  Board  of  Control.  As  the  patient  will  already 
have  been  in  hospital  for  up  to  two  years  before  the  order  is  made,  the  prescribed 
intervals  might  be  altered  so  that  reports  would  be  required  at  the  end  of  the  first 
third,  fifth,  seventh  and  tenth  years  after  the  making  of  the  order,  and  thereafter 
at  five-yearly  intervals.  The  wording  of  the  certificate  should  be  altered  to  corre- 
spond with  the  new  terminology  of  the  order.  As  the  patient  may  be  on  leave  at 
the  time  the  report  is  made,  the  Council  suggests  that  the  certificate  should  be 
worded  as  follows,  “that  the  patient  is  still  suffering  from  mental  illness  and  is 
not  yet  fit  to  be  discharged  from  his  present  status  ”.  In  order  to  assist  the  scrutinis- 
ing Commissioner  it  is  suggested  that  the  report,  in  addition  to  describing  the 
patient’s  present  condition,  should  give  a brief  account  of  his  progress  since  the 
last  report  was  sent. 


D.  Emergency  admissions 

54.  (46)  Many  cases  arise  in  which  it  is  necessary  that  the  patient  should  be 
r:rI?OVec*  to  h°sPital  immediately.  Under  the  existing  law  there  are  a number  o: 
different  procedures  for  this.  Some  of  these  are  little  used,  and  the  ones  to  bi 
considered  are  principally  the  three-day  order  enabling  a patient  to  be  admitte( 
for  observation  to  a specially  designated  hospital  (Lunacy  Act,  Section  20  as  amended 
in  1946),  and  the  urgency  order  for  the  admission  of  a patient  to  a mental  hospital 
(Section  11).  Section  11  originally  applied  to  private  patients  only,  but  since  1930 
has  been  available  to  all  patients.  Section  20  originally  applied  to  “ pauper  ” 
patients,  and  the  places  to  which  they  could  be  removed  were  the  workhouses, 
later  superseded  by  local  authority  hospitals.  Since  1948,  however,  mental  hospitals 
or  parts  of  mental  hospitals  have  also  been  designated  under  this  Section.  Apart 
from  local  difficulties,  this  has  worked  well,  and  the  Council  approves  of  the  arrange- 
ment generally.  There  appears  now  to  be  no  essential  difference  of  purpose  between 
the  Section  1 1 and  the  Section  20  procedure,  and  it  is  considered  that  there  should 
be  a single  unified  procedure  for  emergency  admissions. 

55.  (47)  The  Council  recommends  that  the  mental  welfare  officer  should  have 
power  to  remove  any  patient  in  need  of  immediate  care  to  a hospital  designated 
for  the  purpose,  either  a general  or  a mental  hospital.  The  order  would  cover 
three  days,  and  would  be  extendible  to  twenty-one  days  on  an  order  signed  by 
the  Medical  Superintendent  of  the  mental  hospital  or  medical  officer  in  charge  of 
the  observation  unit. 
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56  (48)  Reference  is  made  later  to  the  position  of  mental  welfare  officers  and 
to  the  arrangements  which,  on  their  own  initiative,  are  being  made  for  establishing 
1 recognised  “urse  of  training  for  entrants  to  this  service.  When  such  tracing 
has  become  general,  it  is  thought  that  mental  welfare  officers  may  properly  be 
entrusted  with  these  powers,  and  there  will  be  no  need  to.  require  that  their  action 
should  be  supported  by  a medical  recommendation,  although  in  many  cases  they 
will  act  on  medical  information.  (See  paragraph  64  also.) 

57  (49)  The  Council  believes,  however,  that  there  are  cases  in  which  the  patient’s 
famiiy  are  unwilling  to  caU  in  an  officer  of  the  local  authority,  and  would  prefer 
to  deal  directly  with  the  hospital.  It  is  recommended,  therefore,  that  the.  same 
power  to  make  a three-day  order  should  be  allowed  to  an  appropriate  relative  or 
friend,  who  in  this  case  should  be  supported  by  a medical  recommendation,  to 
be  given  by  any  medical  practitioner. 

58  (50)  The  Council  contemplates  that  in  general  all  mental  hospitals  (including 
registered  hospitals  operating  outside  the  National  Health  Service)  would  be 
designated  under  Section  20,  but  there  should  be  power  to  restrict  the  designation 
at  the  request  of  particular  hospitals  to  meet,  for  instance,  the  needs  of  those  of 
small  size  or  of  those  set  aside  for  special  categories  of  patients. 

59.  (51)  These  provisions  would  make  possible  a limited  period  of  observation 
under  competent  psychiatric  care  of  patients  in  whose  case  a considered  decision 
as  to  disposal  cannot  otherwise  be  reached.  Below  is  a summary  of  some  of  the 
methods  of  disposal  which  are  now  available  or  would  be  made  available  under  the 
Council’s  proposals : — • 

(1)  Discharge  home,  as  not  in  need  of  further  treatment,  or  after  successful 

emergency  treatment  or  referred,  if  necessary,  to  the  patient’s  own  medical 
attendant,  or  to  an  out-patient  clinic,  or  to  the  after-care  service  of  the 
local  authority. 

(2)  Admission  to  a general  hospital  for  treatment  of  bodily  illness. 

(3)  Admission  to  a geriatric  unit. 

(4)  Admission  to  a special  neurosis  hospital,  or  to  a psychiatric  unit  of  a 
general  hospital. 

(5)  Admission  to  the  mental  hospital  as  a voluntary  or  temporary  patient. 

(6)  Admission  to  a convalescent  home. 

The  Council  recommends  that,  where  an  observation  unit  is  provided  as  part 
of  a general  hospital,  its  use  should  not  necessarily  be  restricted  to  cases  under 
order.  It  should  be  permissible  to  admit,  for  observation  without  formality,  suitable 
patients  who  present  themselves  voluntarily,  for  instance,  patients  who  have  made 
a previous  recovery  in  the  unit  and  who  seek  assistance  there  at  the  onset  of  a relapse. 


E.  Priority 

60.  (52)  At  present,  certified  admissions  have  absolute  priority  over  voluntary 
admissions,  since  the  magistrate’s  order  is  a directive  and  not  merely  an  authority 
to  receive.  Consequently,  under  conditions  of  overcrowding,  it  has  often  been 
necessary  for  mental  hospitals  to  close  their  doors  to  voluntary  patients,  sometimes 
for  long  periods,  although  in  fact  a number  of  these  may  have  been  more  urgently 
in  need  of  care  than  other  patients  sent  under  order.  Further,  patients  have  been 
unnecessarily  certified  in  order  to  secure  their  admission.  The  Council  recommends 
that  in  future  all  admissions  should  be  put  on  an  equal  footing,  the  Medical  Superin- 
tendent being  given  the  same  discretion  to  decide  on  priority  as  is  now  enjoyed 
by  the  admitting  officers  of  general  hospitals. 

Mental  welfare  officers 

61.  (53)  The  duties  in  connection  with  mental  treatment  formerly  carried  out  by 
relieving  officers  were  by  the  National  Health  Service  Act,  1946,  transferred  to 
officers  of  the  local  authority.  This  was  done  by  substituting  the  words  “duly 
authorised  officer  ” for  “ relieving  officer  ” wherever  they  occurred  in  the  Act ; but 
no  precise  instructions  were  given  to  local  authorities  as  to  the  appointment,  quali- 
fications and  duties  of  these  officers.  Local  authorities  were  left  free  to  “ authorise 
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officers  belonging  to  any  of  the  recognised  professions,  or  specially  recruited,  and 
to  require  them  to  be  engaged  wholly  in  statutory  duties  under  the  Acts  or  to 
participate  m other  forms  of  mental  health  work. 

62.  (54)  There  has  since  grown  up  a movement  among  the  duly  authorised 
officers  and  other  mental  health  workers,  other  than  psychiatric  social  workers , to 
organise  themselves  into  a professional  body  under  the  name  of  “ mental  welfare 
officers. 

\aTa-Q  S°ciety  .of  .Mental  Welfare  Officers  has  been  in  conference  with  the  Royal 
Medico-Psychological  Association,  and  discussion  has  now  been  extended  to  include 
j"1^.  Society  of  Medical  Officers  of  Health,  with  the  object  of  establishing  a national 
system  of  training  and  examination  for  members  of  the  first-named  body. 

63.  (55)  The  need  fgr  such  a national  scheme  is  apparent  from  the  widely 
-divergent  views  taken  by  local  authorities  of  the  functions  of  mental  welfare 
officers.  In  many  areas  there  is  close  co-ordination  between  the  local  authority 
an<i  hospitals  ; here  the  mental  welfare  officer  co-operates  with  the  medical 
staff  of  the  mental  hospitals  and  with  their  psychiatric  social  workers  at  out-patient . 
clinics,  m the  patients  homes  and  at  the  hospitals  themselves  as  part  of  a com- 
prehensive mental  health  service.  Elsewhere,  a much  narrower  view  prevails : 
duiy  authorised  officers  are  restricted  to  carrying  out  their  statutory  duties  under 
the  Acts  and  are  largely  out  of  touch  with  the  services  provided  by  the  hospitals. 

J?ow  th,at  th®  Society  of  Mental  Welfare  Officers  endorses 
the  wider  conception  of  this  work,  and  in  framing  recommendations  regarding  the 
everywhere0^  ^a*len*s  Council  has  assumed  that  this  conception  will  prevail 

These  officers  are  therefore  referred  to  as  mental  welfare  officers  in  this  memoran- 
dum, even  where  the  context  shows  that  the  particular  function  under  consideration 
is  the  statutory  function  of  the  duly  authorised  officer.  “° 

64.  (56)  It  is  suggested  that  practical  recognition  should  be  given  to  this  principle 
of  co-ordination  by  recognising  the  mental  welfare  officer’s  right  to  obtain  specialist 
advice,  in  conjunction  where  practicable  with  the  patient's  general  practitioner  ■ 
wht^°hi.d.hbp,,M0,Jf  either  hy  referring  a patient  to  a suitable  out-patirat  clinic,  to 
which  he  should  be  conveyed  if  necessary,  or  by  arranging  for  a domiciliary  visit 
by  a psychiatric  specialist.  Conversely,  the  mental  welfare  officer  should  be  required 

he  a-  *°  b£  takeI?’  *°  have  re2ard  t0  the  °P'ni°n  and  advice 
Which  a psychiatric  specialist  may  have  given. 

Protection  of  persons  exercising  duties 

65.  (57)  The  provisions  of  Section  16  of  the  Mental  Treatment  Act,  1930  have 
been  generally  effective  in  protecting  medical  practitioners  and  mental  welfare 
officers  against  unfounded  litigation.  Nevertheless,  it  would  seem  that  the  Section 
ought  to  be  amended  to  include  certain  persons  not  now  covered.  Such  are  medical 
practitioners  and  psychiatric  social  workers  who  may  give  information  to  a mental 
welfare  officer  upon  which  the  latter  takes  action  ; or  psychiatric  specialists  acting 
as  consultants  to  observation  units  in  general  hospitals,  who  may  give  advice 
but  do  not  themselves  write  certificates  or  recommendations.  Such  persons  might 
be  held  not  to  be  doing  anything  with  a view  to  signing  or  carrying  out  an 
order,  etc  , or  anything  in  pursuance  of  the  Acts  ” The  Council  therefore 
recommends  that  protection  should  be  extended  to  all  persons  giving  advice  or 
-format™  in  a professional  capacity  in  connection  with  procedure  under  the 

Discharge  of  patients 

A.  Voluntary  patients 

66.  (58)  As  already  explained,  the  Council  is  recommending  that  the  reauire- 
ment  on  a voluntary  patient  to  give  notice  of  intention  to  leave  should  be  retained 
and  that  such  notice  should  not  be  more  than  72  hours.  If  this  requirement  is 
retained,  it  should  be  made  clear  that  it  may  be  waived  and  the  patient  allowed 
to  depart  immediately,  and  on  verbal  request  only,  if  the  Physician  Superintendent 
does  not  consider  this  detrimental.  The  Physician  Superintendent  should  have 
powers  ot  discharging  a patient  on  his  own  initiative. 
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67.  (59)  The  Council  does  not  recommend  any  change  in  the  procedure  for  the 
discharge  of  patients  under  16  years  of  age. 


iiscnarge  oi  patients  unuei  iu  ycaio  u> 

68  160)  If  the  proposal  that  a patient  should  be  allowed  to  retain  his  voluntary 
status  notwithstanding  his  loss  of  volition,  be  adopted,  then  special  provision  should 
be  mkde  a power  of  discharge  in  such  cases  to  the  appropriate  relative. 

This  power  should  be  exercised  in  the  same  way  as  in  the  case  of  temporary 
patients  or  patients  under  order. 


B.  Temporary  and  reception  order  patients 


Discharge  by  the  hospital  authorities 

ao  tfin  TTnHpr  the  nresent  law  discharge  may  be  ordered  by  two  members  ot 
the6 kotl  taYMana^ment  Committee  on  the  advice  of  the  Physician  Superintendent. 
The  Council  does^not  think  that  this  procedure  accords  well  with  the  conception 
of  the  mental  hospital  as  primarily  a place  of  treatment  and  cure.  Since,  through 
out  his  stay  it  will  have  been  emphasised  to  the  patient  that  his  detention  is 
necessary  to  ’ his  welfare  and  will  be  terminated  as  soon  as  his  state  of  health 
allows  h follows  that  the  Superintendent  should  be  able  to  carry  out  this  promise 
’ itv  Moreover  it  is  thought  to  be  undesirable  that  a patient  should  be 
teauired  to  appear  before  a lay  committee  whose  members  cannot  be  expected 
S know  how  best  to  discuss  his  case  with  him.  The  Council  recommends  there- 
fore, that  the  Physician  Superintendent  should  have  the  power  to  discharge  a 
patient  on  his  own  authority. 


laLiraul.  via  aaau  

70  (62)  The  Council  believes  that  the  provision  by  which  three  members  of 
the  Committee  may  order  a patient’s  discharge  without  the  Superintendents  advice 
shouM be ^ retained7  as  being  an  established  safeguard  which  may  be  of  value  m 
special  cases. 


71  (63)  It  is  not  thought  that  there  is  need  for  any  difference  in  procedure 
according  to  whether  the  patient  has  recovered  or  not. 


Discharge  by  order  of  relatives 

79  1641  Previous  to  1948  the  power  of  ordering  discharge  was  possessed  by 
relativifof ^“  patients  only,  but  by  the  National  Health  Service  Act  this  power 
was  extended  to  the  “appropriate  relative”  of  every  patient.  On  the  whole  the 
diangf  has  been  found  beneficial ; it  renders  discharge  procedure  more  flexibe. 
and  has  made  for  increased  confidence  in  the  hospital  on  the  part  of  the  patients 
families  In  framing  these  proposals,  the  Council  has  assumed  that  the  system  wi  1 be 
continued  On  the  other  hand  the  use  of  this  power  unwisely  may  result  m 
premature  discharge  with  consequent  harm  to  the  patient,  and  no  protection  is 
given  to  the  patient  against  a relative  who  may  be  ill-disposed  towards  him  or  at 
least  unable  to  give  him  proper  care 


73  (65)  The  Council  has  considered  whether  any  such  protection  ought  to  be 
given  for  instance,  by  extending  the  grounds  on  which  a barring  certificate  can  be 
issued,  as  has  been  done  in  Northern  Ireland.  The  present  barring  certificate  refers 
only  to  a patient  who  is  “ dangerous  and  unfit  to  be  at  large  and,  though  this  is 
generally  interpreted  as  including  a patient  who  is  dangerous  to  himself  by  reason 
of  suicidal  tendencies,  it  would  seem  that  the  clause  had  regard  more  to  risks  to  the 
public  than  to  the  patient’s  interests.  The  Council  thinks  that  the  wording  here 
should  be  altered  to  provide  for  danger  t^  as  well  as  danger  from  the  patient, 
such  as  danger  arising  from  neglect  or  cruelty,  and  the  Council  recommends  that 
the  Physician  Superintendent  should  be  able  to  issue  & barring  certificate,  on  the 
same  terms  as  at  present,  if  he  can  state  that  in  his  opinion  “ the  patient  s discharge 
will  lead  to  danger  to  himself  or  others  The  relative  should  have  a right  ot 
appeal  to  the  Hospital  Management  Committee,  and  from  them  to  the  Board  ot 
Control. 


74.  (66)  The  Council  also  thinks  that  the  definition  of  the  “ appropriate  relative 
needs  revision.  It  would  appear  that  at  present,  in  the  absence  of  a spouse  or 
parent,  an  unreasonable  wish  to  order  discharge  on  the  part  of  one  of  the  relatives 
must  prevail  against  the  unanimous  opinion  of  all  the  others.  It  seems  also  that 
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the  relatives’  power  of  discharge  will  need  to  be  limited  in  the  case  of  patients 
received  under  Section  30  of  the  Magistrates’  Courts  Act,  1952,  since  its  exercise 
might  make  the  magistrate’s  order  of  no  effect. 

75.  (67)  The  present  provision  of  Section  79  of  the  Lunacy  Act,  by  which  any 
relative  or  friend  (apart  from  the  “appropriate  relative”)  may  apply  to  the  Com- 
mittee for  the  patient’s  discharge  should  be  retained,  the  wording  of  the  undertaking 
being  altered  to  accord  with  changed  conditions. 

76.  The  appropriate  relative  should  not  have  the  power  to  discharge  a patient 
detained  under  an  emergency  order. 

Discharge  to  the  care  of  the  local  authority 

77.  (68)  Previous  to  1948  the  Poor  Law  authority  had  a duty  to  remove  and 
maintain  any  patient  who  on  discharge  from  a mental  hospital  might  otherwise 
have  been  homeless.  There  is  now  no  such  duty  on  the  part  of  the  local  health 
authority ; the  hospital  can  only  notify  with  the  object  of  enlisting  the  authority’s 
help  ihe  Council  thinks  it  wrong  that  any  patient  should  be  retained  in  hospital 
solely  because  there  is  nowhere  for  him  to  go,  and  recommends  that  local  authorities 
should  be  required  to  admit  such  patients  to  appropriate  accommodation  under 
Part  111  of  the  National  Assistance  Act. 


Leave  of  absence 


78.  (69)  Different  provisions  apply  to  the  grant  of  leave  of  absence  to  patients 
according  to  whether  they  are  private  patients  in  registered  hospitals  or  licensed 
houses  or  patients  of  any  class  in  public  mental  hospitals.  Apart  from  short  leave 

m f°!Tei'  patients  can  be  Siven  longer  leave  on  trial  or  for  the 
h 1 .health  ; fhe  !attf.r  may  be  granted  leave  on  trial  only.  In  registered 
s e?Ve  1S  given  by  the  ManaSer  ” (j-e.,  the  Physician  Superintendent)  with 
the  concurrence  of  two  members  of  the  Committee;  in  public  mental  hospitals 
by  two  members  on  the  advice  of  the  Superintendent.  P ’ 

79.  (70)  The  Council  thinks  that  these  anomalies  should  be  removed  since,  among 
°?.er.  r.ea?°"Sj  patients  of  all  classes  may  from  time  to  time  be  in  need  of  treatment 
which  is  best  given  or  can  only  be  given  outside  the  mental  hospital. 

8°,  (71)  Tbe  Council  believes  that  there  is  no  need  for  any  distinction  between 
rS  oiuerent  purposes  for  which  leave  may  be  granted,  nor  is  it  necessary  to 
differentiate  between  short  leave  for  holidays  or  with  a view  to  early  discharge  and 
prolonged  leave  of  the  nature  of  “ boarding  out  ”,  Moreover,  it  is  thought  to  be 
unnecessary  that  the  Hospital  Management  Committee  should  be  involved,  unless 
there  is  a need  for  monetary  assistance. 


. 81  • (72)  The  medical  officer  should  he  able  to  give  leave  of  absence  up  to 
sixteen  days  and  the  medical  officer,  with  the  concurrence  of  two  Members  of  the 
Hospital  Management  Committee,  should  have  power  to  grant  a patient  leave  of 
absence  from  the  hospital  for  a period  of  up  to  one  year . ‘ He  should  also  be  able 
at  his  discretion  to  terminate  leave. 


82.  (73)  It  is  often  necessary  to  send  a patient  for  a short  period  to  another  mental 
hospital  to  enable  some  special  investigation  or  treatment  to  be  carried  out.  At 
present  this  is  done  by  way  of  formal  transfer,  involving  special  transfer  orders, 
and  the  full  admission  procedure,  including  the  sending  of  notices  and  reports  to 
the  board  of  Control,  has  to  be  gone  through  twice  over.  The  Council  recom- 
mends that  it  should  be  made  possible  to  effect  such  temporary  transfers  by  a grant 
of  leave  of  absence  from  the  sending  hospital  and  without  any  formality  on  the  part 
of  the  receiving  hospital. 

83.  (74)  There  is  at  present  no  provision  for  the  grant  of  leave  of  absence  to  a 
voluntary  patient,  it  being  assumed  that  where  leave  is  desired  the  patient  will 
discharge  himself  and  later  apply  for  re-admission.  This  involves  unnecessary  work 
in  completing  forms,  making  out  new  case-papers,  etc.;  moreover  the  procedure 
generally  is  disliked  by  the  patients  themselves.  The  Council  recommends  that 
voluntary  patients  should  be  allowed  leave  in  the  same  way  as  others,  but  does  not 
recommend  the  use  of  “ boarding  out  ” for  voluntary  patients. 
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84  (75)  It  is  the  Council’s  hope  that  in  future  more  use  will  be  made  of  the 
procedure  of  “extended  leave”  to  enable  mild  chrome  patients,  certified  or 
temporary,  to  be  boarded  out  with  relatives  or  friends.  . 

85.  In  order  that  continuity  of  supervision  may  be  maintained,  this  should,  in 
general,  remain  the  responsibility  of  the  hospital  authority  in  consultation  with  the 
general  practitioner,  but  the  hospital  authority  should  be  given  powei  to  delegate 
such  supervision  to  the  local  health  authority. 

86.  (76)  The  Hospital  Management  Committee  should  have  power  to  make 
monetary  allowances,  within  prescribed  limits,  to  patients  on  leave  other  than 
voluntary  patients.  There  are  cases,  however,  where  it  is  more  appropriate  for  he 
patient’s  maintenance  to  be  paid  by  the  National  Assistance  Board,  e.g.,  where  the 
patient’s  family  are  already  being  assisted,  or  where  the  patient  himself  had  been 
assisted  before  his  admission  to  hospital.  Moreover,  m extended  leave  cases,  the 
financial  responsibility  should  always  be  undertaken  by  the  Board,  for,  since  hospitals 
work  within  a strictly  limited  budget,  money  spent  on  boarded  out  patients  would 
be  at  the  expense  of  those  remaining  resident.  It  is  important  that  in  deciding 
on  the  amount  to  be  allowed  to  the  patients,  the  Board  should  have  regard  to  the 
recommendations  of  the  hospital  authorities,  to  meet  the  special  circumstances, 
medical  or  social,  of  each  case ; and  it  should  not  be  necessary  for  the  patient  to 
make  his  own  application  for  assistance. 


Absence  without  leave 

87.  (77)  The  Council  thinks  that  the  period  of  14  days  during  which  a patient 
absent  without  leave  may  be  brought  back  might  with  advantage  be  extended  to 
28  days. 

88.  (78)  The  Council  recommends  a change  in  the  procedure  for  recapture.  At 
present  the  only  persons  who  may  retake  a patient  are  officers  and  servants  of 
the  hospital  or  other  persons  authorised  in  writing  by  the  Physician  Superintendent. 
Some  doubt  exists  as  to  the  powers  of  the  police  although  commonly  the  police 
are  willing  to  act  at  the  request  of  the  hospital.  There  is  no  authority  to  lodge 
the  patient  anywhere  pending  the  arrival  of  staff  from  the  hospital;  moreover, 
since  he  can  only  be  returned  to  the  hospital  from  which  he  is  absent,  nuich  ^con- 
venience and  expense  in  time  and  money  result  whenever  a patient  finds  his  way 
to  a distant  part  of  the  country. 

89.  (79)  The  Council  recommends,  therefore,  that  power  should  be  given  to  the 
police  and  to  the  mental  welfare  officer  to  apprehend  such  a patient  and  for  the 
latter  to  lodge  him  temporarily  in  any  hospital  designated  for  emergency  admissions. 
It  should,  moreover,  not  be  compulsory  for  the  patient  to  be  returned  to  his  original 
hospital  and,  in  cases  where  a considerable  journey  is  involved,  it  should  be  possible 
for  arrangements  to  be  made  for  the  patient’s  transfer  to  a mental  hospital  nearer 
to  the  place  where  he  was  apprehended,  if  there  are  no  special  reasons  to  the 
contrary. 

Transfer  of  patients 

90  (80)  The  present  provisions  governing  the  transfer  of  patients  from  one 
mental  hospital  to  another  are  in  general  satisfactory.  Much  benefit  has  resulted 
from  the  abolition  of  chargeability,  so  that  patients  can  now  be  moved  freely  for 
convenience  of  visiting  or  special  treatment,  although  the  present  pressure  on  accom- 
modation often  means  that  transfers  can  be  effected  only  on  an  exchange  basis. 
Considerable  difficulty  still  exists,  however,  in  effecting  transfers  from  one  part  of 
the  United  Kingdom  to  another,  since  orders  made  in  one  part  of  the  Kingdom  are 
not  valid  elsewhere.  The  Council  recommends  that  the  Act  should  include  provisions 
enabling  temporary  or  reception  order  patients  to  be  transferred  as  required  between 
England  and  Wales,  Scotland,  Northern  Ireland,  the  Isle  of  Man  and  the  Channel 
Islands,  and,  by  treaty,  to  and  from  the  Irish  Republic.  The  Council  recommends 
also  that  the  procedure  for  the  transfer  of  private  patients  should  be  simplified ; in 
particular,  it  seems  unnecessary  that  the  previous  consent  of  the  Board  of  Control 
should  be  required. 

Transfer  orders  to  enable  a patient  to  be  moved  from  one  hospital  to  another 
should  remain  the  responsibility  of  the  Management  Committee  of  the  receiving 
hospital. 
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Patients’  property 

91.  (81)  The  existing  provisions  for  the  protection  of  patients’  property  while  in 
hospital  operate  very  satisfactorily  in  long-stay  cases,  and  the  Council  acknowledges 
txe^mi1I^n1doP?^s.ona,1  “£erest  taken  bV  the  oncers  of  the  Court  of  Protection, 
ot  the  Official  Solicitor  s Department,  and  of  local  authorities  acting  as  Receivers, 
in  the  welfare  of  the  patients  with  whom  they  are  concerned.  Nevertheless  it  is 
considered  that  there  is  a great  need  for  a simple  and  rapid  interim  procedure  which 
can  be  brought  into  action  within  a matter  of  days  from  the  time  of  the  patient’s 
admission.  The  Council  has  in  mind  cases  where  delay  may  mean  grievous  financial 
loss  to  the  patient ; for  instance,  where  rent  charges  accumulate  because  no  one 
has  authority  to  terminate  the  tenancy  although  it  is  plain  that  the  patient  will 
never  be  fit  to  return  to  his  home ; or  where  a small  business  will  lose  all  saleable 
value  unless  it  is  sold  immediately  or  someone  is  appointed  to  manage  it. 

Notification  of  death  to  coroner 


92.  (82)  The  law  at  present  requires  that  the  death  within  the  hospital  of  any 
temporary  or  certified  patient  shall  be  reported  to  the  coroner  in  a prescribed  form 
giving  particulars  of  any  unusual  circumstances  attending  the  death  and  of  any 
injuries  present  at  the  time  ; this  requirement  does  not  apply  to  voluntary  patients, 
it  appears  that  m a number  of  areas  the  provision  is  interpreted  by  the  coroner 
as  requiring  him  to  investigate  every  death,  and  to  have  the  relatives  of  every  patient 
interviewed  and  questioned  by  his  officer.  This  is  a distressing  and  vexatious  practice 
which  the  Council  most  strongly  deprecates.  It  should  be  remembered  that 
particulars  of  all  deaths  are  notified  to  the  Board  of  Control,  and  unusual  circum- 
stances  are  immediately. notified  to  the  coroner  in  accordance  with  the  usual  practice 
of  all  hospitals.  The  Council  believes,  therefore,  that  statutory  notification  to  the 
coroner  is  unnecessary  and  undesirable,  and  it  recommends  that  this  should  be 
discontinued. 


Powers  and  duties  of  the  Medical  Superintendent 

93.  (83)  The  provision  by  which  the  medical  officer  or  one  of  the  medical  officers 
of  the  mental  hospital  (“asylum”,  as  it  was  then  called),  was  to  be  its  Superin- 
tendent was  first  enacted  in  1853,  and  was  the  direct  result  of  the  exposure  of  evils 
ai)' i.  .abu^es  which  were  found  to  be  due  to  divided  and  confused  responsibilities 
within  the  hospitals.  Authority  was  given  to  the  medical  man  in  order  that  the 
function  of  the  asylum  as  a place  of  treatment  should  be  emphasized  and  its  work 
co-ordinated  from  this  point  of  view.  In  later  years,  Medical  Superintendents 
often  complained  that  Hospital  Committees  imposed  upon  them  personally  an  undue 
amount  of  non-medical  administrative  detail,  which  would  have  been  better  delegated 
to  lay  officers.  ‘ Medical  administration  ” in  this  exaggerated  sense  is  now  obsolete. 
But  the  preservation  of  “medical  authority”  is  as  necessary  now  as  it  was  a 
hundred  years  ago,  and  for  the  same  reasons.  This  opinion  was  endorsed  by  the 
previous  Commission,  and  the  Council  is  in  full  agreement  with  the  conclusions 
expressed  in  paragraphs  189  to  195  of  that  Commission’s  Report.  The  principle 
has  now  been  confirmed  in  the  Bradbeer  Report. 

94.  (84)  The  Council  has  given  consideration  to  another  aspect  of  the  Medical 
superintendent  s position,  arising  out  of  the  better  medical  staffing  of  mental 
hospitals  m recent  years,  and  the  enhanced  status  and  clinical  independence  of  the 
senior  staff.  It  has  been  suggested  that  the  Medical  Superintendent’s  statutory 
responsibilities,  in  such  matters  as  the  discharge  of  patients  or  the  writing  of 
continuation  reports,  should  be  transferred  to  the  medical  officers  in  charge  of 
individual  cases.  The  Council  does  not  advise  this,  for  several  reasons.  It  would  be 
impracticable  to  define  the  professional  standing  or  rank  which  would  entitle  a 
medical  officer  to  undertake  these  responsibilities.  “Consultant  status”  has  been 
suggested,  but  it  must  be  remembered  that  the  hierarchical  structure  set  up  by  the 
Mimster  of  Health  for  the  purpose  of  determining  conditions  and  terms  of  service 
is  liable  to  alteration  at  any  time.  It  might  also  be  difficult  to  decide  who  was  the 
appropriate  medical  officer  to  carry  out  the  statutory  duty,  for  instance,  in  cases 
where  a patient  has  been  transferred  temporarily  from  one  department  of  the 
hospital  to  another  in  the  interests  of  his  proper  classification  or  treatment. 
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95  (85)  The  Council  thinks  it  best  that  the  Medical  Superintendent  alone  should 
be  referred  to  in  the  legislation  ; but  it  should  be  understood  that  his  indicates 
his  duty  to  ensure  that  the  provisions  of  the  law  are  carried  out,  rather  than  an 
obligation  to  act  personally  in  every  case.  The  principle  of  delegation  is 
recognised  in  the  Mental  Deficiency  Regulations  1948  (Paragraph  6)  where  it  is 
laid  down  that  certain  duties  imposed  on  the  Superintendent  may  be  performed 
by  some  other  person  duly  authorised  by  him.  The  Council  thinks  that  this 
principle  should  be  made  of  general  application. 

The  Council  recommends  that  modern  usage  is  to  be  preferred  and  that  this 
officer  should  actually  be  known  as  "Physician  Superintendent  . This  title  has 
been  used  in  other  parts  of  this  memorandum. 


Licensed  houses  and  homes 

96.  (86)  The  previous  Royal  Commission  was  unanimous  in  recommending  that 
the  present  system,  under  which  a limited  number  of  licensed  houses  exist  should 
come  to  an  end ; the  members  were  divided  as  to  whethei  these  houses  should  be 
abolished  altogether  or  should  be  placed  upon  a new  footing.  No  action  was  taken 
on  any  of  these  recommendations,  but  the  Mental  Treatment  Act  of  1930  permitted 
the  establishment  of  approved  nursing  homes  for  the  reception  of  voluntary  and 
temporary  patients. 

97  (87)  Since  the  admission  of  temporary  patients  involves  the  element  of  deten- 
tion, and  since  under  the  Council’s  proposals  the  differences  between  the  temporary 
and  the  reception  order  patient  will  be  still  further  diminished,  there  seems  to  be 
little  purpose  in  maintaining  the  distinction  between  the  approved  nursing  home 
and  the  licensed  house,  and  it  recommends  that  they  should  be  amalgamated  under 
a single  designation. 

98.  (88)  Economic  conditions  in  recent  years  have  prevented  the  establishment 
of  more  than  a few  approved  nursing  homes,  and  have  considerably  reduced  the 
numbers  of  licensed  houses.  Those  that  remain  are,  it  is  believed,  efficiently  con- 
ducted and  meet  a real  public  demand.  Some  would  be  placed  on  an  economically 
sounder  footing  and  might  be  saved  from  extinction  if  they  were  allowed 
to  extend  their  accommodation  to  provide  for  a larger  number  of  patients  ; 
at  present  this  is  prohibited  by  Section  207  (5)  of  the  Lunacy  Act  of  1890.  The 
Council  recommends  that  the  disability  should  be  removed,  and  this  would  follow 
naturally  from  the  amalgamation  of  the  status  of  these  houses  with  that  of  approved 
nursing  homes.  The  licensing  or  approving  authority  should  m all  cases  be  the 
Board  of  Control  and  the  establishment  of  new  homes,  as  well  as  the  enlargement 
of  existing  ones,  should  be  permitted.  It  is  suggested  that  approval  might  be  for 
all  categories  of  patients,  or  limited  to  certain  categories  only.  In  general  the 
Council  is  in  agreement  with  the  recommendations  made  in  paragraph  244  of  the 
previous  Commission’s  Report  as  to  the  conditions  under  which  homes  might  be 
approved. 


Criminal  patients 

99.  (89)  Although  the  detention  and  care  of  “ Broadmoor  ” patients  is  outside 
the  terms  of  reference  of  the  Royal  Commission,  the  Council  thinks  it  may  be 
permissible  to  state  its  views  concerning  the  admission  of  such  patients  to  ordinary 
mental  hospitals,  inasmuch  as  their  presence  may  be  held  to  affect  the  welfare 
of  other  hospital  patients.  Further,  the  Council  is  putting  forward  proposals, 
concerning  certain  patients  not  now  classified  as  “Broadmoor”  patients,  but  for 
whom  it  is  believed  that  special  provision  should  be  made. 

100.  (90)  In  general  the  Council  is  satisfied  that  “ Broadmoor  ” patients  may 
continue  to  be  admitted  to  mental  hospitals  by  order  of  the  Home  Secretary.  They 
are,  for  the  most  part,  persons  serving  sentences  for  comparatively  minor  crimes  and, 
had  their  mental  disorder  been  present  at  the  time  of  the  offence,  or  arisen  after 
their  liberation,  there  would  have  been  no  question  of  the  propriety  of  their 
admission  to  the  mental  hospital. 
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101.  (91)  Local  conditions,  however,  may  make  a particular  patient  unsuitable  to 
be  received  m a particular  hospital.  The  Council  recommends,  therefore  to  in 

fnli  iWMWf  fheyS^lani,SfUperStendjIlt  of  the  receiving  hospital  should  be  given 
full  details  of  the  case  before  the  order  is  made,  and  regard  should  be  paid  to  any 
representations  he  may  wish  to  make.  p ° dny 

, {^2)  A proportion  of  patients  certified  while  serving  a prison  sentence  are 

de  amed  at  Broadmoor.  When  their  sentence  expires  they  cease  to  be  “ Broadmoor  ” 
patients,  and  are  transferred  to  ordinary  mental  hospitals.  The  Council  thinks  that 

int/nrw  i?  Tlu  be  s-ubject  t0  tbe  opinion  of  the  Physician  Super- 

intendent of  Broadmoor  that  the  patients  are  suitable  for  ordinary  mental  hospitals 
Zd‘r,  \ agreement  of  the  receiving  Superintendent  after  consultation.  If  com 
suggested'  belowb  1 b e hey  should  remam  at  Broadmoor  under  the  provisions 


, ^2)  An  anomaly  which  the  Council  suggests  should  be  rectified  is  the  loss 

by  Broadmoor  patients  of  the  remission  of  sentence  which  they  might  have 
earned  by  good  conduct  had  they  remained  in  prison.  This  is  generally  felt  as  a 
grievance  and  causes  discontent,  which  may  easily  spread  to  other  hospital  patients 
It  is  recommended  that  remission  should  be  granted  on  a favourable  conduct  report 
by  the  Physician  Superintendent.  1 


104.  (94)  The  term  Broadmoor  patient”,  which  has  been  introduced  to  take 
the  place  of  the  former  criminal  lunatic  ”,  is  an  unfortunate  one.  In  the  public 
mind  Broadmoor”  implies  murder  and  other  crimes  of  violence,  and  mental 
disorder  manifested  by  homicidal  tendencies  ; but  the  prison  patients  selected  for 
admission  to  mental  hospitals  are  precisely  the  ones  who  are  free  from  such  ten- 
dencies. It  is  suggested  that  some  less  misleading  term  should  be  used  such  as 
“ Home  Office  patient  ”, 


105.  (95)  On  the  other  hand,  patients  are  from  time  to  time  admitted  to  mental 
hospitals  who,  on  common-sense  grounds,  ought  to  be  sent  to  Broadmoor  or  some 
similar  institution.  An  example  would  be  the  case  of  a man  who  has  served  a 
sentence  for  attempted  murder.  Some  time  after  his  release  he  shows  signs  of 
mental  disorder  and  is  certified  and  admitted  to  a mental  hospital.  (It  is  even  possible 
that  he  had  been  insane  previously  and  had  been  detained  at  Broadmoor)  In 
hospital  it  becomes  evident  that  his  homicidal  tendencies  are  again  active,  and  his 
presence  may  cause  great  alarm  to  his  fellow-patients  as  well  as  to  the  staff’.  Under 
the  present  law,  nothing  can  be  done  until  the  patient  actually  attempts  murder, 
and  then  the  whole  procedure  of  committal  and  trial  must  be  gone  through  before 
he  can  be  given  the  control  and  supervision  which  he  needs. 

106.  (96)  This  is  in  striking  contrast  to  what  obtains  in  the  field  of  mental 
deficiency.  Under  the  Mental  Deficiency  Acts,  two  large  institutions  receive  violent 
and  dangerous  patients  by  simple  administrative  arrangement  and  without  the  need 
for  criminal  proceedings. 

107.  (97)  The  Council  does  not  suggest  that  anything  on  this  scale  is  necessary 
in  the  field  of  mental  disorder,  since  mental  hospitals  are  well  able  to  care  for 
patients  liable  to  ordinary  outbursts  of  violence,  but  it  is  thought  that  in  cases 
where  there  is  a reasonable  apprehension  of  homicide,  or  a homicidal  attack  has 
actually  been  made,  the  Board  of  Control  should  be  empowered  to  order  the  patient’s 
transfer  to  Broadmoor  or  some  analogous  institution,  such  as  a special  section  of  a 
selected  mental  hospital  which  is  equipped  and  staffed  to  be  able  to  cope  with  the 
problem.  It  is  not  expected  that  more  than  10  or  12  cases  a year  would  need  to  be 
dealt  with  in  this  way.  Similarly  a patient  already  in  Broadmoor  and  whose  sentence 
expires  should  be  retained  there  if  he  appears  to  be  dangerous. 


Mental  disorder  in  old  age 

■ 108.  (98)  Much  thought  has  in  recent  years  been  given  to  the  problems  of  mental 
disorder  and  decay  occurring  in  old  age. 
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109.  (100)  It  was  never  the  intention  that  the  county  asylum,  later  the  mental 
hospital,  should  be  used  for  the  reception  of  patients  showing  mud  mental  decay  in 
old  age.  Such  persons  were  regarded  as  properly  cared  for  in  the  woikhouses  and 
workhouse  infirmaries,  and  their  successors  the  public  assistance  institutions  and  the 
chronic  wards  of  municipal  and  county  hospitals.  During  recent  years,  however, 
there  has  been  a serious  reduction  in  such  accommodation,  due  in  the  first  place  to 
the  closing  of  old  and  obsolete  institutions  and  the  upgrading  of  infirmaries  to 
hospitals  dealing  mainly  with  acute  illness ; and  latterly  *°  wal,  dama£e  aud  staff 
shortage.  This  has  happened  at  a time  when  the  aged  population  has  become  greater 
both  absolutely  and  relatively,  and  when  various  more  or  less  unforeseen  social 
factors  have  favoured  hospital  rather  than  home  care.  The  consequence  has  been  the 
increasing  use  of  mental  hospitals  for  this  class  of  patient. 

1 10  non  On  the  other  hand,  recent  research  has  shown  that  a large  proportion. of 
patients  in  this  age  group  suffer  from  mental  illnesses  quite  similar  to  those  occurring 
ll  eifeages,  and  equally  responsive  to  the  skilled  treatment  given  in  mental 
hospitals. 

111  (102)  It  follows  that  facilities  for  careful  observation  and  diagnosis  are 
required,  and  that  patients  should  be  admitted  to  whichever  type  of  hospital  best 
suits  their  needs. 

112  (103)  Cases  of  mild  senile  decay  should  be  provided  for,  if  able-bodied,  in 
local  authorities'  Part  III  accommodation  ; if  physically  infirm,  in  geriatric  sections 
of  general  hospitals,  or  annexes  connected  with  them.  Cases  of  senile  decay  associated 
with  severely  disturbed  behaviour  are  properly  admitted  to  the  mental  hospitals,  as 
also  cases  of  mental  illness  (psychosis),  such  as  depressions  and  delusional  states, 
which  are  liable  to  arise  in  old  age  more  commonly  than  is  often  supposed. 

113  (104)  The  admission  to  mental  hospitals  of  large  numbers  of  mildly  demented 
old  people  leads  to  severe  overcrowding  and  to  the  exclusion  of  other  patients  in 
need  of  active  treatment,  and  these  are  the  reasons  which  prompted  the  suggestion 
of  remedies.  The  Council  deprecates  very  much,  however,  any  suggestion  that  the 
Datients  themselves  are  harmed  or  made  unhappy  by  their  environment  in  the  mental 
hospitals  They  are  housed  in  separate  wards  and  do  not  associate  with  cases  of 
acute  mental  illness ; they  are  looked  after  by  nurses  to  whom  their  care  is  a 
welcome  relief  and  change  from  their  other  duties.  Their  occasional  disturbed 
behaviour  is  understood  and  tolerated.  They  appreciate  the  company,  or  merely 
the  presence  of  the  young  people  whom  they  meet  at  associated  entertainments. 
Wten  physically  ill  they  cL  be  nursed  in  their  own  wards  and  often  in  their  own 
beds. 

114.  (105)  The  proposal  is  sometimes  made  that  all  patients  over  a certain  age- 
60  or  65— should  be  entitled  to  admission  to  mental  hospitals  under  some  .special 
legislative  provision,  and  so  be  exempted  from  the  stigma  of  certification  . The 
Council  believes  that  such  proposals  are  based  on  imperfect  acquaintance  with 
mental  disorder  as  a whole,  and  are  unjust  to  other  patients  who  are  equally  deserving 
of  consideration. 

115.  (106)  If  the  proposals  put  forward  for  the  admission  of  all  cases  as  either 
voluntary  or  temporary  patients  are  adopted,  very  few  senile  patients  wiU  remain 
to  be  dealt  with  by  reception  order,  since  the  great  majority  will  have  been  dis 
charged  or  have  died  within  two  years  of  admission,  or  will  have  acquired  voluntary 
status Tand  the  “ stigma  ” of  the  reception  order  itself  will  have  been  largely  removed 
by  the  suppression  of  the  opprobrious  terms  associated  with  it. 

116.  (107)  The  Council  concludes,  therefore,  that  no  special  legislation  will  be 
needed  to  deal  with  the  mental  disorders  of  the  aged,  and  that  the  problems  here 
discussed  can  be  solved  by  practical  measures  within  the  framework  of  the  general 
health  services  and  of  the  comprehensive  mental  treatment  legislation  advocated  here. 
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PART  II 


MENTAL  DEFICIENCY 


117.  (108)  Before  outlining  the  Council’s  proposals  for  changes  in  the  law,  it  is 
necessary  to  state  briefly  what  is  considered  to  be  the  nature  of  mental  deficiency 
and  how  this  conception  should  influence  legislative  action. 


118.  (109)  Mental  deficiency  is  not  to  be  regarded  as  a disease  or  group  of 
diseases  in  the  medical  sense,  but  as  a term  covering  a large  number  of  conditions 
whose  common  feature  is  a failure  by  the  patients  to  acquire  the  ability  to  meet 
the  minimum  requirements  of  the  society  in  which  they  live.  They  may  indeed  be 
suffering  from  the  effects  of  physical  disease  or  injury,  maldevelopment  before 
birth,  brain  injury  at  birth  or  later,  abnormalities  in  the  chemistry  of  the  body, 
infections  of  the  brain  in  childhood  or  adolescence  and  so  forth.  Others,  however, 
owe  their  disability  to  adverse  environmental  conditions  in  early  life.  And  there 
are  many  who  are  not  qualitatively  different  from  normal  individuals,  but  who 
happen  to  belong  to  the  lower  levels  of  a continuous  range  of  mental  giftedness 
extending  over  the  whole  population. 


119.  (110)  All  these  conditions  are  rightly  regarded  as  a failure  of  the  mind 
to  develop,  hence  the  present  legal  definition  of  mental  defectiveness  as  “ a condition 
of  arrested  or  incomplete  development  of  mind”.  For  practical  reasons,  it  is 
required  that  the  condition  shall  have  existed  before  the  age  of  eighteen.  As 
regards  causation  the  definition  is  comprehensive,  but  not  quite  comprehensive 
enough  ; the  defectiveness  is  required  to  have  arisen  from  inherent  causes  or  to  have 
been  induced  by  disease  or  injury,  but  defect  arising  from  a psychological  cause 
in  early  age  has  not  been  recognised. 

120.  (Ill)  This  “condition  of  arrested  or  incomplete  development  of  mind” 
may,  however,  be  manifested  in  very  varied  ways.  A usual  manifestation  is  failure 
to  develop  what  is  commonly  known  as  intelligence — functions  which  t can  be 
measured  by  psychometric  methods  and  assessed  under  such  terms  as  mental 
age  ” or  “ intelligence  quotient  ” ; but  this  is  by  no  means  invariable,  and  m other 
cases  the  undeveloped  mind  may  be  manifested  chiefly  by  failure  to  attain  normal 
control  of  the  emotions  or  to  achieve  the  qualities  needed  for  normal  social 
behaviour. 


121.  (112)  Disturbances  of  emotion  and  adaptation  may  also  occur  in  conditions 
other  than  mental  deficiency,  and  the  diagnostic  skill  of  the  psychiatrist  is  required 
to  differentiate  between  the  developmental  failures  now  under  consideration,  the 
adjustive  disorder  of  the  psychoneuroses,  the  deeper  abnormality  of  gross  mental 
disease,  or  psychosis,  and  the  more  indeterminate  anomaly  of  the  psychopath. 


122.  (113)  Mental  deficiency  legislation  exists  to  provide  for  the  afflicted  in- 
dividuals the  special  care  and  treatment  which  they  need,  and  also  to  some  extent 
in  the  interests  of  prevention  and  of  the  protection  of  the  community.  This  nee 
arises  out  of  the  patient’s  inability  to  meet  the  minimum  requirements  of  society 
or  in  brief  his  social  inadequacy.  Social  inadequacy  is,  therefore,  the  criterion  for 
bringing  into  operation  the  measures  for  special  care  provided  by  the  law  and  it 
is  immaterial  whether  the  inadequacy  is  associated  with  a lack  of  intelligence 
or  with  an  emotional  or  adaptive  defect. 


123  (114)  That  this  was  the  intention  of  the  Mental  Deficiency  Acts  is  shown 
by  the  definitions  of  the  four  classes  of  defectives  recognised  by  the  Acts,  which 
are  framed  entirely  in  terms  of  social  capacity  and  social  behaviour.  But,  Possmly 
because  the  study  and  measurement  of  “ intelligence  came  earlier  in  date  than 
that  of  personality  and  social  maturity,  there  has  been  a tendency  m practice  to 
require,  as  evidence  of  mental  defect,  that  the  patient  should  fall  below  a certain 
arbitrary  level  on  one  of  the  recognised  “ intelligence  test  scales  . 

124.  (115)  The  Council  recommends  that  in  future  legislation  the  wider  conception 
of  mental  defect  should  be  recognised,  and  that  it  should  be  expressly  stated  that 
the  condition  of  arrested  or  incomplete  development  of  mind  shall  be  judged  mainly 
by  the  degree  of  the  patient’s  social  inadequacy. 
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Terminology 

125.  (116)  It  is  generally  agreed  that  the  present  terms  are  disturbing  to  the 
public  and  especially  to  the  relatives  of  the  patients.  The  adjective  mental  is 
so  closely  associated  in  the  public  mind  with  severe  mental  disorder  as  to  be  un- 
acceptable in  any  other  sense ; press  articles  and  news  items  constantly  confuse 
mental  disorder  and  deficiency.  It  is  suggested  that  in  the  new  Act  the  words  at 
present  used  as  the  definition  should  become  the  title  itself,  i.e.,  the  term  person 
suffering  from  incomplete  or  arrested  dvelopment  of  mind  should  be  used  instead 
of  “ mentally  defective  person  ”.  This  might  be  abbreviated  to  undeveloped 
or  “ under-developed  person  ”,  “ socially  inadequate  person  , or  patient  , as  the 
sense  may  require. 

Age  limit 

126  (117)  The  present  Act  requires  that  there  should  be  evidence  that  the  defect 
has  arisen  before  the  age  of  18.  The  Council  recommends  that  an  age  limit  should 
be  retained,  but  there  might  be  advantage  in  raising  it  to  21.  The  justification 
for  this  is  that  social  inadequacy  may  not  become  evident  until  the  individual  is 
faced  with  the  need  for  adaptation  to  adult  conditions,  such  as  employment  or 
national  service. 


Classes  of  defect 

127  (118)  The  Council  is  of  the  opinion  that  there  is  no  need  to  retain  the 
present  legal  distinctions  and  definitions  of  the  grades  of  idiot,  imbecile  feeble- 
minded and  moral  defective,  and  these  terms  should  not  appear  m documents  which 
may  be  seen  by  the  patient  or  his  relatives,  though  the  first  three  terms  may  still 
be  found  of  clinical  use  to  describe  briefly  the  degree  of  defect. 

128  (119)  The  Council  suggests  instead  that  the  following  definitions  should  be 
used  for  the  term  “ socially  inadequate  ”. 

“ The  expression  * socially  inadequate  ’ shall  be  deemed  to  include  such  conditions 
of  arrested  or  incomplete  development  as  render  persons  in  whom  they  exist: 

(а)  Incapable  of  guarding  themselves  against  common  physical  dangers. 

(б)  Incapable  of  managing  themselves  or  their  affairs  or,  being  children,  of 
being  taught  to  do  so. 

M Unable  to  conform  to  the  generally  accepted  standards  of  social  behaviour 
or,  being  children,  of  being  taught  to  do  so. 

(d)  Incapable  in  the  case  of  children,  of  benefiting  from  the  education  pro- 
vided in  schools  under  the  Education  Acts  or  unsuitable  for  attendance  at 
such  schools.” 

Note  ■ An  amendment  of  Section  57  (6)  of  the  Education  Act,  1944,  by  the 
Education  (Miscellaneous  Provisions ) Act,  1948,  makes  it  clear  that  such  child- 
ren may  be  dealt  with  either  under  mental  disorder  or  mental  deficiency  pro- 
cedure  according  to  need. 


129  (120)  For  the  purpose  of  deciding  on  a patient’s  eligibility  to  be  placed  in  a 
hospital  without  judicial  order,  as  explained  below  (paragraph  134  (iii)),  the  Council 
would  introduce  a further  distinction  between  patients  over  16  who  are  incapable 
of  understanding  what  is  involved  in  their  admission  and  those  not  so  incapable. 


130.  (121)  The  Council  also  recommends  the  abolition  of  the  list  of  special 
circumstances  rendering  a defective  “subject  to  be  dealt  with”.  As  will  be  seen 
later  it  is  recommended  that  where  a judicial  order  is  applied  for  it  should  be  on 
the  general  grounds  of  a need  for  care  and  treatment. 


Aims  of  care  and  treatment 

131.  (122)  Although  many  defectives  need  permanent  care,  there  are  cases  in 
which  improvement  may  be  brought  about  by  medical  treatment,  and  these  may  be 
expected  to  become  more  numerous  with  advances  in  medical  knowledge.  Many 
other  patients  of  the  higher  grade  can,  by  careful  training,  be  enabled  to  resume 
their  place  in  the  community.  The  Council  thinks  that  this  medical  and  curative 
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aspect  should  be  emphasised  rather  than  that  of  legal  control,  and  it  therefore 
recommends  that  the  term  “ care  and  treatment  ” should  be  used  instead  of  “ care, 
supervision  and  control”,  and  that  the  places  where  care  is  provided  should  be 
called  hospitals  instead  of  institutions. 

Methods  of  admission  to  hospital 

132.  (123)  There  should  be  provision  for  four  classes  of  admission  to  care  and 
treatment. 

(a)  To  hospital  for  short-stay  treatment. 

(b)  To  hospital  without  judicial  order,  either  voluntarily  or  by  “placing”. 

(c)  To  emergency  accommodation  pending  the  making  of  an  order. 

(d)  To  hospital  or  guardianship  under  judicial  order. 

(A)  SHORT-STAY  treatment 

133.  (124)  By  this  is  meant  admission  to  hospital  for  a limited  period  for  purposes 
of  observation  and  diagnosis,  or  for  a short  course  of  treatment,  or  on  grounds 
of  domestic  urgency.  Admission  for  the  last  two  reasons  has  already  been  sanc- 
tioned by  the  Ministry  of  Health  (Circular  5/52)  and  the  procedure  has  proved  most 
valuable,  enabling  many  patients  to  be  cared  for  at  home,  but  admitted  to  hospital 
during  physical  illness,  or  while  the  mother  takes  a much-needed  holiday.  The 
Council  recommends  that  such  admissions  should  be  for  not  more  than  three 
months  at  a time,  and  should  be  without  formality  and  subject  only  to  acceptance 
by  the  medical  officer.  Similar  notification  to  the  Board  of  Control  as  is  now  used 
should  be  required  of  the  medical  officer. 

(B)  Admission  without  order 

134.  (125)  The  Council  believes  that  the  principle  of  voluntary  admission  should 
be  applied  in  the  field  of  mental  deficiency  in  a similar  way  to  that  provided  for 
mental  disorder,  and  it  recommends  accordingly  that  the  medical  officer  of  a hospital 
for  defectives  should  be  empowered  to  accept : — 

(i)  At  the  patient’s  own  request,  a patient  over  the  age  of  16  years. 

(ii)  At  the  request  of  the  parent  or  guardian,  or  of  the  local  authority  where 
there  is  no  parent  or  guardian,  a patient  under  16  years  of  age. 

(iii)  At  the  request  of  the  parent  or  guardian,  or  of  the  local  authority  where 
there  is  no  parent  or  guardian,  a patient  over  the  age  of  16  who  is 
incapable  of  forming  an  understanding  of  what  is  involved  in  his 
admission. 

135.  (126)  A request  under  (ii)  should  be  supported  by  one  recommendation,  made 
by  a medical  practitioner  specially  qualified  and  experienced  in  mental  deficiency 
and  approved  for  the  purpose  by  the  Board  of  Control  For  admissions  under  (iii), 
two  medical  recommendations  should  be  required,  of  which  one  should  be  made  by 
a medical  practitioner  specially  qualified  and  approved  as  defined  above.  It  should 
be  permissible  for  not  more  than  one  of  these  recommendations  to  be  made  by  a 
member  of  the  staff  of  the  receiving  hospital. 

136.  (127)  Each  case  admitted  under  the  provisions  of  this  section  should  be  the 
subject  of  special  psychiatric  examination,  and  a formal  report  should  be  sent  to 
the  Board  of  Control  not  later  than  six  months  after  admission  and  thereafter  at 
prescribed  intervals. 

137.  (128)  Leave  of  absence.  The  medical  officer  should  have  power  to  grant  to 
patients  under  this  section  leave  of  absence  for  any  period. 

138.  (129)  Discharge  and  withdrawal.  The  medical  officer  should  have  the  power 
to  discharge  any  patient  under  this  section.  A voluntary  patient  under  (i)  should 
have  the  right  to  discharge  himself ; and  the  parent,  guardian  or  local  authority, 
as  the  case  may  be,  should  be  empowered  to  withdraw  a patient  admitted  under 
(ii)  or  (iii) ; in  all  cases  on  giving  72  hours’  notice.  A patient  admitted  under  (ii) 
should  be  automatically  discharged  on  reaching  the  age  of  16 ; he  could,  however, 
be  re-admitted  under  paragraph  (i)  or  (iii)  or  under  judicial  order,  whichever  is 
appropriate. 
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(C)  Emergency  admissions 

139.  (130)  The  present  procedure  by  which  defectives  may  in  emergency  be 
admitted  to  a “ place  of  safety  ” is  satisfactory.  There  is,  however,  at  present  no 
stated  limit  to  the  time  during  which  the  patient  may  be  retained  in  the  “ place 
of  safety  ”,  and  the  Council  suggests  that  a period  of  not  more  than  two 
months  should  be  the  rule  though  it  is  recognised  that  there  must  be 
some  power  of  extension  of  this  period  as  long  as  the  present  shortage  of  beds 
continues. 

This  procedure  should  be  used  only  with  a view  to  placing  the  patient  under 
order,  and  short-stay  admissions  needed  for  other  reasons  should  be  effected  under 
the  procedure  recommended  in  paragraph  133  above. 

(D)  Admissions  under  judicial  order 

140.  (131)  The  Council  recommends  the  retention  of  the  judicial  order  for  cases 
in  which  the  patient  is  ineligible  for  admission  under  the  procedure  recommended  in 
paragraph  134  above  or  in  which  there  has  been  failure  to  use  the  facilities  of 
paragraph  134  or  they  have  ceased  to  be  used,  or  where  it  is  desired  to  place  the 
patient  under  guardianship.  In  all  such  cases  it  should  be  necessary  to  show  clearly 
that  admission  to  in-patient  care,  or  to  guardianship,  is  essential  in  the  interests  of 
the  patient  or  for  the  protection  of  the  public. 

141.  (132)  Patients  ineligible  for  admission  under  paragraph  134  will  be  those 
over  the  age  of  16  who  do  not  themselves  request  admission  and  who  are  capable 
of  understanding  what  admission  involves  (paragraphs  134  (i)  and  129).  Cases  where 
there  has  been  failure  to  use  the  facilities  of  paragraph  134  will  be  those  where  the 
parent  or  guardian  fails  or  refuses  to  apply  for  the  patient’s  admission  although  this 
is  urgently  necessary  (paragraph  134  (ii)).  Cases  where  the  facilities  of  paragraph 
134  have  ceased  to  be  used  will  be  those  where  a patient  admitted  without  order 
discharges  himself,  or  is  withdrawn  by  the  parent  or  guardian,  though  still  in  need 
of  care  and  treatment  (paragraph  138). 

142.  (133)  The  Council  believes  that  in  all  such  cases  the  intervention  of  a justice 
is  essential  for  the  reassurance  of  the  relatives  and  the  public,  the  protection  of  the 
medical  practitioner  and  officials  concerned,  and  the  public  assertion  of  the  principle 
of  the  liberty  of  the  subject,  a liberty  which  must  not  be  curtailed  without  adequate 
and  approved  cause.  Especially  when  dealing  with  the  higher  grades  of  defectives, 
safeguards  are  needed  beyond  what  is  required  in  the  field  of  mental  disorder, 
because  the  nature  of  the  condition  is  not  always  apparent  to  the  relatives  or  the 
public  as  is  shown  by  the  suspicion  and  misunderstanding  which  inform  the  periodic 
outbursts  of  propaganda  by  press  or  pamphlet. 

143.  (134)  In  addition  to  the  above,  the  judicial  order  will  be  needed  for  cases 
in  which  a Court  recommends  that  a petition  for  such  an  order  should  be  presented. 
The  provisions  of  the  present  Sections  8 and  9 of  the  Mental  Deficiency  Act,  1913, 
by  which  orders  may  be  made  by  the  Court  itself,  and  in  certain  circumstances  by  the 
Home  Secretary,  should  be  retained. 

144.  The  Court  at  present,  if  satisfied  on  medical  evidence  of  the  presence  of 
mental  defect,  may  only  give,  directly  or  indirectly,  an  order  for  care  in  hospital 
or  guardianship.  The  Council  recommends  an  additional,  and  lesser  power,  namely, 
to  order  that  the  case  be  referred  to  the  local  health  authority  to  arrange  the  most 
suitable  treatment.  In  all  cases  the  Court  should  have  available  to  it  the  advice  of 
the  local  health  authority. 

Procedure  for  judicial  order 

145.  (135)  The  petition  should  be  presented  by  any  relative  or  friend  or  by  an 
officer  of  the  local  authority,  and  should  include  a statement  of  the  reasons  why 
action  is  being  taken,  and  of  the  evidence  showing  that  admission  is  essential  for  the 
welfare  of  the  patient  or  the  protection  of  the  public. 

146.  (136)  There  should  be  two  medical  certificates,  and  one  of  them  should  be 
given  by  a practitioner  specially  qualified  as  defined  in  paragraph  135  above.  This 
should  apply  also  to  the  medical  evidence  required  under  Section  8. 
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147.  (137)  The  present  rules  as  to  time  limit  should  continue. 

148.  (138)  Since  the  use  of  the  judicial  order  will  be  limited  to  cases  where  there 
is  a proved  need  for  admission,  it  should  not  be  necessary  to  obtain  the  consent  of 
the  parent  or  guardian;  but  he  should  have  the  right  to  be  present  at  the  proceedings 
and  to  be  heard  or  to  be  represented. 

149.  (139)  In  the  case  of  patients  who  have  discharged  themselves  or  have  been 
withdrawn  from  hospital,  it  is  inadvisable  that  proceedings  should  take  place  within 
the  hospital.  Such  patients  should  normally  be  allowed  to  leave,  and  the  case  notified 
to  the  local  authority,  who  will  take  action  if  this  appears  necessary.  But,  where  the 
medical  officer  is  of  the  opinion  that  the  patient’s  departure  from  hospital  would 
involve  danger  to  himself  or  others,  he  should  have  power  to  issue  a certificate 
barring  the  discharge  and  to  retain  the  patient  in  hospital  until  a petition  can  be 
presented  and  heard  ; in  such  cases  the  hearing  might  take  place  within  the  hospital. 

Orders  by  the  Home  Secretary 

150.  (140)  These  apply  to  patients  found  to  be  defective  while  undergoing  penal 
detention.  The  Council  does  not  support  the  suggestion  sometimes  made  that  such 
orders  should  cease  to  operate  when  the  Court’s  sentence  has  reached  its  end.  It 
has  been  found  by  experience,  however,  that  the  present  limitations  placed  upon  the 
granting  of  parole  and  licence  to  patients  admitted  under  such  orders  hamper  their 
proper  treatment,  and  the  Council  recommends  that  the  rules  be  reconsidered. 

Provisions  regarding  Mentally  Defective  Patients  under  Care 
Periodical  reconsideration 

151.  (141)  The  present  system  of  periodical  reconsideration  is  thought  to  be  neces- 
sary and,  for  the  reasons  previously  stated,  the  Council  considers  the  justices’  function 
is  an  essential  part  of  the  procedure.  It  recommends,  however,  that  it  should  apply 
only  to  cases  under  order. 

152.  (142)  The  change  from  a yearly  to  a five  yearly  period  between  successive 
reconsiderations  is  perhaps  too  abrupt,  and  the  Council  recommends  that  the 
prescribed  periods  should  be  1,  1,  3 and  5 years,  and  then  every  5 years. 

153.  (143)  No  value  is  seen  in  the  special  reconsideration  at  the  age  of  21,  and  the 
Council  recommends  its  abolition. 

154.  (144)  At  each  reconsideration,  the  parent  or  guardian  should  have  a right 
to  attend  and  should  be  notified  beforehand  of  the  intended  visitation.  On  these 
occasions,  on  giving  due  notice,  he  should  have  the  right  to  obtain  the  independent 
opinion  of  a psychiatrist  of  consultant  status  who  is  not  connected  with  the  hospital 
concerned.  The  Regulations  should  provide  that  such  an  independent  examination 
should  be  held  at  a suitable  time  before  the  patient  is  seen  by  the  Visitors.  The 
examination  should  be  held  at  the  hospital  unless  the  medical  officer  agrees  other- 
wise, and  he  should  have  the  right  to  be  present.  The  external  examiner  should 
have  full  access  to  the  clinical  records  and  other  documents  in  the  case. 

Leave  and  licence 

155.  (145)  The  Council  recommends  that  the  medical  officer  should  have  power 
to  grant  temporary  leave  of  absence  to  any  patient  up  to  a maximum  of  six  weeks. 
For  any  longer  period,  absence  should  be  under  licence,  and  this  should  continue 
to  be  granted  by  the  medical  officer  with  the  concurrence  of  two  members  of  the 
Committee. 

156.  (146)  The  purpose  of  granting  licence  is  to  provide  the  most  suitable  form 
of  help  for  the  individual  patient.  Its  continuance  should  depend  solely  on  the  need 
for  this  form  of  help,  and  not  on  any  arbitrary  time-limit. 

157.  (147)  The  clause  in  the  “ form  of  authority  ” restricting  association  with  the 
opposite  sex  is  not  appropriate  if  interpreted  in  any  strict  sense,  since  the  intention 
of  the  licence  is  to  train  the  patient  to  live  a reasonable  life  in  the  community. 
It  is  in  any  case  commonly  disregarded.  The  Council  recommends  that  it  should 
be  replaced  by  a clause  in  more  general  terms,  restraining  the  patient  from  forming 
any  undesirable  associations. 
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Absence  without  leave 

158.  (148)  The  Council  recommends  that  patients  absent  without  leave  should 
be  discharged  automatically  after  remaining  at  large  for  six  months.  It  is  also 
suggested  that  changes  should  be  made  in  the  procedure  for  retaking  such  patients 
on  the  same  lines  as  those  recommended  for  mental  hospitals. 

Discharge  from  order 

159  (149)  The  Council  recommends  that  the  Board  of  Control’s  present  power 
of  discharge  should  continue.  In  addition,  the  visiting  justices,  at  any  of  their 
visits,  should  have  the  power  to  order  a patient’s  discharge  on  the  advice  of  the 
medical  officer. 

160.  (150)  Under  the  present  Acts,  a patient  discharged  from  order  but  still 
needing  supervision  can  only  .receive  this  if  he  is  ascertained  as  a new  case 
by  the  local  authority.  The  Council  recommends  that  it  should  be  made  possible 
for  a patient  to  be  discharged  directly  to  statutory  supervision. 

Transfer  to  mental  hospital 

161.  (151)  Cases  arise  from  time  to  time  in  which  it  is  desirable  to  transfer  a 
patient  temporarily  from  a mental  deficiency  to  a mental  hospital  for  the  purpose 
of  some  special  treatment  which  can  most  conveniently  be  Si^en  there,  j he 
Council  recommends  that  such  a transfer,  for  a maximum  period  of  three  months, 
should  be  made  possible,  subject  to  the  consent  of  the  medical  officer  of  the 
receiving  hospital,  without  any  formality  beyond  the  granting  of  leave  or  licence 
to  the  patient. 

162.  (152)  Transfer  of  defective  patients  to  mental  hospitals  for  longer  periods 
may  be  needed  because  of  supervening  mental  illness.  Ill  such  cases  the  ordinary 
procedure  for  admission  to  the  mental  hospital  as  a voluntary  oi  temporary  patient 
should  be  followed,  but  neither  this  nor  any  subsequent  reception  order  should 
supersede  an  order  made  under  this  part  of  the  Act,  and  on  discharge  from  the 
mental  hospital  the  patient  should,  if  the  order  is  still  in  force,  be  returned  to  the 
mental  deficiency  hospital  or  to  licence  from  that  hospital. 

The  medical  officer 

163  (153)  In  the  above  recommendations,  the  term  “medical  officer”  has  been 
used  throughout,  as  it  is  in  the  present  Acts,  to  denote  the  medical  practitioner  to 
whom  the  statutory  responsibilities  and  duties  in  connection  with  hospital  care  are 
confided.  This  is  because  there  is  no  uniformity  in  the  administration  of  places 
in  which  defectives  are  cared  for,  or  in  the  kind  of  medical  skill  available  to  them. 
While  the  larger  institutions  are  generally  under  the  control  of  a Physician  Superin- 
tendent and  have  a medical  staff  trained  and  experienced  in  psychiatry  and  in 
the  particular  field  of  mental  deficiency,  many  defectives  are  cared  for  in  small 
units  under  the  control  of  lay  persons  or  nurses,  with  medical  attention  given^  by 
a general  practitioner.  The  Council  recommends  that  in  future  all  in-pajient 
defectives  should  have  skilled  psychiatric  supervision  made  available  to  them  either 
by  grouping  small  units  with  large  ones  under  a Physician  Superintendent  or,  where 
this  is  impracticable,  by  arranging  for  periodic  visitation  of  the  unit  by  a psychiatrist 
of  similar  standing.  In  hospitals  where  there  is  a medical  staff  of  sufficient  status, 
the  principle  of  delegation  should  apply,  as  recommended  for  mental  hospitals. 

Notification  of  deaths  to  coroners 

164.  (154)  The  Council’s  recommendations  under  this  heading  in  connection  with 
mental  hospitals  apply  equally  to  mental  deficiency  hospitals. 

General  Recommendations  (Mental  Deficiency) 

Unified  responsibility  for  care 

165.  (155)  The  present  division  of  responsibility  between  the  local  and  hospital 
authority  for  the  same  patient  at  different  stages  of  his  life  has  the  same  disadvantages 
for  mental  defectives  as  have  previously  been  pointed  out  in  connection  with  mental 
disorder.  Every  means  should  be  devised  to  promote  co-ordination  and  unity  in 
the  care  of  the  patients. 
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166.  (156)  In  carrying  out  its  duties  under  the  Act  the  local  authority  should 
invariably  make  use  of  skilled  psychiatric  assistance.  In  particular  the  examination 
of  suspected  cases  of  mental  defect  should  be  made  by  a psychiatrist  experienced  in 
this  field. 

Community  care 

167.  (157)  An  expansion  of  facilities  is  needed  for  community  care,  both  of 
patients  discharged  or  on  licence  from  hospitals  and  of  those  who  have  not  required 
hospital  care. 

168.  (158)  Clubs  under  psychiatric  supervision  and  with  suitable  recreational 
facilities  should  be  established ; they  might  be  combined  with  out-patient  clinics, 
and  some  might  develop  along  the  lines  of  “ day  hospitals 

169.  (159)  With  regard  to  occupation  centres  it  is  recommended  that: — 

(/)  Adequate  home  training  should  be  provided  for  cases  whose  attendance 
at  occupation  centres  is  impracticable. 

(2)  Either  of  these  forms  of  treatment,  according  to  the  circumstances,  should 

be  compulsory,  but  subject  to  the  parent's  right  of  appeal. 

(3)  There  would  be  advantage  in  allowing  the  occupation  centre  to  be  the 
responsibility  of  the  education  authority.  This  could  be  done  by  delegation, 
as  already  happens  in  some  areas  or,  preferably,  by  a formal  transfer  of 
the  duty. 

(4)  Seriously  retarded  children  below  school  age  should  be  able  to  attend  such 

centres  without  'formality.  Such  an  arrangement  would  provide  an 
observation  centre  and  final  examination  would  be  undertaken  after  the 
age  of  5 years. 

(5)  Children  attending  these  centres  should  have  the  same  entitlement  to  the 

benefits  of  medical  inspection  and  treatment,  school  meals  and  transport 
as  are  available  to  other  school  children. 

170.  (159)  With  regard  to  hostels  it  is  emphasized  that  two  types  are  to  be 
considered : — 

(a)  The  hostel  which  extends  the  work  of  a parent  mental  deficiency  hospital  by 
providing  a half-way  house  towards  full  return  to  the  community  by  licenct 
or  discharge.  Many  more  of  these  are  still  needed. 

(b)  The  new  kind  of  hostel  which  is  needed  for  protection  and  care  of  thosi 
sub-normals  who  are  not  under  treatment  by  a hospital  but  who  yet  neeu 
this  form  of  guidance  and  residential  help  because  they  have  no  suitable 
homes  of  their  own. 

This  group  includes  children  and  adolescents  who  are  under  statutory 
supervision  and  many  who  are  able  to  work  but  not  to  the  extent  of 
being  self-supporting. 

There  appear  to  be  no  powers  at  present  by  which  local  authorities  may 
finance  and  conduct  such  establishments  and  it  is  recommended  that  such 
powers  should  now  be  given. 

171.  (159)  It  is  recommended  that  this  is  one  of  the  opportunities  for  co-ordinated 
action  between  the  hospital  and  the  local  authority.  It  should  be  possible  for  a 
hostel  of  type  (a)  to  receive  for  care  ( perhaps  in  the  voluntary  category ) patients 
from  the  local  authority  and  for  hostels  of  type  ( b\  similarly,  to  take  on  licence 
patients  from  the  hospital. 

Such  an  arrangement  would  give  the  advantages  of  joint  user  without  involving 
the  complication  of  some  device  for  joint  management. 

172.  (159)  There  remain  the  patients  who  are  suitable  for  care  in  the  type 
{b)  hostel  of  the  local  authority  but  who  need  the  control  of  some  form  of  authority 
to  enforce  their  attendance. 

In  view  of  the  earlier  recommendations  on  the  subject  of  admission  to  mental 
deficiency  care  it  is  now  advised  that  these  are  cases  who  are  suitable  for  treatment 
under  order. 

31070  A ^ 
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Financial  support 

173.  (160)  In  discussing  the  granting  of  leave  to  patients  in  mental  hospitals  the 
Council  drew  attention  to  the  need  for  co-operation  between  the  National  Assistance 
Board  and  the  hospital,  and  recommended  that  the  Board  should  have  regard  to  the 
medical  and  social  requirements  of  each  case,  on  the  advice  of  the  hospital.  The 
Council  believes  that  the  same  principles  apply  to  the  mentally  defective.  Financial 
support  of  the  patient  in  the  community  should  not  be  divorced  from  the  general 
treatment  of  which  it  must  be  a part ; it  should  not,  therefore,  be  left  to  the 
unguided  action  of  the  Board  operating  a fixed  scale  of  assistance. 

174  (161)  In  the  case  of  patients  under  supervision  by  the  local  authority,  the 
Council  recommends  that  the  authority  itself  should  have  power  to  give  financial 
support. 


Civil  responsibilities  of  defectives 

175  (162)  There  appears  to  be  a need  for  clarification  of  the  law  of  contract  and 
tort  in  regard  to  mental  defectives,  as  well  as  of  their  civil  status,  and  the  Council 
recommends  that  these  matters  should  be  examined  with  a view  to  a re-statement 
or  revision  of  the  law. 


PART  III 

PSYCHOPATHIC  STATES 

176  (164)  There  remains  to  be  considered  a group  of  persons  suffering  from  forms 
of  mental  abnormality  which  may  be  difficult  to  classify  or  to  relate  to  the  more 
definite  mental  illnesses  or  defects,  but  which  nevertheless  affect  their  behaviour 
adversely  so  as  to  render  them  delinquent  or  otherwise  anti-social.  Such  conditions 
are  loosely  called  “ psychopathic  ” (see  paragraph  1 3). 

177.  (165)  Behaviour  of  this  kind  may,  in  many  cases,  be  a manifestation  of 
mental  defect,  as  explained  previously ; it  may  result  from  one  of  the  grosser 
mental  illnesses  in  an  early  or  not  fully  developed  stage,  such  as  schizophrenia  or 
the  manic-depressive  psychosis  ; or  it  may  be  related  to  a psychoneurosis  such  as 
hysteria  and  be  associated  with  other  neurotic  symptoms.  Similar  behaviour  may 
also  follow  organic  disease  or  injury  of  the  brain. 

178.  (166)  But,  when  these  well-recognised  groups  have  been  eliminated,  there 
remain  a number  of  patients  whose  daily  behaviour  shows  a want  of  social  responsi- 
bility and  of  consideration  for  others,  of  prudence  and  foresight.  Their  persistent 
anti-social  mode  of  conduct  may  include  inefficiency  and  lack  of  interest  in  any 
form  of  occupation ; pathological  lying,  swindling  and  slandering ; alcoholism  and 
drug  addiction  ; sexual  offences,  and  violent  actions  with  little  motivation  and  an 
entire  absence  of  self-restraint,  which  may  go  as  far  as  homicide.  Punishment  or 
the  threat  of  punishment  influences  their  behaviour  only  momentarily,  and  its  more 
lasting  effect  if  any  is  to  intensify  their  vindictiveness  and  anti-soeial  attitude. 

Difficulties  in  medical  diagnosis  should  not,  however,  stand  in  the  way  of  practical 
measures,  and  it  is  clear  that  what  is  needed  is  the  provision  of  facilities  for  treat- 
ment on  a voluntary  basis  for  those  who  may  be  benefited  and  are  willing ; and 
for  the  compulsory  segregation,  with  treatment  where  possible,  of  severe  cases, 
where  this  is  needed  for  the  protection  of  others. 

179.  (167)  Logically,  it  might  be  contended  that  all  such  cases  are  instances  of 
either  mental  defect  or  disorder,  according  to  whether  the  condition  arose  during 
development  or  was  acquired  later  and  that,  if  there  is  severe  disturbance  of 
behaviour,  it  should  be  possible  to  deal  with  the  patient  under  the  compulsory 
provisions  applicable  to  mental  disorder  or  mental  defect. 

180.  (168)  Undoubtedly,  a number  of  such  cases  are  so  dealt  with  every  year. 
But  the  “ intellectual  ” bias  in  mental  deficiency  practice  has  generally  excluded 
patients  with  emotional  and  adaptive  defects,  even  when  they  were  true  failures  of 
development.  A similar  tradition  has  identified  “ certifiable  insanity  ” too  closely 
with  loss  of  intellect  or  the  presence  of  delusions.  Consequently,  psychopathic 
patients,  though  their  minds  are  far  from  sound,  are  commonly  said  to  be  “not 
certifiable  as  of  unsound  mind”. 
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181.  (169)  There  is,  of  course,  no  legal  obstacle  to  the  admission  of  such  persons 
as  voluntary  patients  to  mental  hospitals,  or  without  formality  to  neurosis  centres 
or  psychiatric  wards  of  general  hospitals.  The  Industrial  Unit  at  Belmont  Hospital 
is  an  outstanding  example  of  a centre  where  treatment  is  given  on  a voluntary  basis, 
using  new  and  original  methods  which  have  been  devised  in  the  Unit  itself.  The 
difficulty  is  that  such  centres  are  not  avaliable  in  sufficient  numbers  or  variety,  and 
the  mental  hospital  is  suitable  for  only  a limited  proportion  of  patients  of  this  kind. 

182.  (170)  Care  and  treatment  under  compulsory  conditions  can  be  and  are  in  a 
number  of  cases  provided  by  means  of  a prison  sentence,  if  an  offence  has  been 
committed  which  is  so  punishable.  Following  the  East-Hubert  report  of  1939, 
psychological  treatment  is  being  given  within  the  prison  to  a limited  extent,  and 
there  will  be  further  facilities  when  the  proposed  special  prison  for  such  cases  is 
opened.  Treatment  under  prison  conditions  is  not  however  always  appropriate,  and 
its  duration  is  always  limited  by  the  length  of  the  sentence. 

183.  (171)  A measure  of  compulsion  of  a different  kind  has  been  introduced  by 
Section  4 of  the  Criminal  Justice  Act,  1948.  It  is  noteworthy  that  this  has  been 
done  without  any  attempt  at  a definition  or  even  a description  of  the  mental  states 
to  which  it  applies.  It  is  sufficient  that  “ the  offender’s  mental  condition,  though 
requiring  and  susceptible  to  treatment,  is  not  such  as  to  justify  certification  ”.  It 
would  seem  that  a condition  “ susceptible  to  treatment  ” must  be  an  abnormal  one  ; 
and  in  practice  it  is  the  abnormality  which  is  established  by  the  medical  report,  and 
susceptibility  to  treatment  is  taken  for  granted,  even  in  cases  in  which  the  prognosis 
is  very  poor. 

184.  (172)  The  Court’s  powers  under  Section  4 are  limited  to  making  it  a require- 
ment of  probation  that  the  offender  shall  submit  to  treatment  for  a maximum  period 
of  12  months,  in  a mental  hospital  or  elsewhere. 

185.  (173)  The  Council  suggests  that,  in  cases  where  a more  prolonged  detention 
is  necessary  for  the  protection  of  others,  compulsion  might  best  be  applied  by  an 
extension  of  the  Court’s  powers.  That  is  to  say  that  the  Court,  being  satisfied  that 
the  offender’s  mental  condition,  though  requiring  and  susceptible  to  treatment,  is 
not  such  as  to  justify  his  being  dealt  with  as  a case  of  mental  disorder  or  certifiable 
defect  and,  being  also  of  opinion  that  the  offender  needs  care  and  supervision  for 
the  protection  of  others,  might  make  an  order,  similar  to  that  under  Section  24  of 
the  Act  (now  superseded  by  Section  30  of  the  Magistrates’  Courts  Act,  1952)  requir- 
ing his  admission  to  an  appropriate  institution.  This  form  of  admission  should 
require  recommendations  by  two  doctors,  one  the  patient’s  family  doctor  and  the 
other  a specially  approved  doctor.  It  is  recognised  that  an  indeterminate  sentence 
is  unpopular  in  this  country  and  it  might  be  more  acceptable  if  the  order  were  valid 
for  a limited  time,  and  renewable  by  a procedure  introducing  reconsideration  by 
visiting  justices  or  by  a special  Visiting  Board. 

186.  (174)  In  some  cases  it  may  be  desirable  to  use  the  method  of  Section  4 
first,  and  if  the  patient  at  the  end  of  the  year  has  not  responded  to  treatment,  the 
proposed  new  powers  could  be  invoked. 

187.  (175)  The  Council  considered  the  question  of  formulating  a definition  of 
"psychopathic  offender"  but  reached  the  conclusion  that  it  would  be  unwise  to 
attempt  this  as  such  a definition  might  prove  difficult  to  operate  in  a court  of  law. 

188.  (176)  Given  these  extended  powers  for  action  by  the  Courts,  and  assuming 
that  suitable  institutions  can  be  provided  for  the  reception  of  both  court  cases  and 
voluntary  patients,  as  recommended  below,  it  should  be  possible  to  bring  under  care 
and  treatment  the  majority  of  persons  needing  such  care.  There  will  remain,  how- 
ever a group  of  persons  unprovided  for  because  their  anti-social  behaviour  is  of 
a kind  that  does  not  lend  itself  easily  to  prosecution  before  the  Courts.  The 
psychopath’s  behaviour  may  consist  of  a constant  repetition  of  acts  of  cruelty, 
each  too  trivial  to  be  a punishable  offence,  but  by  their  accumulation  “causing 
danger  to  the  bodily  or  mental  health  of  others  or  giving  rise  to  a reasonable 
apprehension  of  such  danger  ”, 
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189  (177)  This  kind  of  conduct  is  familiar  to  the  Matrimonial  Courts,  and 
spouses  subject  to  it  are  able  to  obtain  relief  by  divorce  proceedings,  but  such  relief 
is  not  available  to  other  members  of  the  psychopath  s family,  or  to  members  of  the 
public  who  may  be  affected  by  his  behaviour. 

190  (178)  It  should  be  noted  that,  when  such  conduct  occurs  in  association  with 
the  “ traditional  ” signs  of  mental  illness  mentioned  above,  it  is  always  held  to 
provide  additional  justification  for  compulsory  treatment ; in  fact  it  has  at  some 
periods  been  argued  that  compulsion  is  only  legitimate  in  the  presence  of  such 
conduct. 


191.  (179)  The  Council  thinks,  therefore,  that  there  is  a case  for  some  procedure 
bv  which  such  persons  can  be  brought  under  care.  But  because  such  a measure, 
though  not  involving  any  new  principle,  does  mean  an  extension  of  present  custom 
and  practice,  safeguards  of  an  exceptional  nature  should  be  provided. 


192  (180)  The  Council  suggests  that  the  procedure  should  be  by  way  of  a special 
form 'of  petition  to  a Court,  to  be  presented  by  the  patient’s  relatives,  or  the 
probation  officer  or  a mental  welfare  officer  acting  in  his  capaaty  of  duly  authorised 
officer  This  should  be  accompanied  by  a full  statement  of  the  facts,  and  supported 
bv  two  medical  recommendations,  given  by  the  patient’s  own  general  practitioner 
(where  possible)  and  by  a psychiatric  specialist.  If  the  evidence  seems  strong 
enough  the  next  step  would  be  for  the  Court  to  order  an  examination  by  an  inde- 
pendent specialist.  The  court  order  would  sanction  the  patient  s admission  to  an 
institution  as  described  below. 

The  Court  should  be  of  a kind,  such  as  the  Juvenile  Court,  which  could  hear 
cases  in  private. 


Institutional  care 

193  (181)  Legal  provision  for  care  and  treatment  is,  however,  of  no  avail  unless 

suitable  institutions  are  provided  where  this  can  be  given.  To  some  extent  existing 
hospitals  can  be  used,  but  it  will  be  necessary  to  establish  special  institutions  of 
various  types.  . 

194  (182)  A certain  number  of  psychopathic  patients  may  be  appropriately  treated 
in  mental  deficiency  hospitals,  in  the  company  of  high-grade  patients,  from  whom 
they  do  not  differ  very  greatly. 

195  (183)  Others  may  be  suitable  for  admission  to  mental  hospitals  (as  happens 
now  under  Section  4),  especially  if  the  hospital  has  facilities  for  active  psychological 
treatment  and  the  patient  appears  likely  to  benefit  from  this  ; or  to  special  hospitals 
and  neurosis  centres. 

196  (184)  New  institutions  which  should  be  established  include: 

One  or  more  on  the  lines  of  a colony,  with  a rdgime  under  lay  disciplinary 
control  and  with  psychiatric  advice  and  treatment  provided  by  a skilled 
medical  staff. 

One  or  more  of  the  Belmont  Unit  type. 

Some  on  purely  medical  lines  for  the  treatment  of  alcoholism  and  drug 
addiction. 


197  (185)  Because  variety  and  suitability  are  more  important  than  geographical 
location  the  Council  recommends  that  such  institutions  should  be  established  on  a 
national  or  inter-regional  basis.  Further,  great  importance  is  attached  to  the  careful 
allocation  of  the  patient  to  the  institution  or  hospital  for  which  he  is  most  suitable. 
For  this  reason  the  Council  recommends  that  this  allocation  should  be  done,  aftei 
the  Court’s  order  has  been  made,  by  a psychiatric  authority  well  acquainted  with 
the  facilities  and  resources  available,  and  able  to  take  into  account  the  needs  of  the 
ndividual  patient  in  relation  to  these,  such  as  the  Regional  Psychiatrist  There 
should  be  Considerable  elasticity  in  the  arrangements  and  patients  should  be  easily 
transferable  from  one  type  of  institution  to  another.  Suitable  institutions  should  be 
open  to  voluntary  patients  without  formality,  as  well  as  to  those  under  court  order. 


198  (186)  The  Council  recommends  that,  if  these  proposals  or  any  of  them  are 
adopted  a pilot  scheme  should  be  started  as  soon  as  possible,  though  this  should 
not  be  allowed  to  delay  the  full  implementation  of  the  proposals. 
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199.  In  relation  to  these  proposals  it  is  recommended  that  treatment  should  be 
provided  for  alcoholics  and  drug  addicts.  While  the  ideal  would  be  special  institu- 
tions it  is  appreciated  that  there  is  little  likelihood  of  these  being  provided  under 
present  conditions  and  in  the  meantime  use  should  be  made  of  mental  hospitals . As 
at  present  not  all  mental  hospitals  would  be  suitable  for  these  cases,  the  hospitals 
should  be  specially  selected,  possibly  one  in  each  Region,  and  a pilot  scheme  intro- 
duced. A definition  of  an  addict  might  be  " A person  who  by  reason  of  his  addiction 
to  drugs  or  intoxicants  is  dangerous  to  himself  or  others  or  incapable  of  managing 
Itimself  or  his  affairs  or  of  ordinary  proper  conduct,  or  is  in  serious  danger  of  mental 
disorder." 


PART  IV 

MISCELLANEOUS  RECOMMENDATIONS 
Proceedings  in  Juvenile  Court 

200.  (187)  The  Council  wishes  to  draw  the  Commission’s  attention  to  what  is  felt 
to  be  an  undesirable  provision  of  the  Children  Act,  1948,  whereby  unnecessary 
distress  and  actual  harm  may  be  inflicted  on  certain  mental  patients. 

201.  (188)  Section  2 of  the  Act  provides  that  a local  authority  may  assume  the 
rights  and  powers  of  a parent,  if  the  latter  suffers  from  some  permanent  disability 
rendering  him  or  her  incapable  of  caring  for  the  child.  If  the  parent  objects,  the 
local  authority  may  complain  to  a Juvenile  Court,  which  may  overrule  the  objection  ; 
the  Court  however  must  satisfy  itself  that  the  parent  is  unfit  to  have  the  care  of  the 
child  by  reason  of  unsoundness  of  mind  or  mental  deficiency. 

202.  (189)  It  will  thus  be  seen  that  in  such  cases  the  issue  of  the  patient’s  stat 
of  mind  must  be  argued  in  Court,  evidence  heard  for  both  sides,  and  medici 
witnesses  subpoenaed.  Cases  of  this  kind  arise  where  a mother  had  lei 
hospital  not  fully  recovered,  and  it  is  clear  that  the  child  ought  to  remain  L 
the  care  of  others  for  the  time  being,  though  the  patient  herself  cannot  realise  this 
In  such  cases  the  medical  evidence  has  to  be  given  by  the  doctor  who  has  treated  thf 
patient  in  hospital  and  may  still  be  treating  her  as  an  out-patient. 

203.  (190)  A public  trial  of  insanity,  except  as  part  of  criminal  proceedings,  !' 
not  to  be  recommended  and  the  Council  suggests  that  the  Act  should  be  amende 
so  that  any  appeal  against  the  local  authority’s  resolution  should  be  a matter  fc 
consideration  in  private  by  a judicial  authority. 

0 

Patients’  allowances  and  rewards 

204.  (191)  The  Council  has  already  referred  to  two  aspects  of  patients’  finance 
namely  additional  measures  for  the  protection  of  patients’  property  (Para.  91)  am 
the  maintenance  of  patients  on  leave  (Para.  86)  or  on  licence  (Para.  174). 

205.  (192)  It  wishes  to  bring  to  the  Commission’s  notice  the  inconsistencies  and 
anomalies  which  exist  in  connection  with  the  payment  to  patients  in  hospitals  of 
benefits,  allowances  and  rewards  from  different  sources.  These  anomalies  arise 
from  the  application  of  various  Acts  and  Regulations,  not  specially  designed  with  a 
view  to  use  in  mental  or  mental  deficiency  hospitals,  and  therefore  framed  without 
regard  to  their  effects  when  so  used. 

206.  (193)  Many  short-stay  patients  receive  benefits  which  are  adequate  or  even 
excessive  for  their  needs,  but  the  good  effect  is  often  spoilt  by  delay  in  the 
commencement  of  payments. 

207.  (194)  National  Insurance  Officers  do  not  always  co-operate  sufficiently  with 
the  hospitals  in  deciding  how  the  benefits  to  which  the  patient  is  entitled  shall  reach 
him,  and  often  money  is  paid  out  to  relatives  to  whom  too  much  latitude  is  given ; 
this  applies  also  to  money  payable  from  other  official  sources. 

208.  (195)  Many  long-stay  patients  are  sufficiently  “in  benefit”  to  obtain  a liberal 
pocket-money  allowance  for  many  years;  others  not  so  entitled  are  dependent  on 
allowances  made  by  Hospital  Management  Committees,  and  for  those  very  little 
can  be  spared  out  of  the  Committee’ s limited  budgets. 
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209.  (196)  Married  women  in  whose  case  maintenance  orders  have  been  made 
before  their  admission  continue  to  receive  this  maintenance  while  in  hospital ; and 
in  the  case  of  women  divorced  while  in  hospital,  the  Court  generally  orders  the 
continued  payment  of  pocket-money.  On  the  other  hand,  other  married  women 
have  no  right  to  any  allowance  by  their  husbands  so  long  as  they  are  receiving 
“ free  ” maintenance  in  hospital. 

210.  (197)  The  Council  recommends  that  these  matters  should  receive  further 
consideration,  perhaps  by  an  Inter-Departmental  Committee,  so  that  these  anomalies 
and  hardships  may  be  removed. 

The  Board  of  Control 

211.  (198)  The  Council  has  throughout  referred  to  the  central  authority  as  “The 
Board  of  Control”.  It  believes  that  the  continued  existence  of  the  Board,  sub- 
stantially in  its  present  form,  is  in  the  interests  of  the  patients,  of  the  hospitals  and 
of  the  public. 

The  Council  recommends  that  the  Board  should  be  maintained  in  a position  of 
complete  independence  as  a central  authority  whose  reports  would  have  the  value 
attaching  to  those  of  an  impartial  inspectorate.  Since  society  finds  it  necessary  to 
detain  compulsorily  a large  number  of  people  whom  it  has  no  wish  to  punish;  but 
only  to  care  for  and  treat,  it  follows  that  society  has  a moral  obligation  to  see  that 
those  so  detained  are  cared  for  under  conditions  that  satisfy  the  public  conscience. 
If  for  this  reason  alone,  the  hospitals  for  mental  disorder  and  mental  defect  need 
to  be  inspected  and  reported  upon  by  persons  empowered  to  report  and  criticise 
solely  from  this  point  of  view,  uninfluenced  by  any  consideration  of  departmental 
policy. 

212.  (200)  The  Council  believes  also  that  the  scrutiny  by  the  Commissioners  of 
admission  documents  and  continuation  certificates  is  essential,  since  in  no  other  way 
can  a uniform  standard  be  maintained  by  which  the  justification  for  detention  can 
be  measured. 

213.  (201)  The  Council  recommends  that  the  number  of  Commissioners  should 
be  sufficient  to  allow  of  personal  visitation  of  all  cases  which  seem  to  call  for 
inquiry,  and  also  to  allow  the  visiting  Commissioners  ample  time  for  their  inspections 
and  for  preparing  their  reports.  The  Commissioners  should  be  persons  of  such 
professional  standing  as  to  command  the  confidence  of  the  hospital  authorities  and 
stall. 

214.  (202)  For  the  reassurance  and  education  of  the  public  the  Council  believes  it 
necessary  that  the  fullest  possible  publicity  should  be  given  to  the  work  of  the  mental 
health  services  as  for  instance  in  Canada  and  the  U.S.A.  and  to  the  condition  and 
needs  of  the  hospitals.  The  Council  recommends  therefore  that  the  Commissioners' 
collected  reports  should  be  published  annually,  as  was  done  up  to  1938,  and  that 
there  should  also  be  a full  Annual  Report  on  the  state  of  the  mental  health  services 
on  a scale  commensurate  with  their  importance. 

SUMMARY  OF  MAIN  RECOMMENDATIONS 
PART  I.— MENTAL  DISORDERS 

(1)  Adult  voluntary  patients  should  be  admitted  without  formality  ; alternatively, 
the  written  application  should  be  in  the  simplest  possible  form.  (Paras.  30-33.) 

(2)  It  should  no  longer  be  stated  that  voluntary  admission  is  “ for  mental  illness  ". 
(Para.  35.) 

(3)  The  requirement  that  voluntary  patients  shall  give  notice  of  intention  to  depart 
should  be  retained,  such  notice  being  not  more  than  72  hours.  (Paras.  36  and  66.) 

(4)  Voluntary  patients  who  become  incapable  of  expressing  themselves  as  willing 
or  unwilling  should  be  allowed  to  retain  their  voluntary  status.  (Para.  37.) 

(5)  All  initial  admissions  other  than  voluntary  should  be  in  the  status  of  temporary 
patient — without  a judicial  order ; two  medical  recommendations  to  be  required,  of 
which  one  from  a practitioner  experienced  in  psychiatry ; the  period  of  validity  to 
be  six  months,  extendable  to  two  years ; the  patient  to  have  the  right  to  interview 
with  a magistrate  within  four  weeks  after  admission.  (Paras.  38-49.) 
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(6)  Judicial  orders  should  be  necessary  only  after  treatment  up  to  two  years  as  a 
temporary  patient ; two  medical  recommendations  should  be  required.  (Paras. 
50-51.) 

(7)  Changes  in  terminology  should  be  made  in  connection  with  the  judicial  order, 
and  in  particular  the  term,  “ certification  ” and  “ certified  patient  ” should  no  longer 
be  used.  (Para.  52.) 

(8)  Special  reports  at  statutory  intervals  should  be  required,  for  patients  under 
order  ; changes  are  recommended  in  their  wording.  (Para.  53.) 

(9)  Procedure  for  emergency  admissions  should  be  simplified ; it  is  recommended 
that  either  a mental  welfare  officer,  or  a relative  (with  medical  support)  should  be 
able  to  make  a three-day  order  (extendible  to  21  days)  for  admission  to  an 
observation  unit  or  designated  mental  hospital.  (Paras.  54-57.) 

(10)  Recommendations  are  made  covering  the  designation  of  hospitals  for  this 
purpose.  (Para.  58.) 

(11)  Physician  Superintendents  of  mental  hospitals  should  have  discretion  to 
decide  on  priority  of  admissions  of  all  categories.  (Para.  60.) 

(12)  Local  authorities  should  take  a broad  view  of  the  functions  and  duties  of 
mental  welfare  officers,  who  should  form  an  essential  part  of  a comprehensive  mental 
health  service.  The  mental  welfare  officer’s  right  to  obtain  specialist  opinion  and 
advice  should  be  recognised.  Where  such  opinion  and  advice  is  obtained  the  mental 
welfare  officer  should  be  required  to  have  regard  to  it.  ■ (Paras.  61-64.) 

(13)  The  legal  provisions  for  the  protection  of  persons  exercising  duties  under  the 
Act  should  be  extended  to  all  persons  giving  professional  advice  or  information. 
(Para.  65.) 

(14)  The  Physician  Superintendent  should  retain  the  power  to  discharge  a 
voluntary  patient.  (Para.  66.) 

(15)  In  the  case  of  voluntary  patients  retained  in  hospital  under  Recommenda- 
tion 4,  the  appropriate  relative  should  have  a power  of  discharge.  (Para.  68.) 

(16)  The  Physician  Superintendent  should  be  empowered  to  discharge  a temporary 
or  reception  order  patient ; the  present  right  of  discharge  possessed  by  any  three 
members  of  the  Committee  should  be  retained.  (Paras.  69-71.) 

(17)  The  “ appropriate  relative’s  ” power  of  discharge  should  be  restricted  by  an 
alteration  in  the  wording  of  the  barring  certificate.  The  appropriate  relative  should 
not  have  power  to  discharge  a patient  detained  under  an  emergency  order.  (Paras. 
72-73  and  76.) 

(18)  The  definition  of  the  “ appropriate  relative  ” should  be  revised.  (Para.  74.) 

(19)  Local  authorities  should  have  a duty  to  admit  to  Part  III  accommodation 
patients  being  discharged  from  mental  hospitals  who  would  otherwise  be  homeless. 
(Para.  77.) 

(20)  The  provisions  regarding  leave  of  absence  should  be  made  uniform  for  all 
hospitals  and  all  categories  of  patients.  The  Physician  Superintendent  should  be 
empowered  to  grant  leave  for  specified  renewable  periods  to  patients  of  all  categories 
but  the  use  of  boarding  out  is  not  recommended  for  voluntary  patients.  Continuity 
of  supervision  should  be  maintained.  (Paras.  78-81,  83  and  85.) 

(21)  It  should  be  permissible  to  grant  leave  from  one  mental  hospital  for  the 
purpose  of  special  treatment  at  another  mental  hospital,  without  transfer  formalities. 
(Para.  82.) 

(22)  Financial  provision  for  patients  on  leave  other  than  voluntary  patients  should 
be  made  by  the  Hospital  Management  Committee,  or  where  appropriate  by  the 
National  Assistance  Board,  who  should  be  required  to  have  regard  to  the  recom- 
mendations of  the  hospital  authorities.  (Para.  86.) 

(23)  The  “recapture”  period  for  a patient  absent  without  leave  should  be 
28  days.  (Para.  87.) 

(24)  Recommendations  are  made  for  more  convenient  arrangements  in  connection 
with  the  retaking  of  patients  absent  without  leave.  (Paras.  88-89.) 
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(25)  Legal  provision  should  be  made  for  the  easy  transfer  of  patients  between 
England  and  Wales  and  other  parts  of  the  British  Isles.  (Para.  90.) 

(26)  A simple  and  rapid  interim  procedure  should  be  devised  for  the  protection, 
immediately  after  admission  to  hospital,  of  patients  most  urgent  financial  affairs. 
(Para.  91.) 

(27)  Routine  notification  of  deaths  to  the  coroner  should  be  abolished.  (Paras. 


92  and  164.) 

(28)  The  principle  of  “ medical  authority  ” in  mental  hospitals  should  continue  to 
be  recognised.  (Para.  93.) 

(29)  Statutory  medical  powers  and  duties  should  continue  to  be  entrusted  to  the 
Medical  Superintendent,  who  should,  however,  be  empowered  to  delegate  them  to 
other  members  of  the  hospital  staff.  In  accordance  with  modern  usage  this  officers 
title  should  be  " Physician  Superintendent  (Paras.  94-95.) 

(30)  Licensed  houses  and  approved  nursing  homes  should  be  amalgamated  under 
a single  designation,  and  freed  from  the  restrictions  imposed  by  the  Lunacy  Act  of 
1890.  (Paras.  96-98.) 

(31)  The  admission  of  “Broadmoor”  patients  to  mental  hospitals  should  be 
subject  to  prior  consultation  with  the  Physician  Superintendent.  (Paras.  99-101.) 

(32)  Patients  at  Broadmoor  whose  sentence  has  expired  should  not  be  trans- 
ferred to  ordinary  mental  hospitals  unless  suitable  in  the  opinion  of  the  Physician 
Superintendent  of  Broadmoor,  and  the  receiving  Superintendent’s  agreement.  (Para. 
102.) 

(33)  “ Broadmoor  ” patients  should  retain  a right  to  remission  of  sentence  for 
good  conduct.  (Para.  103.) 

(34)  The  term  “ Broadmoor  patient  ” should  be  replaced  by  that  of  “ Home  Office 
patient  ”.  (Para.  104.) 

(35)  It  should  be  made  permissible  to  transfer  a homicidal  or  potentially  homicidal 
patient  from  a mental  hospital  to  Broadmoor,  or  some  analogous  institution,  with- 
out indictment  or  trial.  (Para.  105-107.) 

(36)  The  problem  of  mental  disorder  in  old  age  is  discussed,  but  in  general,  no 
special  legislation  is  recommended.  (Paras.  108-116.) 


PART  II.— MENTAL  DEFICIENCY 

(37)  Mental  deficiency  should  be  conceived  as  a condition  of  arrested  or  incom- 
plete development  of  mind  as  judged  by  the  patient’s  social  inadequacy.  (Paras. 
117-124.) 

(38)  The  terms  “ mental  deficiency  ” and  “ mental  defective  ” should  not  be  used  in 
legislation  ; other  terms  are  suggested.  (Para.  125.) 

(39)  The  age  before  which  the  law  requires  the  defect  to  have  existed  should  be 
raised  from  18  to  21.  (Para.  126.) 

(40)  The  present  legal  distinctions  between  grades  of  defect  should  be  abolished, 
as  also  the  special  circumstances  rendering  defectives  “liable  to  be  dealt  with  . 
(Paras.  127-130.) 

(41)  Changes  in  wording  are  suggested  to  emphasize  the  medical  and  curative  aim 
of  the  legislation.  (Para.  131.) 

(42)  Short-stay  care  for  observation,  treatment,  etc.,  should  be  permitted  for  up 
to  three  months,  without  formality.  (Para.  133.) 

(43)  There  should  be  provision  for  the  admission  without  order  of  certain 
categories  of  patients  at  their  own  request  or  at  the  request  of  their  parents  or 
guardian.  (Paras.  134-135.) 

(44)  Special  reports  should  be  required  in  respect  of  such  patients.  (Para.  136.) 

(45)  The  medical  officer  should  be  empowered  to  grant  leave  of  absence  to  such 
patients.  (Para.  137.) 
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(46)  Patients  admitted  without  order  should  be  dischargeable  by  the  medical  officer, 
at  their  own  request,  or  at  the  request  of  a parent  or  guardian,  as  may  be 
appropriate.  (Para.  138.) 

(47)  A “ place  of  safety  ” procedure  should  be  used  for  emergency  admissions 
when  it  is  intended  to  apply  for  a judicial  order  within  two  months,  though  this 
period  should  be  extendible.  (Para.  139.) 

(48)  Admission  under  judicial  order  should  apply  to  patients  of  categories  not 
eligible  for  admission  without  order,  or  in  cases  of  proved  necessity  where  there  has 
been  failure  to  use  the  procedure  of  Recommendation  43.  In  cases  coming  before 
the  Court,  the  Court  should  be  able  to  refer  the  case  to  the  local  authority  for 
suitable  care.  (Paras.  140-144.) 

(49)  Recommendations  are  made  in  regard  to  the  procedure  for  obtaining  a judicial 
order.  (Paras.  145-148.) 

(50)  Recommendations  are  made  in  regard  to  patients  under  Recommendation  43 
who  discharge  themselves  or  are  withdrawn  from  the  hospital.  (Para.  149.) 

(51)  Periodical  reconsideration  by  visiting  justices  should  apply  to  patients  under 
order,  but  special  reconsideration  at  the  age  of  21  is  unnecessary.  Recommendations 
are  made  in  regard  to  procedure.  (Paras.  151-154.) 

(52)  The  medical  officer  should  have  power  to  grant  temporary  leave  of  absence 
to  patients  under  order  ; licence  for  any  longer  period  should  be  granted  by  him 
with  the  concurrence  of  two  members  of  the  Committee.  (Paras.  155-156.) 

(53)  Recommendations  are  made  for  an  alteration  in  the  “ form  of  authority  ” 
used  when  granting  licence.  (Para.  157.) 

(54)  Patients  absent  without  leave  should  be  discharged  automatically  at  the  end 
of  six  months.  (Para.  158.) 

(55)  The  Board  of  Control,  and  the  visiting  justices,  should  have  powers  of  dis- 
charge. (Para.  159.) 

(56)  It  should  be  possible  to  discharge  patients  direct  to  statutory  supervision. 
(Para.  160.) 

(57)  It  should  be  possible  to  send  patients,  on  leave,  to  a mental  hospital,  for  the 
purpose  of  special  treatment,  without  formality.  (Paras.  161-162.) 

(58)  All  mental  deficiency  units  should  either  be  brought  under  the  control  of  a 
Physical  Superintendent  or,  where  this  is  impracticable,  should  be  visited  by  a 
psychiatrist  of  similar  standing.  (Para.  163.) 

(59)  The  local  authority  should  invariably  make  use  of  skilled  psychiatric  assist- 
ance. (Para.  166.) 

(60)  Community  care  should  be  developed,  especially  by  the  provision  of  clubs 
and  hostels.  Adequate  occupation  centre  and  home  training  facilities  should  be 
provided,  under  the  administration  of  local  education  authorities.  (Paras.  167-172.) 

(61)  Arrangements  for  financial  support  should  be  on  similar  lines  to  those  recom- 
mended for  mental  disorder.  (Para.  173.) 

(62)  The  law  of  contract  and  tort  in  regard  to  mental  defectives  should  be 
clarified.  (Para.  175.) 


PART  in.— PSYCHOPATHIC  STATES 

(63)  The  powers  of  Courts  under  the  Criminal  Justice  and  Magistrates’  Courts 
Acts  should  be  extended  to  enable  psychopathic  offenders  to  be  placed  under  care 
and  treatment.  (Paras.  176-187.) 

(64)  There  should  be  provision,  subject  to  special  safeguards,  for  dealing  with 
psychopathic  persons  who  cannot  be  charged  with  any  particular  offence,  but  whose 
behaviour  is  such  that  they  require  care  and  treatment  for  the  protection  of  others. 
The  Court  should  be  able  to  deal  with  these  cases  in  private.  (Paras.  188-192.) 

(65)  Although  existing  institutions  can  be  used  for  some  psychopathic  patients, 
special  institutions  of  various  kinds  are  required.  (Paras.  193-196.) 
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(66)  The  allocation  of  patients  to  the  appropriate  institution  should  be  made  by 
the  Regional  Psychiatrist.  (Para.  197.) 

(66a)  Treatment  should  be  provided  for  alcoholics  and  drug  addicts.  Until 
special  institutions  are  available  use  should  be  made  of  specially  selected  mental 
hospitals.  (Para.  199.) 

(67)  Pilot  schemes  for  dealing  with  the  types  of  cases  referred  to  in  this  part  of 
the  memorandum  should  be  started  as  soon  as  possible.  (Paras.  198  and  199.) 

PART  IV.— OTHER  RECOMMENDATIONS 

(68)  Amendments  are  suggested  to  Section  2 of  the  Children  Act,  1948.  (Paras. 
200-203.) 

(69)  There  should  be  a full  consideration  of  matters  relating  to  patients’  monetary 
benefits,  allowances,  rewards,  etc.,  with  a view  to  remedying  existing  anomalies. 
(Paras.  204-210.) 

(70)  The  Board  of  Control  should  be  maintained  in  a position  of  complete  inde- 
Dendence  • its  duties  of  inspection  and  scrutiny  of  documents  should  continue ; and 
its  reports  should  be  published  in  full,  together  with  an  adequate  Annual  Report 
on  the  state  of  the  Mental  Health  Services.  (Paras.  211-214.) 


Examination 

(Chairman):  Would  you  please  first  in- 
troduce yourselves? (Dr.  Burke):  May 

1,  first  of  all,  thank  you  for  allowing  us  to 
come  and  put  forward  our  views  in  amplifi- 
cation  of  our  memorandum.  Wc  would  like 
to  call  your  attention  to  paragraph  6,  show- 
ing how  closely  the  British  Medical  Asso- 
ciation and  the  Royal  Mcdico-Psychological 
Association  have  got  together  ; our  memor- 
andum is  very  similar  to  theirs. 

The  members  'Of  the  deputation  are  Dr. 
Wand,  general  practitioner,  Birmingham ; 
Dr  Brookes,  who  will  deal  with  the  mental 
side  of  things  ; myself,  Dr.  Burke,  who  will 
deal  with  deficiency  mostly ; Dr.  Doris 
Odium  ; and  Dr.  Cohen,  who  is  Principal 
School  Medical  Officer  in  Birmingham  and 
comes  in  on  the  community  side  of  mental 
deficiency. 

5286.  Thank  you  very  much.  Would  you 
like  to  make  any  statement  to  begin  with, 
before  we  begin  on  your  memorandum?  It 
is  so  very  largely  the  same  evidence  as  we 
have  had  from  the  Royal  Medico-Psycho- 
logical Association  that  I think  you  might 
perhaps  want  to  bring  out  in  a statement 
the  sort  of  points— although  we  shall  come  to 
them  of  course  going  through  the  memoran- 
dum— where  you  really  do  want  to  modify 
the  Royal  Medico-Psychological  Associa- 
tion’s evidence. That  is  really  shown  all 

the  way  through,  by  the  words  printed  in 
italics.  Occasionally  there  is  quite  a small 
variation,  sometimes  it  might  be  on  a 
borderline  point  we  come  down  on  the 
other  side  from  the  Royal  Medico-Psycho- 
logical Association  ; there  is  not  a lot  in  it 
I think.  On  the  other  hand,  we  have  had 
the  advantage  of  the  points  of  view  of  a 
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general  practitioner  and  a public  health 
doctor,  which  have  widened  our  outlook 
a bit  and  brought  in  a few  extra  points. 

I think  we  cannot  do  better  than  deal  with 
them  as  we  come  to  them  in  the 
memorandum. 

5287.  I should  like  to  raise  a general  ques 
tion  at  the  outset.  On  this  point  of  tho 
general  practitioner,  while  your  memoran- 
dum does  contain  some  points  of  particular 
reference  to  general  practitioners,  it  does 
not  quite  cover  the  ground,  I think,  of  tho 
question  which  is  in  my  mind.  The  trend 
of  the  evidence  from  laymen  as  well  as 
from  medical  men  which  has  been  before  us 
suggests  to  me  a rather  depressing  conclu- 
sion that  in  general  the  assumption  seems  to 
be  that  the  general  practitioner  is  a _ great 
deal  too  much  over-driven  in  the  routine  of 
what  used  to  be  called  panel  practice  to 
be  an  effective  partner  in  dealing  with  men- 
tal illness.  More  and  more  the  tendency 
seems  to  be  to  rely  on  specialist  medical 
recommendations  and  on  the  machinery  of 
the  local  health  authority,  and  to  attach 
little  importance  to  the  general  practitioner 
either  for  the  purpose  of  educating  the  pub- 
lic gradually  through  his  contacts  with  them 
or  of  forming  a real  judgment  on  Iho 
character  of  the  home  and  the  character  of 
the  patient  in  the  home,  so  to  speak.  Have 
you  got  anything  to  say  on  that  general 

text? 1 think  our  attitude  to  the  general 

practitioner  is  mainly  that  he  is  the  man 
who  has  to  deal  with  the  emergency  in  tho 
first  place.  He  deals  with  the  family,  and 
he  wants  help.  He  wants  a machine  that 
will  work  with  him  and  help  him  and,  for 
instance,  he  will  hold  special  rather  strong 
views  about  the  duly  authorised  officer  who 
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does  not  help  him  as  he  thinks  he  ought  to 
be  helped.  I think  that  is  where  he  comes 
in.  He  is  not,  as  far  as  we  are  concerned, 
thinking  much  about  the  other  side  of  the 
machinery,  or  the  psychiatrist’s  angle ; he 
just  wants  help  as  a practitioner. 

5288.  That  strikes  me  as  very  odd,  that 
the  general  practitioner  should  be  mainly 

concerned  with  the  emergencies. That  is 

so  in  our  own  particular  evidence.  Perhaps 
you  would  like  Dr.  Wand  to  speak  for  him- 
self. (Dr.  Wand):  You  opened  the  discus- 
sion by  referring  to  the  general  practitioner’s 
place  as  “an  effective  partner  in  dealing 
with  mental  illness  ”.  It  depends  on  what 
you  mean  by  mental  illness.  If  you  mean 
by  mental  illness  an  aberration  which  is 
so  common  in  the  community,  a very  high 
percentage  of  the-  patients  we  look  after 
have  some  such  aberration,  and  of  course 
we  come  in  at  this  stage.  We  may 

wish  to  have  some  very  special  help  from 
a consultant  who  may  be  a consultant 
in  a mental  hospital.  He  may  want 
a patient  to  go  into  hospital  as  a voluntary 
patient  for  example,  or  he  may  want  him 
to  have  out-patient  treatment,  which  may  be 
sufficient.  Then  there  is  the  extreme  case 
in  which  we  want  certification.  You  said 
quite  rightly  that  our  task  is  a very  difficult 
one,  a hard  one,  a very  full-time  one.  The 
earlier  cases  may  be  far  more  difficult 
and  may  take  up  much  of  our  time. 
It  is  in  the  early  stages  of  mental  illness 
that  they  come  to  us  and  we  treat  them 
and  it  takes  up  a lot  of  our  time.  But  that 
is  our  job.  I am  not  quite  clear  on  what 
grounds  the  question  is  put.  You  speak.  Sir, 
of  educating  the  public.  I do  not  know 
quite  what  that  means.  If  you  mean  by 
education  of  the  public  that  we  try  to  tell 
them  how  to  live,  that  again  is  part  of  our 
job.  You  put  me  in  some  difficulty,  because 
in  the  early  stages  we  come  in  and  it  is  one 
of  our  biggest  jobs  of  work  to  deal  with 
mental  disorders  at  that  stage,  but  when  you 
get  to  the  point  at  which  the  patient  can 
no  longer  be  kept  at  home,  when  he  needs 
very  special  care,  then,  because  we  are  very 
busy  people,  we  want  the  easiest  possible 
machinery  to  get  him  into  a place  of  safety 
at  that  point.  And,  in  between,  we  want 
the  greatest  possible  facilities  for  him  to 
receive  specialist  care  when  he  gets  near  the 
point  at  which  he  may  have  to  be  placed  in 
some  other  place.  We  also  want  as  much 
ancillary  help  as  possible.  We  know  the 
home  conditions  and  for  the  last  few  years 
we  have  indeed  been  working  in  such  close 
touch  with  the  local  authorities  that  the 
home  conditions  are  well  in  hand  between 
the  two  parties,  the  general  practitioner  and 
the  local  authority.  With  the  help  of  the 
social  workers  attached  to  those  authorities, 
a great  deal  can  be  done  about  social 
conditions.  Indeed,  many  of  the  health 
visitors  play  a very  big  part,  for  instance, 
in  trying  to  settle  family  disputes  which 


are  at  the  basis  of  a great  deal  of  mental 
trouble.  In  an  enormous  number  of  these 
cases  there  are  disputes  which  may  arise 
because  there  are  not  proper  home  condi- 
tions, where  you  have  large  numbers  of 
people  living  in  the  same  house,  and  so  on, 
which  may  give  a considerable  amount  of 
trouble.  So  the  problem  of  effectively 
dealing  with  a mental  patient  is  not  a 
simple  one.  This  question  • really  covers 
almost  the  whole  field  of  general  practice, 
without  going  into  consultant  practice.  I 
do  not  know  whether  I have  stated  the  case 
adequately,  but  I have  tried  to  show  you 
have  difficult  it  is. 

5289.  (Dr.  Rees):  Would  it  be  right  to 
say  the  bulk  of  the  mentally  ill  are  in  the 
community  and  not  in  need  of  institutional 

care? Very  much  so ; only  the  very 

smallest  proportion  get  into  institutions. 

5290.  And  the  bulk  of  the  mentally  ill 
always  have  been,  and  generally  will  be, 
looked  after  by  the  general  practitioner? 

1 should  say  that  is  so  ; indeed  I have 

been  in  practice  for  over  thirty  years  and 
it  is  much  more  so  now  than  it  was  thirty 
years  ago.  I will  go  further  than  that  and 
say  that  the  psychological  factor  plays  a 
much  more  important  part  in  physical  illness 
today  than  it  ever  has  done  in  the  past. 

5291.  (Chairman):  This  may  be  a little 
bit  outside  the  terms  of  your  memorandum, 
but  it  interests  me  very  much.  The  general 
practitioner  is  probably  more  over-driven 

today  than  he  has  ever  been  before? 

That  is  true. 

5292.  And  dealing  with  psychological 
states  that  are  not  psychotic  requires . a 
longer  time  and  puts  a greater  tax  on  the 
general  practitioner  than  dealing  with  any 
physical  illness?  I wonder  whether  the 
general  practitioner  is  becoming  less  and 
less  able  to  deal  with  psychological  prob- 
lems in  the  home  because  he  has  not  got 

the  time  to  spend  on  them? He  may  not 

have  the  time  to  spend  that  the  expert 
has  when  he  makes  appointments  which  will 
last  an  hour,  three-quarters-of-an-hour  or 
something  like  that,  but  part  of  that 
three-quarters-of-an-hour  or  hour  may  be 
taken  up  with  the  ascertainment  of  the 
background.  We  know  the  background  of 
the  patient  already,  so  we  cut  out  the  need 
for  that  sort  of  discussion  in  most  cases. 
We  can  pick  up  the  threads  at  a much 
later  stage  in  the  procedure  than  the  person 
who  is  seeing  the  patient  for  the  first  time. 
Knowing  that,  we  are  better  able  to  deal 
with  these  problems.  Then,  when  they  reach 
a point  when  they  need,  as  I say,  expert 
attention,  we  refer  them  to  the  consultant 
who  has  knowledge  of  this  branch  of  medi- 
cine, because  it  is  well  recognised  that  a 
man  who  is  not  expert  in  this  field  can,  if 
he  tries  to  go  too  deeply  into  problems,  do 
a great  deal  of  harm  ; at  that  point  he  must 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1064 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


hand  the  case  over  to  one  of  these  experts 
in  that  particular  field.  But  in  the  recog- 
nition, the  knowledge  of  the  patient  s back- 
ground, the  important  thing  is  this,  that  it 
will  enable  us  very  often  to  see  how  tar  an 
apparently  physical  ailment  is  due  to  some, 
psychological  disturbance.  Take  the  sim- 
plest case;  take  the  case  of  a child  who 
does  not  want  to  go  to  school  and  gets  a 
pain  in  his  tummy  every  time  he  has  to 
go.  We  know  that  without  going  into 
detail,  we  know  the  child’s  background, 
and  we  know  that  it  happens  just  about 
the  time  the  school  returns  after  the  Holi- 
days. (Dr.  Brookes ):  May  I take  up  the 
question  from  the  other  side?  Dr.  Wand 
has  spoken  as  a general  practitioner  who 
is  interested  in  psychiatric  or  psychological 
problems.  From  tour  side,  the  patients, 
histories  that  we  receive  very  often  show 
the  interest  of  the  general  practitioner. 
Obviously  we  get  the  patient  with  whom 
there  are  deep  problems.  Some  practitioners 
deal  with  psychiatric  patients  in  a very 
superficial  way,  this  one  can  also  tell  from 
the  history  that  one  gets  with  regard  to 
the  patient.  You  were  referring  just  now 
to  the  working  together  of  the  general 
practitioner  and  the  psychiatrist  there  is 
not  the  least  doubt  that  the  general  practi- 
tioner can  be  very  helpful  in  the  history  he 
gives  of  the  patient,  from  his  knowledge 
of  the  patient  and  the  home  circumstances. 
So  I 'think  there  is  no  doubt  the  psychiatrist 
welcomes  the  interest  of  the  general 
practitioner  in  psychiatric  problems. 


5293.  To  carry  it  a stage  further,  your 
recommendations,  like  those  of  the  Royal 
Medico-Psychological  Association  and  many 
other  recommendations  we  have  had,  are 
in  favour  of  an  extended  system  of  tem- 
porary admission  as  the  usual  alternative 
to  voluntary  admission.  How  is  that,  going 
to  work  from  the  general  practitioners 
point  of  view?  The  general  practitioner, 
knowing  the  case,  comes  to  the  conclusion 
that  the  patient  has  reached  a stage  where 
hospital  treatment  is  necessary;  the  rela- 
tives are  more  or  less  willing,  but  are  not 
very  anxious  to  take  the  responsibility  of 
making  an  application  for  hospital  treat- 
ment. The  general  practitioner  then  gets  in 
a qualified  psychiatrist,  and  gets  an  opinion 
from  him  ; and  those  two  recommendations 
go  where?  What  is  the  machinery  to  be? 

(Dr.  Burke):  The  machinery  normally 

used  is  the  duly  authorised  officer. 


5294.  But  I am  talking  about  the  system 
you  recommend  for  the  future.  What  I am 
afraid  of  is  that  this  new  system  of  tem- 
porary admissions  will  not  in  fact  be  used 
because  it  is  so  easy  to  use  the  emergency 
admission  procedure. Temporary  admis- 

sion has  got  so  many  advantages. 


5295.  Then  let  me  press  the  point.  How 
would  that  machinery  work— the  two 
doctors  being  agreed,  what  do  they  do? 

(Dr.  Brookes ):  One  presumes  that  a 

form  somewhat  similar  but  not  so  compli- 
cated as  the  present  form  under  the  Mental 
Treatment  Act  would  be  used,  that  this  re- 
commendation would  go  forward  to  the 
central  authority,  as  it  does  at  the  moment, 
to  the  Board  of  Control ; in  fact  in  our 
recommendations  we  stress  the  need  for  a 
central  authority. 

5296.  But  you  do  not  mean  the  person 
would  remain  at  home  until  the  Board  of 

Control  intervened? :No,  the  patient 

would  be  moved  to  hospital. 

5297.  Which  hospital? To  the  mental 

hospital. 

5298.  Do  you  mean  the  nearest  mental 

hospital? Unless  any  particular  private 

hospital  or  something  of  that  sort  were 
needed. 

5299.  You  assume  that  the  specialist 

psychiatrist  called  in  by  the  general  prac- 
titioner would  recommend  the  hospital  to 
which  the  person  should  go? Yes. 

5300.  (Dr.  Rees):  It  would  be  the  mental 

hospital  which  would  be  serving  that  par- 
ticular area,  ndrmally? If  he  were  in 

the  catchment  area  of  that  particular 
hospital. 

5301.  (Chairman):  It  often  seems  to  be 
assumed,  and  I am  not  sure  it  is  not 
assumed  in  your  memorandum,  that  to 
send  a patient  to  an  observation  ward  is 
part  of  the  emergency  procedure  specific- 
ally, and  that  whenever  you  want  some 
period  of  observation  you  would  use  the 
emergency  procedure.  Is  that  the  idea? 

1 think  that  is  the  idea.  One  does  not 

attempt  to  use  the  emergency  procedure 
on  every  patient.  If  a decision  can  be 
made  in  the  home  as  to  the  patient’s  future, 
the  temporary  method  of  admission  could 
be  used.  But  that  would  be  in  a com- 
paratively small  number  of  cases.  It  would 
be  used  for  those  patients  who  are  largely 
admitted  as  certified  patients  today,  patients 
who  come  in  under  summary  reception 
orders. 

5302.  Experience  seems  to  have  been  that 
the  simpler  the  procedure  is  the  more  that 
procedure  will  be  used  ; and  in  some  areas 
every  case  nowadays  is  dealt  with  under  the 
emergency  procedure.  Will  not  the  same 
thing  happen  in  the  future  with  temporary 
admissions,  because  it  is  so  easy  to  get 
the  duly  authorised  officer  in  and  put  the 
patient  in  an  observation  ward  and  get  the 

psychiatrist’s  second  opinion  there? The 

general  practitioner  would  still  be  needed 
to  complete  one  of  the  two  medical  recom- 
mendations proposed  for  ithc  temporary 
orders,  so  it  really  would  complicate 
the  machinery.  It  would  be  far  simpler 
to  get  the  psychiatric  opinion  and  the 
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general  practitioner  opinion  at  the  time  of 
the  admission  of  the  patient  than  it  would 
be  to  first  use  the  emergency  procedure, 
and  then  to  bring  the  general  practitioner  in 
again  later  in  order  to  obtain  a temporary 
order. 

5303.  Except  that  it  is  so  much  easier 

to  use  the  duly  authorised  officer? 1 do 

appreciate  that,  Sir;  there  is  a human 
element  which  comes  into  it. 

5304.  ( Lady  Adrian):  The  observation 
procedure  is  also  used  to  some  extent  when 
a patient  is  likely  to  become  a voluntary 
patient ; and  there  are  advantages  in  that? 
That  is  true. 

5305.  (Chairman):  Is  it  not  one  of  the 
snags  you  have  got  to  be  careful  about  that 
a good  many  general  practitioners  are  not 
over-anxious  to  certify  now,  and  they  are 
not  likely  to  be  much  more  anxious  to  re- 
commend hospitalisation  in  mental  hospitals 

either? (Dr.  Wand):  No  one  likes  to 

certify  if  they  can  possibly  avoid  it ; but 
the  arrangement  for  temporary  admissions 
make  the  situation  very  much  better  indeed. 
I believe  the  fact  of  certification  has  an 
enormous  impact  on  the  minds  of  the 
public,  and  if  in  fact  our  patients  were 
generally  only  temporary  patients  for  the 
time  we  indicate  in  the  memorandum,  I 
think  that  would  create  in  the  minds  of  the 
public  a feeling  that  the  mental  hospital  is 
a place  for  treatment  and  cure  rather  than 
a place  for  incarceration,  which  is  what  is 
in  their  minds  at  the  moment. 

5306.  The  public  has  now  had  a good 
many  years’  experience  of  voluntary  admis- 
sions and  treatment,  but  it  has  only  been 
too  frequent  that  a voluntary  patient  has 
to  remain  in  hospital  up  to  as  much  as 
five  years ; one  comes  across  those  cases. 
If  treatment  on  the  temporary  admissions 
tends  to  last,  in  some  cases — it  may  be  only 
in  25  per  cent,  of  the  cases — for  a very 
long  period,  do  you  think  the  public  opinion 
will  be  so  much  influenced  by  the  change? 

1 would  like  to  say  that,  over  the  period 

of  which  I am  talking,  the  more  enlightened 
policy  has  created  new  ideas  and  new  atti- 
tudes in  the  public  Some  mental  hospitals 
years  ago  were  dreadful  places  ; the  person 
was  between  four  walls  and  indeed,  in  some 
places,  it  was  not  very  far  from  or  like-  a 
prison  in  the  town  itself.  Today,  as  a result 
of  the  use  of  the  voluntary  method,  people 
come  along  to  us  and  they  ask  for  letters  to 
go  to  the  out-patient  clinic ; they  ask  to  be 
allowed  to  go  in  for  treatment.  They  re- 
gard) it  as  a hospital.  Of  course  there  are 
some  people  who  are  not  so  enlightened. 

I believe  the  introduction  o.f  the  voluntary 
method  has  made  an  enormous-  difference  in 
the  attitude  of  the  public,  and  of  course  the 
more  willing  the  public  is  to  go  and  take 
advantage  of  the  treatment  offered  by 
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mental  hospitals,  the  more  people  will  get 
rid  of  their  mental  troubles.  I believe  the 
extension  of  this  temporary  method'  we  are 
suggesting  will  also  of  itself  help  to  im- 
prove the  attitude  of  the  public  to  mental 
hospitals.  There  is  no  doubt  that  we  are 
going  all  along  the  line  towards  liberalisa- 
tion andi  enlightenment.  I do  not  know 
how  to  put  it,  except  that  the  eyes  of  the 
public  are  now  being  opened  very  widely 
to  the  value  of  the  mental  hospital  as  a 
curative  place.  The  voluntary  admission 
was  the  first  milestone  ; I believe  the  tempo- 
rary admission  will  be  the  next  one. 

5307.  On  this  problem  of  the  emergency 

procedure,  have  you  got  any  ideas  as  to 
how  you  can  really  work  this?  Obviously 
the  emergency  procedure  has  got  to  be: 
simpler  than  any  other  procedure,  and 
it  will  -tend  to  be  used  unless  you  limit 
the  definition  of  emergency  in  some  respects. 
Have  you  got  any  ideas-  as  to  how  the  use 
of  the  emergency  procedure  should  be 
limited? (Dr.  Brookes) : I-t  is-  very  diffi- 

cult to  say.  It  is  a problem  that  was  dis- 
cussed at  great  length  in  committee.  In  fact  at 
one  stage  a suggestion  was  put  forward  that 
the  _ emergency  order  should  have  one 
medical  recommendation  attached1  to  it, 
which  could  form  part  of  the  temporary 
recommendation  later  on  ; but  after  a great 
deal  of  discussion  that  was  abandoned  as 
being  too  difficult,  particularly  from  the 
point  of  view  of  the  duly  authorised  officers, 
in  that  the  patient  may  be,  for  example, 
in  some  remote  fastness  of  the  Welsh  moun- 
tains, near  where  I work,  and  they  may  not 
be  able  to  get  a -doctor  or  anyone  else  to 
come  to  see  the  patient,  and  they  have  just 
got  to  act.  I think  in  the  end  one  has  got 
to  depend  upon  the  integrity  of  the  people 
who  are  doing  the  job.  We  are  in  fact  say- 
ing that  a psychiatric  opinion-  should  be 
sought  where  there  is-  any  question  of  a 
patient  being  removed1  to  hospital,  except 
in  an  emergency,  using  that  word  in  its 
strict  sense.  The  psychiatrist  can  then-  ad- 
vise on  the  method  of  admission  and  pern, 
haps  say,  “This  is  a patient  who  should  be 
admitted  as  a voluntary  patient,”  or  per- 
haps-, “This  patient  should  be  admitted 
under  emergency  order,  under  Section  20, 
and  may  later  become  a voluntary  patient.” 
I do  not  think  there  is  any  watertight 
method  of  stopping  the  emergency  method' 
being  used  lif  someone  is  going  to  be  lazy 
about  it. 

5308.  (Dr.  Rees):  In  the  case  of  private 

patients  at  the  present  time  it  only  needs 
the  next  of  kin  and-  the  doctor  to  arrange 
an  urgency  admission? Yes. 

5309.  Would  you  be  in  favour  of  extend- 
ing that  to  all  patients? The  next-  of 

kin  making  an  application? 

5310.  Of  having  an  emergency  order- 
signed  by  the  next  of  kin,  as  at  the  present. 
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time  in  the  ease  of  a private  patient,  with 
a certificate  signed  by  the  doctor.  We 
have  made  provision  for  that  in  the  recom- 
mendations. The  suggestion  there  is  that  it 
may  be  either  the  duly  authorised  officer 
who  makes  the  application,  or  a relative  or 
friend,  where  the  circumstances  are  appro- 
priate, but  where  it  is  a relative  or  friend 
we  have  recommended  that  there  should 
be  a medical  recommendation  as  well.  Witn 
the  duly  authorised  officer  this  is  not  neces- 
sary. 

5311.  (Chairman):  What  worries  me  there 
is  what  public  opinion  is  likely  to  be,  when 
you  are  largely  or  entirely  getting  rid  of 
judicial  orders.  I can  imagine  public 
opinion  saying,  “ Well,  let  the  relatives  send 
them  to  hospital,  albeit  it  » a matter  for 
a mental  hospital.  That  is  all  right.  But 
are  vou  coins  to  have  a pioceduie  wnuc 
the  duly  authorised  officer,  who  is  a servant 
of  the  local  authority,  takes  you  to  an  ob- 
servation  ward,  and  arc  you  going  to  have 
a man  confined  for  six  months  purely m 
the  administrative  direction  of  a municipal 
authority  backed  only  by  even  two  doctors? 

You  are  envisaging  that  the  patient  is 

taken  in  first  under  an  emergency  order 
and  then  dealt  with  under  a temporary 
order  and  removed  to  the  mental  hospital 
from  the  observation  ward.  I cannot  help 
thinking.  Sir,  that  when  anyone  is  knocked 
over  by  a car  or  gets  a perforated  gastric 
ulcer,  they  go  straight  to  a »“rSc°n.'.f^ 
put  their  faith  in  him  and  say,  My  life  is 
Fn  your  hands".  Admittedly  the  patient 
in  this  case  is  not  in  a position  to  do  so, 
one  has  to  depend  on  the  judgment  of  lela- 
tives ; but  I do  think  that  if  the  average 
member  of  the  general  public  will  trust 
the  doctor  with  his  life  he  might  at  least 
put  a little  faith  in  his  decision  on  restrict- 
ing his  liberty  for  a time. 

5312.  What  I am  talking  about  now  is 
the  reaction  of  public  opinion.-— I am 
looking  at  public  opinion.  I .think  it  is  our 
job  to  educate  the  public  to  the  Tact  that 
it  is  not  in  our  interests  to  detain  patients 
in.  mental  hospitals.  Far  from  it ; our 
greatest  anxiety  is  to  get  them  out. 

5313  I am  putting  it  from'  this  point  of 
view.  Is  the  public’s  confidence  m the 
medical  specialist  sufficient  to  counteract 
his  tendency  to  suspect  purely  administia- 
t.ivc  action?  There  is  a great  deal  of  the 
British  constitution  which  has  been  built  up 

on  distrust  for  administrative  action. 

(Dr.  Wand):  In  my  experience  there  is  no 
distrust  of  the  doctors  at  all  in  mental 
hospitals.  Of  all  the  people  who  come  out, 
and  of  all  the  relatives  of  the  people  who 
no  I have  never  heard  them  suggest  that 
the  doctors  have  any  other  axe  to  grind,  or 
that  they  have  any  distrust  for  them,  or  that 
they  regard  them  as  being  anything  other 
than  helpful  and  efficient.  They  may  dis- 
trust the  machine;  they  may  distiust  the 


machinery  that  puts  them  there  and  will 
not  let  them  out,  but  they  do  not  distrust 
the  doctors. 

5314.  It  is  mainly  the  machinery  I am 

talking  about. (Or.  Brookes):  There  is 

a point.  Sir,  at  present,  and  I presume  it 
will  be  continued  under  the  new  recom- 
mendations ; a medical  statement  is  made 
by  a member  of  the  mental  hospital  stall 
within  seven  days  of  the  admission  of  the 
patient.  That  is  done  at  present,  but  it 
docs  not  have  full  statutory  standing.  If 
that  is  made  a statutory  document  and  is 
written  by  some  member  of  the  medical 
stall  in  the  hopsilal  not  concerned  with  the 
documents  in  the  first  place,  that  would  then 
be  forwarded  to  the  central  authority  us 
additional  evidence,  If  it  is  known  that 
that  is  done,  it  might  help. 

5315.  What  is  the  status  of  that  report 
now?-  At  the  moment  it  is  merely  sent 
to  the  central  authority  ; as  fur  as  I am 
aware,  it  has  no  particular  standing. 

5316.  Is  it  ever  sent  to  the  patient's 

relatives? It  is  not  sent  to  the  patient’s 

relatives. 

5317.  Or  to  his  general  practilioner? 

No. 

5318.  That  brings  me  to  my  last  point 
under  this  heading.  How  far  do  mental 
hospitals  keep  the  general  practilioner  in- 
formed, in  the  same  way  as  general  hos- 
pitals do?  It  would  be  more  or  less  un- 
heard of,  would  it  not,  for  a general  hos- 
pital to  discharge  a patient  without  letting 
the  general  practitioner  know  what  has 
happened  to  him  in  hospital?  It  is  on  the 
other  hand  not  uncommon  for  mental  hos- 
pitals to  discharge  a patient  with  no  word 

to  the  general  practitioner  at  nil, (Or. 

Burke):  There  is  quite  a lot  of  complaint 
nowadays  that  general  hospitals  do  send 
their  patients  out  sometimes  three  or  four 
weeks  before  the  general  practitioner  knows 
anything  about  it.  (Dr.  Brookes):  There 
is  an  answer  to  that,  Sir.  Before  the 
Mental  Treatment  Act  all  patients  were 
certified ; there  is  not  the  least  doubt  that 
many  patients  held  a grudge  against  the 
general  practilioner,  and  many  of  us  did 
not  send  out  reports  to  the  practitioner 
from  whom  the  patient  came,  because  it 
was  often  rumoured  that  when  the  patient 
went  out  he  would  go  to  another  general 
practitioner,  and  we  had  to  wait  to  see  who 
it  was. 

5319.  Is  there  all  that  choice  of  general 
practitioners  in  the  Welsh  mountains?— ~ 
The  Welsh  mountains  I have  only  experi- 
enced since  the  advent  of  the  National 
Health  Service!  (Dr.  Wand):  I think  one 
can  say  that  the  practice  or  mental  hos- 
pitals in  this  respect,  that  is  the  sending  ol 
reports,  used  to  he  very  bad,  it  is  getting 
better,  but  it  could  be  a lot  better  still* 
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(Chairman):  I think  that  is  a sufficient 
answer. 

5320.  (Sir  Cecil  Oaken):  I have  one  other 
uestion  to  put  on  that.  In  the  country 
istricts,  I do  not  know  whether  you  have 

had  experience  of  country  districts,  is  it  an 
easy  matter  to  get  a consultant  to  come  and 
see  the  case  you  desire  to  have  his  observa- 
tions upon? 1 am  a town  practitioner,  I 

have  all  my  life  lived  in  big  cities,  but  I 
have  some  knowledge  of  the  country  through 
sitting  on  rural  practitioner  and  other 
medical  committees,  and  I do  know  some- 
thing about  their  problems.  I do  not  think 
that  the  difficulties  arc  very  great ; after  all, 
transport  is  not.  so  bad  as  all  that.  I am 
leaving  aside  a lighthouse  where  a man  may 
find  himself  cut  off.  If  you  go  to  the 
limit  you  may  say,  “ Can  you  get  a con- 
sultant to  a particular  lighthouse  during  a 
storm?  ” and  the  answer  would  be  “ No  ”, 
If  you  leave  aside  the  odd  cases  of  that 
kind,  I do  not  think  the  difficulties  are 
great  in  many  parts  of  the  country.  1 
think  with  regard  to  the  vast  majority  of 
the  population  you  can  quite  properly  legis- 
late for  a consultant  to  be  found  who  will 
come  without  too  much  difficulty.  (Dr. 
Brookes 0:  Speaking  for  my  own  area,  I 
am  occasionally  doing  domiciliary  visits  for 
distances  up  to  as  much  as  120  miles ; and 
while  obviously  it  does  cut  out  an  awful 
lot  of  one’s  time  in  dealing  with  other 
patients,  what  usually  happens  is  that  the 
practitioner  does  get  in  touch  with  the  con- 
sultant and  discusses  the  patient ; very  often 
on  information  given  over  the  telephone 
one  can  decide  whether  it  is  necessary  to 
make  a domiciliary  visit. 

5321.  (Chairman):  I suppose  it  is  not  in- 
frequent for  the  emergency  procedure  to  be 
used  just  because  a consultant  cannot  be 
obtained?-— No ; the  emergency  pro- 
cedure is  far  more  commonly  used,  in  my 
experience,  when  you  cannot  find  a magis- 
trate or  the  general  practitioner. 

5322.  (Mrs.  Braddock):  If  the  specialist 

services  arc  mainly  concentrated  on  the 
hospital  service,  and  if  there  is  always  a 
specialist  psychiatrist  available  in  the  hos- 
pital, do  you  not  think  it  would  be  very 
advantageous  if  the  emergency  system  was 
used  on  practically  every  occasion,  in  order 
that  the  specialist  psychiatrist  could  have 
some  time  to  decide  the  state  of  the  patient 
admitted?  Do  you  not  think  it  would  to 
a very  large  extent  avoid  some  wrong 
decisions  being  taken,  in  view  of  the  fact 
that  so  many  people  who  are  now 
admitted  under  Section  20  arc  actually  dis- 
charged before  the  end  of  the  three  days, 
or  at  any  rate  before  the  end  of  the  seven- 
teen days? 1 think  one  has  to  come  to 

a compromise  there ; if  it  is  taken  to  its 
extreme  and  every  patient  admitted  under 
Section  20  or  such  emergency  procedure, 
quite  obviously  the  mental  hospitals  will 
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have  to  be  used  to  their  full  capacity  for 
those  admissions,  and  many  people  might 
object.  While  I am  not  stressing  the 
stigma  of  mental  hospitals,  it  is  just  pos- 
sible that  a patient  will  be  admitted  in  an 
emergency  who  has  really  become  acutely 
excited  under  the  influence  of  alcohol  and 
will  be  settled  in  a very  short  time. 

5323.  Would  that  not  be  found  out  more 
easily  by  a patient  being  in  the  hospital  or 
in  the  observation  ward  than  it  would  be 
by  a person  seeing  them  for  a very  short 

time  in  their  own  home? 1 agree  it 

would,  but  one  does  not  see  the  patient 
for  a very  short  time  in  his  own  home; 
it  takes  a considerable  time. 

5324.  But  it  does  not  take  hours,  and 
the  situation  may  alter  very  considerably 
in  the  course  of  hours,  and  alter  a decision 

that  might  be  given? (Dr.  Odium) : 

Might  I be  permitted  to  go  back  a little, 
because  my  work  is  principally  in  general 
hospitals.  1 am  a psychiatrist  in  a London 
teaching  general  hospital.  I see  a good 
many  cases  referred  by  general  practitioners 
in  the  fairly  early  stages  who  perhaps  later 
become  acutely  ill,  and  we  get  them  also 
from  the  wards  of  our  own  hospitals.  I 
believe  that  if  we  had  this  method  of  tem- 
porary treatment  which  we  are  recommend- 
ing we  would  actually  get  the  patients 
treated  earlier  in  mental  hospitals,  at  a stage 
when  their  illness  was  more  favourable  for 
treatment,  before  we  had  arrived  at  this 
emergency  stage  in  a lot  of  cases.  There  is 
this  hostility  to  legal  certification  at  the 
moment  on  the  part  of  the  relatives,  and  it 
is  so  great  that  they  wait  until  a case  has 
become  so  urgent  that  it  has  just  got  to  be 
dealt  with  there  and  then. 

5325.  (Chairman):  Does  your  hospital 

take  voluntary  patients  now? No,  it  is 

a general  hospital.  We-  only  have  out- 
patient clinics,  with  a few  beds  for 
treatment  of  mild  neurosis  to  which 
they  are  admitted  without  formality ; but 
we  do  of  course  have  to  deal  with  these 
problems.  Sometimes  in  the  wards  patients 
become  acutely  mentally  ill,  sometimes  as  a 
result  of  physical  illness,  or  we  get  them 
sent  to  us  at  our  clinic  by  general  prac- 
titioners, and  we  find  that  they  are  mentally 
ill  when  they  come  and  something  has  got 
to  be  arranged.  From  my  experience  of  the 
attitude  of  the  relatives,  if  it  was  possible 
to  avoid  the  legal  stigma  I am  sure  they 
would  be  willing  to  arrange  for  mental  treat- 
ment at  an  earlier  stage  before  it  had 
become  an  emergency,  and  I think  it  would 
be  a very  good  thing  in  that  way.  If  I 
may  say  so,  it  seems  there  is  a dichotomy 
in  the  attitude  of  the  public  towards  certi- 
fication. If  it  is  one’s  relative,  one  wants 
to  avoid  certification  at  all  costs,  one  wants 
them  to  come  in  for  treatment  with  the  least 
possible  formality.  If  it  is  a general  case 
you  read  about  in  the  newspapers,  you  are 

Digitisation  Unit 


1068 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


very  suspicious  and  you  think  you  ought 
to  have  the  maximum  legal  safeguards.  So 
you  have  the  same  person  with  two  quite 
different  points  of  view,  one  point  of  view 
if  it  is  their  own  relative  involved,  and 
another  if  it  is  a stranger.  I think  that  is 
our  great  difficulty,  steering  between  those 
two  channels. 

5326.  (Mr.  Jackson ):  Is  it  certain  one 
does  have  to  go  between  them?  Is  it  not 
possible  that  one  may  be  able  to  avoid 
certification  before  admission  by  providing 
some  kind  of  safeguard  that  would  operate 
if  the  relatives  of  the  patient  wanted?  It 
is  not  necessary  that  it  should  be  just  a, 
choice  between  certification  in  its  present 
form  and  a temporary  admission  which  may 
go  on  for  many,  many  months,  with  no 
safeguard.  That  is  not  quite  the  choice,  is 

It  seemed  rather  unnecessary,  we 

thought,  to  introduce  the  legal  element  once 
the  patient  had  been  admitted,  and  was 
undergoing  treatment.  It  is  easy  to  be  con- 
fused about  what  the  present  legal  ordei 
means ; it  has  no  continuing  effect  it  only 
operates  so  far  as  removal  to  the  mental 
hospital  is  concerned.  It  gives  the  patients 
no  kind  of  safeguard  once  they  are  tee. 
Whether  they  remain  in  the  mental  hospital 
or  not  does  not  depend  on  the  original 
order,  it  depends  on  medical  opinion  ana 
other  things  in  relation  to  the  case.  So  we 
cannot  see  the  point  in  introducing  a legal 
procedure  once  the  patient  is  there,  There 
is  not  one  now,  once  the  patient  is  in  the 
hospital ; it  is  a medical  question,  and  it 
is  so  regarded.  The  only  point  at  which 
legal  intervention  occurs  is  m reiation  to 
the  admission,  and  it  is  then  6ttermmt&  * 
after  that  it  becomes  a medical  question.  So 
I cannot  quite  see  why  you  want  to  do  that. 

5327  From  the  point  of  view  of  the 
public,  surely  there  may  he  some  gain  in 
having  some  form  of  appeal  when  the 
patient  is  there?  Although  I would  admit 
It  is  a medical  question,  not  everybody  is 
going  to  place  such  implicit  faith  in  medical 
opinion.  And,  further,  might  there  not  be 
some  gain  to  the  medical  practitioner  con- 
cerned in  the  fact  that  there  is  some  sort 
of  appeal?  It  may  well  be  that  it  would 
not  be  used,  but  it  might  be,  and  the 
important  fact  would  be  that  it  was  there. 
I wanted  to  take  this  up  actually  hiti  on  m 
vour  specific  recommendations,  but  I did 
not  want  at  this  stage  to  .pass  over  he 
suggestion  that  the  choice  is  between  the 
present  one  of  certification  before  admission 
as  a preliminary  to  detention,  and  treating  it 
as  an  entirely  medical  question  throughout, 
because  I do  not  believe  that  that  choice  is 
necessarily  between  those  two  things, 

(Dr.  Brookes):  Of  course  the  patient  has 
various  other  protections.  First  of  all  I 
have  suggested  a change  in  the  use  of  the 
medical  statement  within  seven  days  that 
is  one  form  of  protection.  In  addition  to 


that  the  Management  Committees  of  hos- 
pitals have  statutory  duties  to  visit  the  hos- 
pital and  to  visit  the  wards.  At  the  moment 
the  regulations  say  it  should  be  done  once 
every  two  months ; there  is  no  reason  why 
those  visits  should  not  be  made  a little  more 
frequent.  A patient  has  the  right  of  appeal 
to  those  visiting  Management  Committees. 
In  addition  to  that,  they  have  the  right  of 
appeal  to  the  Board  of  Control,  or  any 
other  official  body  for  that  matter.  There 
are  certain  bodies  laid  down  to  whom  they 
may  write,  and  that  correspondence  may 
not  be  interfered  with,  So  they  have  many 
means  of  access  to  authorities  outside  the 
hospital.  I do  not  know  whether  you  want 
to  go  into  our  specific  recommendations, 
such  as  the  right  to  request  an  interview 
with  a magistrate,  which  wc  include,  in  our 
recommendations.  It  might  be  possible  for 
the  patient  to  bo  given  the  right  of  appeal 
to  a magistrate  after  a certain  period 
within  a hospital. 

(Mr.  Jackson ) : I wanted  to  ask  about 
that,  but  it  might  be  more  convenient  to 
take  it  at  a later  stage, 

5328  ( Chairman ) : We  might  begin  going 
through  your  memorandum  now.  There  is 
one  point  on  this  general  question  of  stigma. 
Are  you  quite  sure  that  it  is  the  intervention 
of  the  magistrate  which  conveys  the  stigma? 
I am  old  enough  to  remember  the  old  days 
when  the  bugbear  in  the  case  of  mentally 
ill  people  was  the  relieving  officer.  I do 
not  want  to  create  a new  bugbear  in  the 
shape  of  the  descendant  of  the  relieving 

officer,  the  duly  authorised  officer. (Dr. 

Odium):  I think  perhaps  there  is  a little 
confusion  there,  we  might  be  confusing  two 
issues  here ; I feel  perhaps  we  are.  The 
duly  authorised  officer  only  comes  in  on  an 
emergency,  does  he  not?  What  I really  was 
talking  about  was  not  that ; I was  talking 
about  our  proposals  for  temporary  orders, 
which  would  not  be  used  in  emergency 


5329.  Even  for  temporary  treatment  you 
are  sugggesting  that  where  there  is  no  rela- 
tive who  is  prepared  lo  act,  the  duly  autho- 
rised officer  should  come  in? Yes,  but  it 

would  not  necessarily  be  the  duly  authorised 
officer  ; it  could  be  a local  authority  person 
of  any  sort ; but  I do  not  think  that  happens 
very  often.  There  usually  is  someone  you 
can  find  to  act  and  even  now  if  a relative 
is  not  available  you  can  sometimes  get 
someone  else  to  act.  I do  not.  think,  that 
would  really  matter.  I think  it  is  the  inter- 
vention of  the  judiciary  which  is  objected 
to  People  feel  it  has  a relation  to  crim- 
inality, and  they  feel  you  are  in  prison  and 
there  you  stop.  That  is  the  feeling.  I.  feel 
sure  that  is  so,  and  I have  discussed  it  so 
often  with  relatives.  I think  it  is  the  inter- 
vention of  the  judiciary  they  do  not  like. 
Thev  have  the  idea  that  once  you  are  there 
you  are  in  prison.  (Dr.  Wanil):  I would 
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like  to  support  that.  There  is  no  doubt 
in  the  minds  of  the  public  that  the  inter- 
vention of  the  magistrate,  who  is  someone 
who  sits  on  a bench,  is  the  important  thing. 
But  I do  not  think  we  can  afford  to  regard 
the  emergency  case  as  being  the  normal  in 
regard  to  temporary  certification.  After  all, 
in  the  emergency  case  we  are  dealing  with, 
some  danger  has  appeared,  danger  to  the 
erson  himself  or  to  the  relatives  around 
im  ; some  danger  has  appeared  which  you 
have  got  to  deal  with  quickly.  Emergencies 
always  need  a different  form  of  treatment, 
because  of  the  very  nature  of  the  emer- 
gency. Once  the  acute  emergency  has 
passed,  then  these  people  will  come  into 
line  pari  passu  with  temporary  or  cold 
cases,  if  I may  put  it  that  way.  You  get 
the  emergency  dealt  with,  because  it  is  an 
emergency,  because  it  has  to  be  dealt  with 
quickly.  I feel  that  perhaps  I have  not 
made  what  I said  before  quite  clear.  I 
do  not  know  whether  my  colleagues  would 
agree  with  that,  but  that  is  my  view  as  a 
general  practitioner.  (Dr.  Brookes) : I 

would  agree  with  that ; but  I am  thinking 
of  the  origin  of  the  stigma  and  it  seems 
to  be  extraordinarily  difficult  to  trace  that, 
as  it  has  so  many  roots.  T think  it  has 
passed  through  many  forms,  from  the 
religious  idea  of  possession  by  devils  down 
to  the  idea  of  possession  by  the  judiciary 
at  the  moment.  I think  really  the  whole 
point  is  that  the  family  resent  having  to 
admit  that  there  is  mental  illness  in  their 
family,  and  they  will  hang  their  hat  on 
anybody’s  peg. 

5330.  I wish  I could  be  quite  sure  that 
the  emergency  procedure  would  not  tend 
to  become  normal  in  certain  circumstances. 
I have  had  it  put  to  me  by  a general  prac- 
titioner in  this  way,  “There  I am,  sitting 
in  my  surgery  with  a long  list  of  visits  to 
pay,  but  I cannot  pay  them  because  I,  have 
got  one  mental  patient  kicking  about  in  my 
surgery  making  a row.  I have  to  wait  for 
the  duly  authorised  officer ; I cannot  get 
a psychiatrist  within  a reasonable  distance, 
and  he  cannot  get  over ; so  only  the  duly 
authorised  officer  can  come  and  T there- 
fore use  the  duly  authorised  officer  and 
send  the  man  in  as  an  emergency  case.” 

T could  suggest  one  thing,  that  is  when 

the  duly  authorised  officer  uses  the  emer- 
gency procedure  he  should  state  on  that 
form  why  he  is  using  the  emergency  pro- 
cedure, and  then  it  could  be  dealt  with  by 
the  appropriate  authority  if  wrongly  used. 
(Dr.  Odium)'.  What  you  have  described  is 
what  is  happening  now  under  the  present 
system ; I think  they  are  tending  to  do 
this  because  it  is  more  simple,  it  is  a way 
of  dealing  with  a case  whiph  has  become 
an  emergency,  without  certifying  through  a 
magistrate.  I think  our  proposal  would 
make  it  less  likely  you  would  deal  with 
.cases  on  an  emergency  basis,  because  they 
would  not  get  to  the  emergency  stage. 


5331.  The  same  circumstances  would 
apply.  I am  talking  about  country  districts 

now,  not  towns. Yes,  but  I should  have 

thought  our  temporary  system  would  have 
reduced  the  number  of  emergencies  because 
they  would  get  dealt  with  earlier.  (Dr. 
Cohen):  The  value  of  the  actual  adminis- 
trative procedure  for  the  temporary  order 
is  that  the  earlier  the  help  we  can  give  the 
better.  If  we  can  move  these  people 
quickly  we  can  see  them  more  easily,  more 
readily  and  earlier ; there  would  be  a 
tremendous  advantage  there.  Now,  if  I 
may  say  so,  we  get  the  emergency  case 
at  a later  stage.  But  there  are  so  many 
other  cases  that  are  incipient  cases,  which 
could  be  treated  splendidly  now  in  our 
mental  hospitals,  with  their  new  ideas,  the 
new  facilities  which  are  available;  and  the 
great  majority  of  cases  now  we  would 
like  to  see  treated  earlier.  That  is  the 
importance,  if  I may  say  so,  of  this  tem- 
porary arrangement. 

. 5332.  (Sir  Cecil  Oakes) : In  fact,  the  in- 
cipient cases  you  have  mentioned  would 

never  become-  emergencies? We  hope 

they  would  not. 

5333.  At  any  rate  it  would  reduce  the 

number  that  did? Quite,  Sir. 

5334.  (Chairman):  I know  it  is  im- 

possible to  answer  this  question  in  the 
terms  that  I am  going  to  put  it,  but  what 
sort  of  proportion  of  the  incipient  cases 
require  hospitalisation  and  what  propor- 
tion could  be  dealt  with  by  means  of  out- 
patient clinics,  if  they  were  available? 

One  cannot  think  of  that  without  doing  a 
very  careful  analysis  ; but  from  my  own 
experience  I would  say  that  quite  a lot  of 
those  cases  could  be.  (Dr.  Odium): I see 
a great  many  in  general  hospital  clinics, 
a very  large  number.  You  get  patients 
who  are  developing  paranoiac  delusions 
and  think  they  are  being  persecuted.  They 
would  not  go  into  hospital  voluntarily  at 
all,  because  they  have  no  insight,  they  think 
what  they  say  is  true.  We  know  that  if  we 
could  get  them  in  before  the  delusions  have 
become  too  settled  we  could  probably  help 
them  very  much,  but  they  will  not  go.  They 
are  not  emergency  cases,  they  are  in- 
cipient cases.  If  we  could  deal  with  them 
under  temporary  order  and  get  their  rela- 
tives to  accept  that,  we  would  get  them  at  a 
stage  when  we  could  do  something  for 
them.  That  is  what  we  are  hoping,  at 
least. 

5335.  I think  in  paragraph  10  you  want 
to  emphasise  the  inadequacy  of  accommo- 
dation, which  is  just  a little  bit  outside  our 
terms  of  reference ; but  there  is  this  par- 
ticular point  about  the  inadequate  provision 
of  in-patient  treatment  for  mentally  defec- 
tive children.  Are  you  speaking  of  in- 
adequate provision  of  specialist  mental 

deficiency  hospitals  for  children? (Dr. 

Burke):  It  is  not  only  of  the  shortage  of 
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provision  for  defective  children — that  is 
well  known — but  also  for  other  kinds  of 
mentally  ill  children.  You  cannot  get  them 
treated  anywhere.  If  you  decide  that  a 
small  boy  is  maladjusted,  and  you  want  to 
get  him  treated,  you  would  not  be  able  to. 
The  special  institutions  do  not  exist.  That 
is  the  sort  of  thing  that  is  being  emphasised 
here.  It  is  felt,  from  general  experience 
throughout  the  country,  that  an  awful  lot 
more  is  needed.  (Dr.  Cohen):  The  acutely 
maladjusted  child  who  needs  in-patient 
treatment  is,  we  feel,  a problem  at  the 
present  time.  As  you  are  aware.  Sir,  only 
in  about  four  or  five  places  at  the  present 
time  is  there  an  extremely  limited  number 
of  beds  for  such  children,  and  that  is  a 
problem  facing  us  now.  We  are  really  con- 
cerned over  maladjusted  children.  As  you 
know,  the  Education  Act  of  1948  modified 
Section  57  (6)  of  the  1944  Education  Act, 
by  allowing  local  health  authorities  to 
arrange  for  mental  treatment,  apart  from 
certifying  the  children  as  mentally  defective, 
but  unfortunately  facilities  at  the  present 
time  for  in-patient  treatment  of  acutely  mal- 
adjusted children  are  very  scarce  indeed, 
and  that  is  something  to  which  I would  like 
to  draw  the  attention  of  this  Commission. 
(Dr.  Wand) : I would  like  to  give  you  an 
example  of  what  happened  in  my  own  ex- 
perience in  a city  which  is  as  well  provided 
for  as  most.  A particular  child  developed 
meningitis  when  he  was  just  under  two  years 
of  age.  Having  recovered,  the  child  was 
found  to  have  developed  vicious  tendencies 
and  as  the  child  grew  older  he  destroyed 
everything  in  the  house  and  pulled  out  all 
the  electric  wires  and  smashed  everything 
he  could  lay  his  hands  on.  They  put  him 
in  a playpen,  but  he  got  out  and  the  other 
children  began  to  get  frightened  of  him. 
He  became  more  and  more  vicious,  very 
vicious  indeed,  and  his  mother  was  quite 
frightened  of  him  ; she  became  a nervous 
wreck.  I tried  again  and  again  to  get  that 
child  away  and  I was  told,  “ I am  sorry, 
I regret  we  can  do  nothing ; there  is  a wait- 
ing list  of  so  many  months,  and  we  have 
not  got  a place  where  the  child  could  be 
sent.  We  have  other  children  waiting  in 
much  the  same  position.”  This  went  on 
for  a long  time  and  I could  not  get  the  child 
away  until  the  mother  became  pregnant 
again  and  was  in  an  advanced  stage  of 
pregnancy,  and  even  then  we  were  told  it 
would  only  be  temporary.  I think  that  is 
shocking. 

5336.  (Mrs.  Braddock ):  But  it  is  not  un- 
usual?  It  is  not  unusual,  but  it  is  shock- 

ing. 

5337.  (Chairman):  I was  not  quite  clear 
whether  you  meant  that  the  kind  of  accom- 
modation is  non-existent  or  the  kind  of 
accommodation  is  overcrowded  and  there 

is  a waiting  list? (Dr.  Brookes):  It  is 

non-existent  for  psychiatric  children  in  many 
areas  of  the  country.  There  are  a few 


special  wards  that  deal  with  the  child  who 
is  not  a mental  defective,  but  even  they 
have  very  few  beds,  and  in  certain  parts  of 
the  country  there  is  no  provision  whatso- 
ever. 

5338.  There  is  no  provision  for  the  child 
who  is  not  a mentally  defective  child.  Was 
this  child  you  were  speaking  of,  Dr.  Wand, 
not  certifiable  as  a mental  defective?-—— 
(Dr.  Wand) : He  comes  under  the  definition  ; 
he  had  some  sort  of  arrested  development. 
He  did  not  behave  according  to  the  pattern 
of  conduct.  He  would  be  regarded  as  de- 
fective. Perhaps  I may  just  add  one  word 
to  indicate  the  state  of  the  child’s  mind. 
My  fear  with  regard  to  him,  and  it  was  a 
very  real  and  genuine  fear,  was  that  this 
child  was  in  a house  where  a new  baby 
was  to  be  born,  and  he  might  do  a very 
serious  injury  to  this  baby  it  he  could  get 
at  it;  and  I was  really  very  fearful  about 
it,  and’ the  mother  was  too. 

5339.  (Mrs.  Braddock):  You  feel  there  is 
no  legal  provision  for  seeing  that  that  child 
is  taken  into  accommodation?  Would  you 
say  that  there  is  no  legal  power  to  compel 
the  Regional  Hospital  Board  to  accept  that 

child? 1 know  of  none.  (Dr.  Burke): 

You  cannot  ask  an  authority  to  provide  a 
bed  it  has  not  got. 

5340.  (Mr.  Jackson ):  This  is  a question 

of  bricks  and  mortar,  not  of  law? Yes, 

and  money.  There  arc  lots  of  patients  like 
that;  they  are  waiting  for  beds  and  ought 
to  have  them  but  you  cannot  order  some- 
body to  provide  a bed  he  does  not  have. 
The  beds  are  not  there. 

5341.  (Mrs.  Braddock):  If  the  case  is 

taken  to  court  on  the  basis  that  the  child 
is  a danger  to  itself  and  to  those  with  whom 
it  is  living,  can  the  magistrate  not  issue  an 
order  which  is  compulsory  upon  the 
authority  responsible  to  accept  respon- 
sibility?  -I  do  not  think  so  ; I have  never 

known  it  done  in  mental  deficiency.  (Dr. 
Brookes):  It  is  a very  difficult  question. 
When  a patient  is  certified  under  the 
Lunacy  Act,  we  feel  bound  to  accept  him 
even  if  the  walls  arc  bulging. 

5342.  The  position  might  be  similar  for 
a mental  defective,  if  it  is  dealt  with  in  the 

right  way?' Perhaps,  but  it  is  not  very 

good  for  the  patient. 

5343.  (Mr.  Jackson):  That  would  only  be 
a way  of  jumping  the  queue.  It  would  only 
be  a case  of  giving  priority  to  a patient 
because  you  went  through  this  drill,  and 
pushed  someone  else  out  of  the  queue 
further  down.  That  would  be  the  only 
result.  Your  point  is  that  this  accommoda- 
tion does  not  exist  at  all,  is  it  not? — - 
(Dr.  Burke):  I know  that  during  the  years 
when  I was  active  in  this  business,  I was 
frequently  refusing  Section  8 cases  which  I 
agreed  ought  to  come  in,  blit  there  were  no 
beds.  All  they  could  do  was  put  them  in 
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as  emergencies,  or  under  some  sort  of 
guardianship.  (Dr.  Wand) : I had  many 
conversations  over  the  telephone  ; I wrote 
many  letters  to  the  authorities  concerned,  I 
begged  them,  I cajoled  them,  I had  the 
child  in  my  surgery  and  they  could  hear 
the  way  that  child  screamed,  and  he 
screamed  constantly ; they  could  hear  the 
screams  on  the  telephone,  and  they  said, 
“ Yes,  we  are  very  sorry  but  we  just  cannot 
find  a place.”  I asked,  “ Is  there  no  way  I 
could  make  you  find  a place?  ” and  they 
said  there  was  not.  That  is  the  type  of  case 
we  arc  referring  to  here. 

5344.  {Chairman):  On  your  paragraphs 
16  to  23,  I have  the  feeling  that  these  para- 
graphs are  not  merely  an  introduction  to 
subsequent  recommendations,  but  that  there 
is  some  point  of  principle  you  want  to 
make,  but  I could  not  quite  pick  out  what  it 

was.; (Dr.  Burke):  It  really  arose  from 

reading  some  recommendations  made  by  one 
of  the  international  bodies — I think  it  was 
the  World  Health  Organisation — that 

special  legislation  might  be  almost  unneces- 
sary. The  question  that  recommendation 
raised  in  my  mind  was,  “ Why  should  there 
be  any  control  over  these  particular 
patients?  What  is  the  philosophy  of  the 
situation?  ” It  seemed  to  me  that  it  would 
be  a good  idea  to  put  these  paragraphs  in 
to  meet  that  point,  to  show  why  in  fact 
we  must  have  these  laws  and  regulations. 
This  was  what  was  agreed  by  our  Com- 
mittee ; it  is  the  raison  d'etre  for  the  whole 
of  our  evidence. 

{Chairman):  I do  not  think  I have  any 
questions  down  to  paragraph  35.  Perhaps 
some  of  my  colleagues  on  the  Commission 
may. 

5345.  ( Lady  Adrian):  With  regard  to 

paragraph  24,  the  last  sentence  says,  "This 
applies  also  to  domiciliary  services  ”.  You 
say  that  where  these  have  been  effectively 
developed  the  demands  for  admission  to 
hospital  have  been  considerably  reduced.  I 
wonder  if  there  are  any  figures  to  sub- 
stantiate that? (Dr.  Brookes ):  1 have  not 

got  figures  to  substantiate  that,  and  it  would 
be  a very  difficult  thing  to  substantiate 
too.  There  are  certain  areas  where 
arrangements  for  domiciliary  visits  were  not 
well  developed,  and  there  would  be  at  least 
a certain  amount  of  doubt  whether  they 
were  catching  those  earlier  oases  which  have 
been  mentioned. 

5346.  I wonder  if  it  has,  as  a matter  of 

fact,  been  investigated? T am  not  aware 

that  it  has. 

5347.  (Chairman):  In  paragraph  36,  you 
raise  the  question  of  the  voluntary  patients’ 
72  hours’  notice.  You  would  prefer,  would 
you,  to  retain  the  form  of  statutory  appli- 
cation which  undertakes  to  give  72  hours’ 

notice? That  is  the  view  of  the  body 

that  considered  this. 


5348.  I am  not  sure  that  the  two  ques- 
tions are  not  confused.  There  is  the 
requirement  to  give  72  hours’  notice,  and 
there  is  the  requirement  that  the  patient 
should  sign  a form  to  that  effect.  Have  you 
considered  the  possibility  that,  both  in  the 
case  of  the  voluntary  patient  and  in  the  case 
of  discharge  by  relatives,  there  should 
be  a general  statutory  requirement  of  a 

period  of  72  hours’  notice? This  was 

considered  at  great  length,  and  the  reason 
for  this  recommendation  is,  I think,  fairly 
clear.  Many  people  are  concerned  about 
those  voluntary  patients  who  have  not  re- 
covered, but  who  are  nevertheless  leaving 
hospital ; they  are  in  an  unsatisfactory  state, 
and  yet ' perhaps . not  so  ill  that  they  can 
be  easily  dealt  with  under  the  present  legal 
methods.  In  country  districts  it  might  be 
difficult  to  get  in  touch  with  relatives.  There 
are  means  of  persuading  a patient  to  re- 
main a little  longer  while  you  get  in  touch 
with  his  relatives,  but  there  is  no  doubt 
it  can  be  very  difficult  in  some  areas.  The 
question  of  contraot,  which  I think  is  what 
you  are  asking  about,  is,  I agree,  a difficult 
one.  It  would  seem  that  an  opinion  has 
been  expressed  that  you  cannot  compel 
voluntary  patients  to  remain  for  72  hours, 
even  though  they  give  you  written  notice  ; 
but  we  have  said  here,  on  the  discharge  of 
voluntary  patients,  that  it  does  not  mean 
we  intend  to  keep  the  patient  for  72  hours  ; 
if  they  insist  they  may  be  allowed  to  leave 
immediately,  although  one  can  use  one’s 
discretion.  (Dr.  Burke):  This  is  in  fact 
one  of  the  points  on  which  it  is  very  easy 
to  come  down  on  either  side  of  the  fence. 
Nobody  quite  knows  what  is  the  right 
thing.  We  would  not  like  the  contract 
method  ; we  do  not  want  any  more  printed 
pieces  of  paper  with  questions  on  them. 
We  want  the  thing  to  be  made  simpler, 
and  without  any  awesome  formulas,  and 
we  have  not  suggested  any.  But,  as  I say, 
we  want  to  ask  for  the  72  hours’  notice. 
The  point  is  we  all  think  probably  the  legal 
power  of  control  should  be  made  clear  ; 
the  72  hours,  if  we  could  get  it,  would  be 
used  for  the  patient’s  benefit. 

5349.  We  had  a point  made  by  the 
Association  of  Psychiatric  Social  Workers 
yesterday  which  was  new  to  me.  Their 
opinion  was  that  signing  a form  of  appli- 
cation for  admission  in  the  case  of  volun- 
tary patients  often  gave  the  voluntary 
patient  a feeling  of  confidence  that  he 
could  get  out,  even  at  72  hours’  notice,  if 
he  wished  ; and  that  therefore  it  might  be 
undesirable  to  get  rid  of  that  particular 

piece  of  paper  altogether. (Dr.  Brookes) : 

I have  found  it  a useful  argument  when 
a patient  is  asked  to  sign  an  application  and 
asks,  “ If  I sign  this  will  I be  able  to  get 
out  again?  ”,  and  I am  able  to  point  out 
that  on  three  days’  notice  they  can  leave  ; 
and  they  have  a certain  confidence  in  that. 
That  does  not  happen  very  often,  but  it 
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is  particularly  effective  with  rather  depressed 
mental  patients.  (Dr.  Odium):  I have 
found  it  to  be  quite  effective  when  you 
can  say,  “Look,  here  is  the  promise  that 
you  can  go  out  in  (three  days.  After  all, 
if  you  stay  in  a hotel  for  the  week-end 
you  have  got  to  do  pretty  well  that  ”,  and 
they  say,  “ Yes,  I suppose  I have  ” ; and  it 
is  most  comforting. 

5350.  Have  you  ever  known  a specialist 
reluctant  to  allow  a voluntary  patient  to 
sign  that  form  on  the  ground  that  she  is 
not  competent  to  effect  a contract,  and  that 
she  should  be  certified  rather  than  become 

a voluntary  patient. (Dr.  Brookes):  If  a 

patient  has  frequently  sought  admission  to 
hospital  and  stays  there  for  two  or  three 
days,  and  then  has  gone  home,  and  then 
come  back  again,  one  has  refused  the 
opportunity  to  sign  a form,  because  it  was 
quite  obviously  contrary  to  the  interests  of 
the  patient  and  the  hospital  that  they  should 
go  on  doing  it. 

5351.  I am  not  thinking  of  that.  I am 
thinking  that  there  may  be  opposition  on 
the  part  of  the  psychiatrist  in  charge  of 
the  observation  ward  to  recommending  that 
a particular  patient  should  be  taken  in  as 
a voluntary  patient,  on  the  grounds  that 
she  is  not  capable  clearly  of  understanding 

the  application  form? 1 have  not  met 

that  myself.  Sir.  I find,  as  a general  rule, 
one’s  attitude  is  that  she  can  understand  it. 

5352.  In  paragraph  37  you  mention  the 
doctrine  of  the  continuing  will.  What  is 

the  doctrine  of  the  continuing  will? 

(Dr.  Odium.)  It  is  rather  parallel  to  the 
doctrine  that  is  accepted  in  the  intention 
to  desert.  If  a man  deserts  his  wife  and 
then  goes  into  a mental  hospital,  we  have 
rather  assumed  that  his  intention  to  desert 
persists,  unless  he  expresses  some  other 
opinion.  That  came  up  in  connection  with 
the  JRoyal  Commission  on  _ Marriage  and 
Divorce,  and  I think  this  is  parallel.  If 
a person  expresses  a will,  and  then,  for 
some  reason  or  another,  becomes  unable 
to  express  either  willingness  or  unwilling- 
ness, one  assumes  that  his  original  will 
continues. 

5353.  Are  you  aware  of  the  doctrine  of 
the  continuing  will  applying  in  any  other 
case  but  the  case  of  a legally  enforceable 

contract? No.  I suppose  that  is  where 

it  would  arise. 

5354.  When  you  are  trying  to  get  away 

from  a legally  enforceable  contract,  I am 
not  quite  sure  that  this  would  be  com- 
patible, but  I am  not  a lawyer. (Dr. 

Burke):  The  trouble  is  that  none  of  us  are 
lawyers.  Somebody  just  produced  this,  and 
we  thought  it  looked  nice.  It  certainly 
expresses  what  we  want  to  say. 

5355.  (Sir  Cecil  Oakes):  Do  you  mean 

that,  independently  of  the  law,  it  is  a good 
idea  in  your  view? Yes. 


5356.  (Chairman):  On  paragraph  45,  wc 

have  asked  several  witnesses  on  this  point 
whether  there  is  any  clinical  basis  for  re- 
commending the  period  of  six  months?  If 
one  is  going  to  recommend  a definite  period 
one  wants  to  base  it  on  some  kind  of 
reason. (Dr.  Brookes):  I am  not  pre- 

pared to  quote  figures  at  the  moment,  but 
I think  if  one  examines  the  figures  one 
would  find  that  quite  a reasonable  percen- 
tage would  show  recovery  within  six 
months. 

5357.  The  view  has  been  expressed  to  us 

that  that  is  true,  but  that  if  there  were  a 
six  months’  period  hospitals  might  be  un- 
desirably rushed  in  having  to  decide  whether 
or  not  to  ask  for  a renewal  for  patients 
who  were  almost  but  not  quite  recovered, 
and  that  there  would  be  quite  a lot  of 
patients  about  whom  the  hospitals  would 
have  to  make  up  their  minds,  rather  pre- 
maturely, at  the  end  of  six  months. 

Most  discharges  would  not  be  at  the  end 
of  six  months ; they  would  be  some  time 
during  the  six  months’  period.  Patients 
might  be  discharged  by  the  hospital,  at  the 
end  of  two,  three  or  four  months.  I do 
not  think  there  is  any  special  significance 
in  the  period,  other  than  that  a large  num- 
ber of  the  patients  would  have  recovered 
within  that  period.  They  would  not  all  be 
kept  for  the  rest  of  the  six  months — far 
from  it.  (Dr.  Burke):  I think  the  six 
months’  period  is  just  a period  in  round 
figures  which  is  convenient  for  working  out 
this  sort  of  thing,  and  it  has  no  relation  to 
the  length  of  time  which  an  individual 
stays.  It  is  merely  that  if  you  give  authority 
for  six  months,  quite  a number  of  the 
patients  will  have  gone  before  the  end  of 
that  period.  If  you  give  another  six  months, 
then  another  lot  will  have  gone.  (Dr. 
Brookes):  In  addition,  it  was  also  put  in 
as  one  of  the  -safeguards  in  deference  to 
public  opinion,  in  (that  if  one  said  twelve 
months  people  might  say  that  this  is  an 
awful  long  time  to  be  able  to  detain  a 
patient  without  review. 

(Chairman):  I think  we  have  reached 
the  point  at  which  Dr.  Jackson’s  point 
about  the  patient’s  right  of  appeal  during 
a temporary  admission  period  arises. 

5358.  (Mr.  Jackson ):  It  really  comes 
under  paragraph  49.  Perhaps  I could  put 
it  like  this.  You  are  making  a case,  which 
has  also  been  put  to  us  by  other  witnesses, 
for  this  temporary  admission  of  patients 
for  six  months,  extendable  for  up  to  two 
years,  and  for  doing  away  with  certification 
before  admission.  A strong  case  has  been 
made  out  for  that ; I will  put  it  like  that 
at  the  moment.  But  obviously  the  safe- 
guards matter  a great  deal.  You  point  out 
that  the  two  medical  certificates  would  be 
an  additional  safeguard  and  that  there  is 
the  right  of  the  relatives  to  discharge.  That 
of  course  does  not  arise  if  there  are  not 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  BRITISH  MEDICAL  ASSOCIATION 


1073 


any  relatives,  and  in  certain  cases  the  rela- 
tives may  be  only  too  glad  not  to  exercise 
it.  In  some  cases  I think  it  undoubtedly 
places  the  relatives  in  a somewhat  difficult 
position,  because  the  patient  says  to  them, 
" You  could  get  me  out  if  you  would,  but 
you  will  not”,  and  all  the  relatives  can 
do  is  to  fall  back  on  the  doctors.  So  that 
we  get  a position,  I think,  where  one  must 
have  a safeguard  that  is  external  to  the 
doctors  and  to  the  hospital.  That  appears 
to  leave  as  possibilities  the  < Board  of 
Control,  or  some  form  of  local  independent 
body.  I think  you  accept  the  Board  of 

Control  as  one  possible  external  body. 

There  is  more  than  that  in  it,  because  there 
is  the  approach  to  the  Hospital  Manage- 
ment Committee  which  of  course  is  carrying 
out  statutory  visits  in  the  hospital,  and  can 
be  approached  by  any  patient. 

5359.  I should  have  made  myself  clearer 
there.  That  Committee  is  very  closely  asso- 
ciated with  the  hospital.  We  have  heard 
views  from  witnesses  of  difficulty  in  re- 
garding that  as  a body  entirely  independent 
of  the  Medical  Superintendent  and  the 
medical  side  of  the  hospital.  That  is  what 
T meant  in  saying  that  one  must  look  for 
a body  outside  the  hospital,  which  would 
appear  to  give  one  the  Board  of  Control  as 
one  possibility,  and  some  independent  body 
as  another  one— -either  a choice  between 
them  or  both.  What  I do  not  understand 
is  why  you  seem  to  accept  that  to  a certain 
extent  by  suggesting  this  interview  with  a 
justice,  but  cfo  not  seem  to  be  willing  to 
give  the  outside  body  the  power  to  give 
an  independent  decision.  Apparently  there 
is  to  be  an  interview,  and  I cannot  under- 
stand quite  where  it  gets  to.  What  is  the 
justice  expected  to  do?- — -The  suggestion 
made  in  our  recommendation  is  that  after 
interview  the  magistrate  would  cither  en- 
dorse the  application  or  else  make  a recom- 
mendation to  the  Hospital  Management 
Committee  that  the  case  be  reconsidered. 

5360.  Yes,  he  has  either  got  to  say  he 
approves  or  say  in  effect  he  thinks  it  wants 
looking  at  again.  Why  are  you  not  pre- 
pared to  go  Jurther  than  that  and  say  that 
if  there  is  a judicial  review  it  should  be  a 
complete  one?— — Because  it  will  then 
approximate  too  closely  to  the  present 
judicial  order.  If  you  are  thinking  in  terms 
that  the  magistrate  should  make  a deten- 
tion order,  that  would  approximate  very 
nearly  to  the  summary  reception  order,  the 
judicial  order. 

5361.  This  is  on  the  patient’s  own  appli- 
cation, is  it  not? Yes. 

5362.  Is  that  not  a rather  different 
proposition  from  certification  before  entry, 
which  is  something  that  the  patient  does 
not  seek,  and  in  fact  would  wish  to  avoid? 

It  is  a different  proposition  in  our 

minds,  Sir.  I do  not  know  whether  it 
would  be  different  in  the  minds  of  the 


public.  If  the  patient  thinks  that,  having 
seen  a magistrate  who  states  that  he  should 
remain  in  hospital,  he  would  in  effect  have 
been  certified,  it  might  give  him  a certain 
feeling  of  reluctance  to  ask  for  a magistrate. 

5363.  Suppose  under  this  type  of  judicial 
review  the  magistrates  do  not  make  an 
order  for  the  continuing  detention,  they 
simply  say  they  find  no  grounds  for  making 
an  order  for  discharge,  then  presumably 
the  patient  stays  on  the  recommendations 
that  he  is  already  there  on ; would  that  be 

a bad  system? That  certainly  might 

work— that  is  personal  opinion.  I have 
not  discussed  that  with  my  colleagues,  but 
I think  it  might  work. 

5364.  It  seems  probable  that  the  public 
would  expect  a good  deal  of  safeguard  if 
detention  for  six  months,  and  extendable 
by  six  months  to  two  years,  can  be  entirely 

on  medical  recommendations? This 

arises,  if  I understand  you  correctly, 
largely  in  the  case  of  the  patient  who  has 
no  _ relatives,  because  in  the  case  of  the 
patient  who  has  relatives  you  have  got  a 
number  of  other  external  safeguards, 
although,  as  you  say,  the  relatives  might 
be  anxious  to  keep  the  patient  in  hospital. 
It  depends  of  course  on  the  size  of  the 
family.  There  are  many  factors  coming  in 
here.  I very  often  find  the  converse  and 
that  is  that  many  relatives  want  the 
patient  out  when  they  should  not  be  out 
of  hospital.  I do  see  your  point  and  it 
is  an  extremely  difficult  one  to  circumvent 
without  introducing  some  definite  legal 
action ; but  our  view  is,  we  want  to  avoid 
anything  which  is  too  definitely  legal.  We 
suggest  here  the  magistrate  might  endorse 
the  application  form  to  show  he  approves. 

5365.  (Dr.  Rees):  Why  not  give  him  the 

power  to  discharge  the  patient?  (Mr. 
Jackson ):  That  is  what  I was  putting,  that 
he  should  have  power  to  discharge  or 
power  to  say  he  does  not  want  to  inter- 
fere.-  That  he  does  not  want  to  interfere, 

yes. 

5366.  I am  suggesting  both  powers,  and 
what  I want  to  know  from  you  is  what 
repercussions  you  think  this  would  have, 
if  there  were  such  a scheme,  upon  your 

position  in  relation  to  your  patients. 

From  what  point  of  view.  Sir? 

5367.  On  the  whole  you  wish  to  see 
patients  approaching  as  much  to  the  volun- 
tary position  as  you  can,  to  do  away  with 
certification  as  it  is  now  known.  Could 
one  devise  a safeguard  more  of  the  kind 
we  have  been  discussing  that  might  be 
satisfactory  to  the  public  without  being  dis- 
advantageous to  your  position  as  medical 

people? 1 still  think,  Sir,  we  wish  to 

remove  these  matters  as  far  from  the 
justice  as  Dr.  Wand  wants  to  remove  the 
mental  hospital  from  the  neighbourhood  of 
the  prison. 
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5368.  (Chairman):  You  cannot  abolish 
the  patient’s  right  to  habeas  corpus!—— 
(Dr.  Burke):  I think  our  feeling  was  that 
if  the  outside  impartial  magistrate  comes 
in  as  the  patient’s  friend,  as  it  were,  and 
if  after  his  interview  he  recommends  to 
the  Committee  that  they  should  think 
again,  that  is  a very  strong  suggestion  to 
the  Committee  and  they  will  go  into  the 
case  very  carefully  and  thoroughly  and  if 
they  are  not  satisfied  they  will  ask  the 
Board  to  help  too.  If  there  is  the  slightest 
real  reason  why  the  patient  should  not  be 
kept,  we  think  that  he  will  go  out. 

5369.  (Sir  Cecil  Oakes):  Would  it  not 
be  a good  extension  of  your  suggestion  to 
do  what  Dr.  Jackson  suggested,  to  give  the 
magistrate  power  in  appropriate  cases  to 
direct  discharge?  Is  not  that  the  firmest 

safeguard  of  all?- 1 do  not  think  we 

would  absolutely  refuse  that.  We  would 
regret  it.  (Dr.  Brookes) : It  is  very  diffi- 
cult, Sir,  because  the  position  is  going  to 
be  that  the  magistrate  is  going  to  examine 
the  patient  from  the  point  of  view  of  his 
mental  illness,  and  decide,  presumably  on 
a par  with  the  consultant,  that  this  patient 
is  not  mentally  ill.  If  he  is  going  to  ask 
the  doctor  why  he  thinks  the  patient 
should  remain  there,  his  reasons  are 
already  stated  in  the  medical  statements. 
The  magistrate  would  normally  have,  to 
decide,  I presume,  upon  his  own  opinion. 

5370.  (Mr.  Jackson):  Not  necessarily. 

What  we  should  be  doing  is  devising  a 
safeguard,  not  something  which  would 
normally  be  working  in  all  cases.  One 
point  is  that  if  you  do  bring  in  a right  of 
appeal  to  a judicial  authority,  that  judicial 
authority  would  have  the  right  to  call  for 
further  evidence.  I imagine  this  would 
happen  in  very  rare  cases ; it  is  not  a thing 
I imagine  would  often  happen,  but  the 
point  is  that  there  would  be  the  possibility. 
It  is  the  very  rare  case  after  all  upon  which 
the  working  of  some  of  these  things  does 
depend.  What  I am  concerned  about  is  to 
try  to  find  a safeguard  that  appears  really 
adequate,  and  that  will  not  in  fact  be  a 
nuisance  in  the  way  it  works.  You  have 
said  that  everything  depends  really  upon 
the  trust  which  is  placed  in  the  medical 
service.  I think  it  does  too,  but  is  not  that 
trust  rather  helped  perhaps  by  having  this 
kind  of  safeguard  in  the  background? — — 
Yes,  I should  think  it  could  be  worded  in 
that  way,  that  the  magistrate  might  have 
the  power  to  determine  the  order — if  I may 
use  the  word  “ order  ” for  the  moment. 

5371.  I think  you  must  have  a certain 

trust  in  the  judicial  process  and  assume 
that  a magistrate  would  not  make  an  order 
for  discharge  on  his  own  judgment  flatly 
against  all  the  medical  evidence  forth- 
coming?  We  are  bound  to  have  as  much 

trust  in  the  magistrate  as  we  hope  the 
patient  will  have  in  us! 


5372.  (Chairman):  You  seem  to  recom- 
mend bringing  in  the  judicial  authority  on 
the  strict  understanding  that  he  should  act 

in  an  utterly  non-judicial  way. (Dr. 

Burke):  I think  we  want  to  bring  him  in 
less  as  a magistrate  than  as  a man  of  some 
public  standing. 

5373.  I do  not  know  whether  you  put  in 
the  proviso  “within  four  weeks  of  admis- 
sion ” from  a feeling  that  the  public  should 
be  assured  that  the  man  should  not  be 
detained  more  than  four  weeks  without 
some  judicial  review.  What  was  the  reason 

for  that? (Dr.  Brookes):  It  was  thought 

better  that  it  should  be  within  a definite 
period,  just  as  at  the  present  time  a 
private  patient  who  has  not  been  seen  by  a 
magistrate  must  be  given  a notice  within 
24  hours  of  admission,  saying  that  he  may 
be  seen  by  a magistrate. 

5374.  We  have  received  precisely  con- 
trary evidence  from  at  least  one  of  our 
authoritative  witnesses,  to  the  effect  that 
the  patient  should  not  be  allowed  to  appeal 
to  a justice  under  three  months  at  the 

earliest. (Dr.  Burke):  We  thought  it 

should  be  soon  after  admission  when  he 
has  had  time  to  settle  and  think  things  out 
a little  bit,  but  otherwise  pretty  soon.  Four 
weeks  is  about  right.  (Dr.  Brookes):  I 
think,  Sir,  four  weeks  is  far  more  desir- 
able. If  one  says  three  months,  when  prob- 
ably the  patient  has  largely  recovered,  the 
magistrate  might  have  great  difficulty. 

5375.  If  he  had  settled  down  he  would 

not  want  to  appeal? He  may  even  settle 

down  to  such  an  extent  that  his  main 
symptoms  are  not  apparent.  For  example, 
we  get  patients  admitted  under  an  emer- 
gency order  who  improve  so  much  that 
they  insist  on  going  home;  we  know  they 
are  still  very  ill,  but  when  we  bring  in  a 
magistrate  and  a doctor,  they  can  do  noth- 
ing. (Dr.  Odium):  I think  we  would  want 
perhaps  to  add  after  “ interviewing  the 
patient”  in  the  last  sentence  of  paragraph 
49,  “ and  obtaining  other  relevant  informa- 
tion ”.  That  is  what  we  mean. 

5376.  You  seem  to  assume  that  at  the 
end  of  two  years,  and  not  later  than  the 
end  of  two  years,  there  should  be  a full 
judicial  review,  and  at  that  point  certifica- 
tion should  come  in.  Is  that  really  desir- 
able? Fven  if  at  the  end  of  two  years 
you  ought  to  have  a judicial  review,  do  you 
want  to  exclude  the  possibility  of  the  justice 
simply  approving  another  six  months  or  a 

year  for  further  treatment? (Dr. 

Brookes):  The  word  “tempiprary”  rather 
loses  its  meaning,  Sir,  does  it  not,  if  one 
goes  on  and  on  extending.  I think  that 
one  appreciates  there  are  not  many  patients 
left  at  the  end  of  twelve  months  after 
admission,  and  at  the  end  of  two  years 
there  would  be  even  less,  and  they  are 
likely  to  be  the  patients  who  are  going  to 
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require  to  remain  in  hospital  for  a very 
long  period. 

5377.  (Dr.  Rees):  Supposing  the  relatives 

of  that  patient  do  not  want  to  have  him 
certified,  would  it  not  be  fairer  to  con- 
tinue?  (Dr.  Wand) : If  you  use  the  word 

“hopefully”  instead  of  “temporarily” 
you  really  get  close  to  the  position  we  are 
trying  to  reach.  I personally  as  a general 
practitioner  am  not  necessarily  in  agree- 
ment with  my  colleagues  on  this  because 
I am  concerned  with  treatment  of  old  people 
and  I would  say  without  any  qualification 
at  all  that  for  old  people  particularly  the 
temporary  stage  should  go  on  and  on  as 
long  as  the  patient  is  alive. 

5378.  (Mr.  Jackson ):  I see  your  diffi- 
culty. You  cannot  very  well  have  a tem- 
porary procedure  which  does  go  on  and  on 
in  this  kind  of  way,  which  may  be  going 
to  go  on  for  twenty,  thirty  or  forty  years? 
- — -With  geriatric  cases  they  are  not 
likely  to  go  on  twenty,  thirty  or  forty 
years,  and  to  put  a line  of  demarcation  may 
be  all  right  for  the  majority  of  cases,  but 
why  should  a person  be  certified  because 
by  the  will  of  God  and  the  doctor  he  has 
happened  to  survive  that  two  years?  I do 
not  think  it  should  make  any  difference; 
the  purpose  with  old  people  is  surely  to 
keep  them  from  certification ; and  there- 
fore we  have,  as  we  have  to  do  so  often 
in  ithis  country,  to  use  our  common  sense. 


I say,  rightly  detained  under  this  temporary 
order  are  we  suggest  very  often  much  more 
settled  if  they  continue  to  live  beyond  that 
two  years  and  could  probably  then  be  dis- 
charged to  a geriatric  unit.  I do  not  think 
many  patients  would  be  involved  in 
this  difficulty  Dr.  Wand  is  envisaging, 
provided  the  geriatric  units  are  built. 

5380  (Or.  Rees):  Supposing  you  cannot 
»uild  the  geriatric  units  within  two  years 
and  the  patient  does  not  die ; why  certify 

him? 1 can  see  one  way  round  it  but 

dare  not  suggest  it ! 


5381.  (Mrs.  Braddock):  The  way  round  it 

is  not  itio  certify? (Dr.  Odium):  There  is 

the  continuing  order.  (Dr.  Brookes ):  If  we 
do  this,  are  we  not  going  to  transfer  the 
label  of  certification  to  what  is  later  going 
to  be  known  as  a temporary  order  and 
continuing  order? 


5382.  (Chairman):  My  next  point  is  on 
paragraph  62,  the  next  point  where  you 
diverge  from  the  Royal  Medico-Psycho- 
logical Association  memorandum.  I am  not 
quite  sure  m what  that  differs  from  the 
Royal  Medico-Psychological  Association? 

(Dr.  Burke):  It  is  a verbal  difference 
to  make  the  position  of  the  psychiatric 
social  worker  quite  clear,  because  she  is  a 
rather  special  person  with  special  back- 
ground and  qualifications  and  training,  and 
does  not  quite  fit  in  to  the  other  mental 
health  workers. 


5379.  This  brings  me  back  again  to  the 
point  that  surely  one  has  to  devise  a 
system  so  that  the  general  public  feels  that 
there  cannot  be  any  talk  about  a person’s 
being  detained  wrongly  and  so  forth.  It  is 
as  important  surely  for  you  as  for  anybody 
else  that  allegations  of  that  kind  should 
be  manifestly  absurd.  Surely  it  would  be 
of  great  assistance  to  the  system  if  one 
could  point  out  that  a person  may  be 
detained,  with  various  safeguards  and  rights 
of  appeal,  for  six  months  and  another  six 
and  so  forth,  but  that  there  comes  a point 
at  which  there  must  of  necessity  be  some 
outside  review?  It  does  not  necessarily 
mean,  I think,  that  the  detention  would 
continue  on  a judicial  order  as  if  it  were 
a court  order,  but  it  would  enable  one  to 
say  that  of  necessity  after  this  length  of 
time  there  is  an  outside  review,  and  deten- 
tion may  only  continue  if  that  outside 
review  finds  that  it  is  proper.  Is  that  not 
really  a strengthening  of  your  whole  atti- 
tude rather  than  a weakening  of  it? 

(Dr.  Brookes):  I agree  entirely,  Sir.  I 
think  one  is  bound  to  have  an  arbitrary 
time.  It  then  becomes  a judicial  order  or 
not  as  a matter  of  terminology.  But  I am 
in  sympathy  also  with  Dr.  Wand’s  view 
with  regard  to  the  elderly.  One  answer  I 
might  make  to  that  is  that  a large  number 
of  the  elderly  who  do  come  in  and  are,  shall 


5383.  But  surely  the  duly  authorised 
officer  is  sometimes  a mental  welfare 
officer?-  Yes,  but  probably  very  seldom 
a psychiatric  social  worker.  The  psychiatric 
social  worker  is  in  a class  apart ; they  are 
a very  special  group  of  people.  The  name 
is  a trademark,  and  you  must  not  call  any- 
body else  a psychiatric  social  worker.  (Dr. 
Cohen):  It  is  a special  qualification,  Sir, 
if  I may  say  so.  (Dr.  Burke):  They  have 
a very  special  training  and  background. 
May  I call  your  attention  to  paragraph  '64? 
We  have  recommended  that  the  duly 
authorised  officer  should  have  the  right  to 
obtain  specialist  advice.  In  a sense  that  is 
a professional  thing  but  it  does  seem  that 
the  duly  authorised  officer  should  have  the 
right  tp  ask  the  consultant  to  go  out  on  a 
visit,  which  at  present  strictly  speaking  he 
may  not  do ; he  can  only  ask  the  general 
practitioner  who  can  arrange  it.  It  would 
help  the  duly  authorised  officer  in  his  posi- 
tion and  enable  him  to  get  over  some  diffi- 
culties. I do  not  know  how  far  that  comes 
under  this  Commission. 

5384.  It  rather  depends  on  whether  you 
wish  to  give  the  duly  authorised  officer  an 

independent  position. He  is  the  boss.  He 

does  what  he  thinks. 

5385.  Has  he  an  independent  position 

now? Yes. 
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5386.  Is  he  not  under  the  orders  of  the 

Medical  Officer  of  Health? No  ; he  may 

be  grumbled  at  afterwards  but  he  cannot 
be  ordered.  He  has  the  sole  responsibility 
and  general  practitioners  sometimes  grumble 
because  he  says  he  does  not  agree  with 
them.  I think  if  you  could  bear  with 
Dr.  Wand  a moment  he  will  manage  not 
quite  to  explode  on  the  subject!  (Dr. 
Wand ) : Personally  I have  found  them  very 
helpful.  I think  most  of  them  have  gone 
through  the  whole  mill  of  training  and  have 
become  very  efficient,  and  they  are  very 
helpful.  The  machinery  is  that  we  notify 
the  duly  authorised  officer  and  the  duly 
authorised  officer  brings  in  the  consultant. 
They  do  act  without  specialist  opinion  in 
very  obvious  cases.  I think  it  is  as  simple 
as  that,  but  I think  it  is  essential  that  the 
duly  authorised  officer  must  be  a very  well 
informed  and  well  trained  person. 


5387.  ( Sir  Cecil  Oakes):  In  an  area  like 
Birmingham  this  is  simple,  but  how  do  you 
apply  it  in  Wales  and  in  my  county,  which 
is  very  rural,  where  the  duly  authorised 
officer  has  not  got  a consultant  available 

at  a moment’s  notice? (Dr.  Brookes):  It 

is  difficult,  I agree,  Sir,  but  a considerable 
consultation  can  take  place  over  a tele- 
phone. (Dr.  Wand) : I do  not  know 

exactly  how  it  would  work,  but  I presume 
the  information  the  officer  would  give,  plus 
a letter  to  the  local  hospital,  would  at  least 
enable  the  patient  to  get  to  the  local  hos- 
pital and  be  seen  by  somebody. 

5388.  You  mentioned  a domiciliary  visit. 
It  is  quite  simple  when  the  patient  gets  to 
hospital,  but  if  the  duly  authorised  officer 
as  well  as  the  general  practitioner  can 
demand  the  services  of  consultants,  you 
would  not  in  the  country  districts  have 

enough  to  go  round,  would  you? (Dr. 

Odium) : Might  I draw  attention  to  a point 
in  our  last  sentence?  “The  mental  welfare 
officer  should  be  required,  when  deciding 
on  the  action  to  be  taken,  to  have  regard 
to  the  opinion  and  advice  which  a psychia- 
tric specialist  may  have  given”.  We  put 
that  in  quite  intentionally  because  we  can 
give  you  instances  in  which  they  have  over- 
ridden the  opinion  of  a psychiatric  special- 
ist. It  has  occurred  in  both  the  hospitals 
with  which  I am  connected.  In  one  case 
there  was  a patient,  very  acute,  in  the 
general  ward  causing  a great  deal  of 
disturbance  and  we  asked  the  duly  autho- 
rised officer  to  come  in  and  make  a three- 
day  order,  and  the  duly  authorised  officer, 
although  I had  been  called  in  as  psychiatric 
specialist  and  given  a recommendation, 
refused  to  act,  and  we  were  left  with  an 
acute  patient  and  nothing  could  be  done. 


5389.  If  the  duly  authorised  officer  is  to 
have  a statutory  responsibility  I do  not 
think  one  could  impose  upon  him  a duty 
to  comply  with  somebody  else’s  instructions. 


Do  you  think  we  could  go  so  far  as 

to  say  that  he  should  have  regard  to  advice? 

5390.  (Dr.  Rees):  What  the  duly  autho- 
rised officer  actually  does  is  to  call  in 
nurses  to  assist  him  to  remove  the  patient 
to  an  observation  ward  or  to  a mental  hos- 
pital. He  does  not  do  it  himself;  do  you 
believe  the  doctor  should  be  able  to  do  that 

himself? Do  you  mean  without  the 

intervention  of  the  duly  authorised  officer? 

5391.  Yes. (Dr.  Brookes):  We  have 

already  suggested  that  an  emergency  order 
could  be  made  on  the  request  of  a relative 
with  the  doctor’s  recommendation.  If  that 
were  so,  if  the  request  were  made  and.  the 
recommendation  signed,  I fail  to  see  how 
the  duly  authorised  officer  could  refuse  to 
act.  (Dr.  Odium):  You  cannot  always 

get  the  relative.  In  this  particular  case  the 
only  relative  was  in  Yorkshire  and  the 
patient  was  in  London.  I think  it  would 
satisfy  us,  Sir,  if  you  would  be  prepared  to 
endorse  what  we  say,  that  they  should  have 
regard  to  the  specialist  opinion,  that  they 
should  not  completely  ignore  it. 

5392.  (Chairman) : I wonder  why  the  duly 
authorised  officer  should  come  in  at  all  in 
a case  like  that?  It  is  a question  of  a 
transfer  between  one  hospital  and  another. 
Should  it  not  be  done  by  the  hospital,  with 
the  advice  of  the  general  practitioner 

possibly? That  I think  can  happen.  You 

can  use  the  ordinary  emergency  order.  It 
did  happen  in  the  other  case  I was  con- 
cerned with,  where  the  patient  was  suicidal 
and  we  just  could  not  have  the  patient  stay- 
ing on  the  premises  and  we  did  not  feel 
like  letting  him  go  into  the  street  and  then 
notifying  a policeman ; that  would  have 
been  a terrible  thing  to  do,  to  have  him 
taken  up  by  the  police ; so  we  did  in  that 
case  use  the  ordinary  emergency  procedure, 
but  it  is  awkward.  (Dr.  Cohen):  In  a rare 
case?  (Dr.  Odium):  Yes.  (Dr.  Burke): 
The  point  of  this  section  of  our  evidence 
is  this.  The  duly  authorised  officer  is  the 
man  who  has  not  only  the  duty  but  the 
power,  we  do  not  want  to  remove  his  power 
which  seems  to  be  on  the  whole  necessary, 
but  we  think  the  only  way  in  which  you  can 
make  him  likely  to  behave  thoroughly  well 
in  all  cases  is  to  see  that  he  is  properly 
trained.  We  think  the  solution  of  the  diffi- 
culty is  thorough  training. 

5393.  (Dr.  Rees):  Could  you  give  him 
sufficient  training  to  enable  him  to  over-ride 
the  opinion  of  an  experienced  psychiatrist? 

To  give  him  such  training  that  he  will 

not  want  to,  to  let  him  know  a little  more 
about  the  whole  problem. 

5394.  (Chairman):  I have  already  men- 
tioned the  only  point  I wish  to  ask  about 

discharge  by  order  of  relatives. (Dr. 

Brookes) : Could  I go  back  to  a point  on 
paragraph  70?  I am  speaking  with  the 
agreement  of  my  colleagues,  although  this 
was  not  a point  considered  at  our  meetings. 
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Within  the  country  there  are  a compara- 
tively  small  number  of  mental  hospitals 
which  are  working  in  mixed  groups,  with  the 
result  that  there  is.  a Hospital  Management 
Committee  responsible  for  the  mixed  group 
and  that  all  members  of  the  Management 
Committee  have  statutory  powers  with 
regard  to  the  mental  hospital,  but  not  all 
Ttn.  m11*-  .see«  or  wor^  ^ mental  hospitals. 
While  this  has  not  happened,  and  I sin- 
cerely hope  will  not  happen,  it  means  that 
any  three  members  of  the  Management 
Committee  who  may  not  be  associated  with 
the  mental  hospital  have  the  right  to  dis- 
charge a patient  against  the  advice  of  the 
Superintendent,  which  is  obviously  un- 
desirable.  Equally,  in  the  House  Committee 
or  the  mental  hospital  there  are  usually  co- 
opted members  who  have  no  statutory 
powers  and  may  not  discharge  a patient  and 
may  not  even  be  counted  as  statutorily 
visiting  wards,  though  they  may  know  more 
about  the  hospital  than  the  members  of  the 
main  Committee.  I think  it  is  a point 
which  might  well  receive  consideration. 

5395.  (Sir  Cecil  Oakes) : It  is  particularly, 

I gather  the  mixed  groups  you  are  thinking 
or  { 1 think,  if  I remember  correctly, 

there  are  about  120  mental  hospitals  in  the 
country  in  mixed  groups,  of  which  17  are 
very  mixed.  There  are  also  some  that  have 
small  mental  deficiency  hospitals  attached  to 
them  ; that  cannot  be  helped,  that  is  prob- 
ably noit  too  inconvenient. 


5396.  (Chairman):  But  your  co-opted 

members  on  the  House  Committee  of  the 
mental  hospital,  by  whom  are  they  co- 
opted?;  By  the  Hospital  Management 

Committee  of  the  group,  but  they  have  no 
statutory  powers.  (Dr.  Burke):  They  are 
supposed  to  look  after  patients’  amenities, 
the  hbrary  and  such  things.  (Dr.  Brookes): 
And,  having  no  powers,  often  say  what  is 
the  good  of  their  visiting.  Also  the  House 
Committee  of  the  mental  hospital  can  only 
make  recommendations  to  the  Management 
Committee  and  the  Management  Committee 
as  a whole  may  reverse  the  decision,  with 
perhaps  75  per  cent,  of  them  not  knowing 
anything  about  the  mental  hospital. 

5397.  But  on  the  point  about  the  House 
Committee  of  co-opted  members,  would 
there  be  any  difficulty  in  having  the  co- 
opted members  pro  forma  confirmed  by  the 
Regional  Hospital  Board  in  which  case  they 
would  automatically  have  the  powers? 


it 5398.  (Mra.  Braddock):  Has  not  the 

House  Committee  to  have  upon  it  a certain 
number  of  members  of  the  Management 
Committee? Yes. 


5399.  So  that,  so  far  as  the  House  Com- 
mittee is  concerned,  you  have  actually  mem- 
bers who  have  the  power  to  act  as  part  of 

the  Management  Committee? Yes.  My 

own  House  Committee  for  example  includes 
probably  nine  members  of  the  Management 
Committee,  including  the  Chairman  and 


Vice  Chairman,  and  about  six  co-opted 
members.  The  only  people  with  statutory 
powers  on  that  Committee  are  the  Man- 
agement Committee  members.  The  recom- 
mendations going  from  that  House  Com- 
mittee to  the  Management  Committee  are 
conveyed  m the  minutes  of  the  House  Com- 
mittee, and  the  only  support  for  them  is 
perhaps  from  the  members  of  that  Com- 
mittee, who  may  well  be  out-voted  by  a 
preponderance  of  people  who  have  not  any 
particular  interest  in  the  mental  hospital, 
but  that  is  hardly  a legal  point. 

5400.  (Dr.  Rees):  Are  there  any  other 
disadvantages  attached  to  having  mental 

hospitals  in  mixed  groups? 1 could  go 

through  a large  list.  Sir,  but  I do  not  know 
that  they  come  really  within  the  terms  of 
reference  of  the  Royal  Commission.  They 
are  largely  administrative. 


5401.  (Chairman):  On  the  question  of 
discharge  by  order  of  relatives,  have  you 
considered  whether  an  alternative  to  extend- 
ing (the  scope  of  the  barring  certificate  might 
not  be  to  give  the  Medical  Superintendent 
the  right  to  discharge  on  a month’s  trial  in 

the  first  instance? Sir,  is  that  really  an 

alternative?  The  purpose  of  extending  this 
would  be  to  protect  the  patient  from  being 
sent  out  to  conditions  that  are  bad ; surely 
it  would  do  as  much  harm  to  send  him  out 
for  a month  possibly  as-  to  send  him  out 
lor  a longer  period.  In  any  case  we  have 
already  suggested  -that  the  Medical  Superin- 
tendent should  be  able  to  send  a patient 
out  for  a period  of  trial  if  he  so  wishes. 
I think  the  purpose  of  this  extension  is  to 
try  to  prevent  patients  being  removed  from 
the  hospital  by  rather  foolish  relatives  into 
conditions-  which  are  very  bad  for  the 
patient.  I have  known  such  a thing  happen. 

5402.  Would  -this  not  almost  put  the 
Medical  Superintendent  in  the  position  of 
judlging  the  quality  of  a home  which-  might 
be  ait  the  other  end  of  a county? — —(Dr. 
Burke):  He  has  the  social  worker’s  reports 
and  expert’s  reports  and  he  has  probably 
seen  the  home  on  a visit.  (Dr.  Wand):  It 
is  not  only  the  quality  of  a home,  but  the 
willingness  of  the  relatives  to  give  that  care 
which  may  be  necessary.  It  is  -the  ability 
and  the  willingness.  (Dr.  Odium):  This 
difficulty  does  arise  when  the  relative  who 
discharges  is  not  the  relative  who  takes 
charge  of  the  patient.  We  had  a case  where 
an  elder  brother  discharged  the  patient,  but 
the  relatives  who  -took  charge  of  him  were 
his  unmarried  sisters. 


5403,  I think  you  have  not  made  any 
recommendations  as  to  that?  Do  you  wish 
to  suggest  that  the  relative’s  right  of  dis- 
charge should  be  limited  to  the  right  to  dis- 
charge a person  .into  the  relative’s  own 

care? (Dr.  Brookes):  There  is>  protection 

here,  Sir,  surely  because  this  barring  certi- 
ficate is  not  of  any  permanency.  If  the 
relative  wishes  to  remove  a patient  under 
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Section  72,  one  may  only  bar  the  discharge 
of  the  patient  until  the  next  Committee 
meeting,  when  the  relative  may  appear  be- 
fore the  Oommittee  and  the  whole  of  his 
case  be  considered  by  the  Committee,  then 
the  Committee  can  over-ride  the  barring 
certificate.  It  is  only  a delaying  action. 
In  fact  in  my  own  hospital  last  week-end 
a patient’s  son  and  three  daughters  arrived 
at  the  front  door  with  a completed  Section 
72  order  signed  by  their  82  year  old  father 
who  was  blind,  removing  his  wife  aged  81, 
and  I am  quite  sure  the  result  would  be  to 
accelerate  the  wife’s  death,  but  I could  not 
stop  them.  I could  not  issue  a barring 
certificate  in  the  sense  'that  she  was  a danger 
to  herself. 

5404.  ( Lady  Adrian ):  You  only  issue  the 
barring  certificate  if  the  danger  is  to  the 
patient  herself  as  well  as  to  others.  It 
has  to  be  serious? — — Yes,  and  that  would 
only  have  a delaying  effect  until  it  is 
brought  before  the  Management  Committee. 
It  is  not  giving  the  Medical  Superintendent 
absolute  power. 

5405.  (Chairman):  There  is  perhaps  a 

case  for  the  alteration  in  terminology ; I 
think  “barring  certificate”  is  a very  for- 
midable name  for  it.- It  does  not  happen 

under  present  conditions.  I certainly  have 
not  issued  a barring  certificate  in  some  20 
years.  I do  know  of  one  or  two  which 
have  been  issued,  but  they  are  controlled 
very  largely  by  whether  the  patient  is  homi- 
cidal or  suioidal.  We  suggest  bringing  < in 
another  factor  and  saying  that  since  Section 
72  has  been  extended  under  the  National 
Health  Service  Act  to  cover  all  patients,  not 
only  private  patients,  it  would  be  well  to 
have  some  delaying  action  so  as  to  ensure 
the  relative  could  give  adequate  supervision 
to  the  patient. 

5406.  (Dr.  Rees):  Has  there  in  fact  been 

much  abuse  of  Section  72? 1 utilised  it 

originally  when  I went  up  to  Shropshire 
because  I found  certain  relatives  were  con- 
stantly appearing  at  Committees  and  I said, 
“ Very  well,  remove  your  relative  under 
Section  72”,  and  I neveT  heard  another 
complaint.  But  on  the  other  hand  I have 
known  a patient  removed  who  died  from 
exposure  some  time  afterwards.  (Dr. 
Odium):  Sir,  when  I was  on  the  governing 
body  of  Friern  Hospital  we  very  often  got 
people  who  wanted  to  exploit  patients  ; they 
wanted  tio  take  them  home  to  earn  money, 
in  small  tailoring  businesses  for  example. 
We  sent  our  social  worker  to  investigate 
and  often  the  conditions  under  which  they 
were  sleeping  and  living  were  very  unsuit- 
able. In  those  days  we  as  members  of  the 
Committee  could  prevent  this  patient  being 
■taken  out.  Now  the  patient  has  lost  that 
protection  and  we  cannot  stop  it ; so  I think 
this  would  help  the  patient  and  restore 
something  of  the  safeguard  which  was  lost 
with  the  new  Act. 


5407.  (Chairman):  Paragraph  76  repre- 
sents the  present  law,  does  it  not? (Dr. 

Brookes):  It  does. 

5408.  (Dr.  Rees):  How  long  does  your 

emergency  order  last? We  are  recom- 

mending 21  days. 

5409.  That  would  not  apply  to  patients 
under  the  temporary  order  of  course?  The 
appropriate  relative  could  discharge  them? 

Yes,  under  Section  72,  the  appropriate 

relative.  In  fact  I think  it  was  suggested 
the  term  “ appropriate  relative  ” might  be 
amended.  (Dr.  Odium) : I think  that  brings 
up  another  point,  where  the  father  or 
husband  takes  the  patient  away  and  some- 
body else  has  to  look  after  him  or 
her.  If  the  appropriate  relative  was 
defined  as  the  one  who  was  going  to 
take  care  of  the  patient,  that  might  safe- 
guard that.  (Dr.  Wand):  We  often  find  in 
practice  that  somebody  comes  along  in 
great  distress  because  a relative  living 
twenty  or  thirty  miles  away  is  going  to  see 
the  patient  in  hospital  and  wants  him  out, 
because  “ he  should  not  be  in  that  kind 
of  place”,  and  we  are  told  that  this  rela- 
tive will  ask  for  the  patient  to  come  out 
but  it  will  not  be  to  this  relative  that  the 
patient  will  go,  it  will  be  to  the  person 
who  has  complained  to  us.  I suggest  that 
the  appropriate  relative  should  be  defined 
as  “the  relative  from  whom  the  patient 
may  be  expected  to  receive  care  upon  dis- 
charge and  who  is  competent  and  able  to 
give  this  adequately  ”.  Those  words  are 
deliberately  chosen.  The  relative  should 
not  only  be  willing  to  take  the  patient  but 
be  able  to  give  the  care,  which  may  mean  a 
fair  amount  of  attendance,  it  may  even 
mean  constant  attendance.  (Dr.  Brookes): 
There  is  a difficulty  there,  Sir,  even  alter- 
ing the  wording  like  that,  a similar  difficulty 
to  that  under  Section  79,  where  the  rela- 
tive signed  an  undertaking,  going  back  to 
pre-National  Health  Service  days,  that  the 
patient  should  not  be  chargeable  to  the 
rates  again.  There  is  no  way  of  guarantee- 
ing that  the  proper  care  will  be  given  on 
of  enforcing  the  undertaking. 

5410.  (Chairman):  In  paragraph  81  you 
suggest  that  the  Hospital  Management 
Committee  should  have  much  greater  power 
of  giving  leave  of  absence  than  the  Medical 
Superintendent.  Is  that  for  the  purpose  of 
protecting  the  Medical  Superintendent? 

1 think  that  was  the  thought  in  the 

background,  Sir.  The  thought  was  maybe 
the  Superintendent  should  give  reasonable 
periods  of  leave  of  absence,  say  sixteen 
days,  but  that  for  any  longer  period  the 
Management  Committee  should  be  involved 
as  a matter  of  safeguard. 

5411.  I am  not  quite  clear  that  I under- 

stand the  last  part  of  paragraph  90  about 
transfer  orders.  You  say  it  should  remain 
the  responsibility  of  the  Management  Com- 
mittee of  the  receiving  hospital. That  is 
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the  present  practice,  Sir.  If  one  wishes  to 
transfer  the  patient  from  one  hospital  to 
another  then  the  Management  Committee  of 
the  receiving  hospital  draws  the  order  for 
transfer. 

5412.  But  in  certain  cases  it  needs  the 
sanction  of  the  Board  of  Control?— — 
That  is  in  private  cases,  Sir.  (Dr.  Burke): 
May  I just  call  attention  in  paragraph  85, 
Sir,  to  the  fact  that  we  have  said  “ in  con- 
sultation with  ,the  general  practitioner 
That  is  a definite  statement  that  when  a 
patient  goes  out  the  family  doctor  should 
know  and  be  consulted  and  considered.  It 
is  what  we  mentioned  earlier  on  and  it  is 
given  definitely  there  as  a recommendation. 

5413.  I appreciate  that.  I do  not  think  1 
have  any  questions  to  ask  from  here  up  to 
paragraph  122  which  finishes  the  mental 

illness  part  of  the  evidence. (Dr. 

Brookes):  There  was  some  doubt  about  this 
question  of  the  patient’s  property,  I believe, 
Sir.  It  is  in  paragraph  91. 

5414.  We  have  had  this  same  recom- 
mendation from  almost  everyone  in  very 
general  terms,  and  you  have  got  nothing 

more  precise  to  suggest? It  is  a very 

important  point.  Sir,  because  I have  fre- 
quently met  cases  coming  into  hospital 
where  there  is  a business  or  something  being 
handled  and  no  one  can  touch  the  money 
until  certain  legal  procedure  has  been 
followed.  If  the  procedure  could  be 
accelerated  either  by  making  use  of  the 
welfare  officer  employed  by  the  local 
authority  or  some  other  means,  it  would  be 
in  the  patient’s  interests,  I am  quite  sure, 
and  alleviate  a great  many  of  his  or  her 
anxieties.  Very  often  a patient  comes  in 
and  says,  “ What  is  happening  to  my  busi- 
ness and  my  house,  and  who  is  doing  this 
for  me  and  who  is  doing  that?  ” Tho 
welfare  officer  has  certain  responsibilities, 
but  they  do  vary.  In  my  area  he  is  very 
co-operative,  but  I was  recently  dealing  with 
another  welfare  officer  who  said,  “ Sorry,  it 
is  nothing  to  do  with  me”. 

5415.  I wonder  whether  the  present  diffi- 
culties are  to  some  extent  due  to  the 
prevalent  use  of  emergency  procedures? 
Really  these  things  ought  to  be  settled 

before  a patient  goes  into  hospital? If 

the  patient  comes  in  voluntarily  he  can  still 
deal  with  his  affairs.  If  he  comes  in  as  a 
temporary  patient  quite  obviously  he  is  not 
able  to  deal  with  his  affairs.  If  a patient 
oomes  in  under  a reception  order  he  loses 
his  civil  rights  and  cannot  handle  his  affairs, 
and  presumably  if  he  is  sufficiently  disturbed 
he  would  not  have  the  judgment  to  deal 
with  his  affairs  even  before  admission. 

5416.  Are  you  right  that  under  the 

present  temporary  procedure  he  is  auto- 
matically unfit? By  definition  he  is  un- 

able to  express  himself  as  willing  or  un- 
willing to  enter  hospital,  and  it  is  presump- 
tive that  his  mental  state  is  such  that  it 


would  be  unwise  .to  let  him  handle  his 
business. 

5417.  (Mrs.  Braddock):  Is  it  not  a matter 

of  co-ordination  between  different  depart- 
ments?  It  is  a matter  of  speeding  up. 

At  the  moment  receiverships  have  to  be 
applied  for.  By  the  time  the  affidavits  are 
completed  and  the  various  documents  are 
dealt  with,  it  takes  time.  We  have  not 
made  any  specific  recommendation  but  the 
idea  in  the  back  of  our  minds  is  to  give 
the  local  welfare  officer  some  responsi- 
bility for  the  patient’s  property,  to  act  to 
a limited  extent. 

5418.  (Sir  Cecil  Oakes) : Rather  like  the 

relieving  officer  in  the  old  days? He 

could  not  handle  money  directly  even  then. 
In  the  -old  days  a Hospital  Management 
Committee  could  handle  small  sums  of 
money  belonging  to  a patient,  but  not  nowa- 
days. (Dr.  Odium):  I think,  Sir,  if  I may 
intervene  once  again,  this  is  very  important. 
I have  seen  cases  where  families  were 
evicted  because  of  it,  and  the  rent  was  not 
paid. 

5419.  Was  there  any  property? It  did 

happen.  I am  afraid  I did  not  know  all 
that  was  behind  it. 

5420.  There  are  two  quite  separate  points, 
taking  care  of  the  patient’s  assets  and  pro- 
viding for  the  care  of  the  family  when  he 

has  not  got  any  assets? (Dr.  Brookes ): 

I have  -known  a case  of  that  type,  Sir, 
where  a patient  was  renting  accommodation 
and  had  the  means  to  continue  paying  rent 
but  could  not  do  so,  and  with  the  landlord 
of  that  particular  property  pressing  for 
eviction  it  meant  a constant  battle  to  make 
him  wait  and  assure  him  the  money  would 
ultimately  be  forthcoming. 

5421.  In  that  case  has  not  the  local 
authority  a statutory  duty  at  t-he  present 

moment? (Dr.  Cohen):  I think  it  is  a 

subject,  Sir,  on  which  the  local  authorities 
should  be  given  guidance,  and,  if  something 
possibly  could  be  said,  possibly  the  welfare 
officer  would  be  appropriate  because  he  is 
accustomed  to  doing  that  kind  of  work 
and  has  that  kind  of  authority. 

5422.  (Mrs.  Braddock) : Within  my  know- 
ledge there  are  plenty  of  methods  of  dealing 
with  it.  It  is  a question  of  the  co-ordination 
of  these  mot-hods.  If  it  is  the  breadwinner 
of  the  house  and  there  are  no  other  means, 
the  National  Assistance  Board  have  the 
responsibility  of  seeing  that  the  house  does 
not  go,  paying  the  rent  or  giving  financial 
assistance  to  the  family  which  are  left.  On 
the  other  hand  if  it  is  a question  of  a 
private  house,  there  are  means  ; the  local 
authority  have  various  powers  to  deal  with 

the  position. (Dr.  Brookes) : They  cannot 

release  the  patient’s  money  if  it  is  necessary 
for  the  running  of  a household  or  a business. 

5423.  I agree,  but  there  are  powers  to 

prevent  eviction,  if  they  are  acted  upon. 
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(Dr.  Burke)'.  Can  the  National  Assistance 
Board  put  in  people  to  run  a shop  if  it  is 
necessary,  or  to  sign  cheques?  (Dr. 
Cohen)-.  It  must  be  somebody  local  who 
can  take  action.  (Dr.  Brookes) : There  may 
be  some  other  member  of  the  family  who 
is  quite  capable  but  is  not  allowed  to  handle 
the  money. 

5424.  (Lady  Adrian)-.  The  other  member 

of  the  household  is  capable  and  should  be 
able  to  do  the  job? Yes. 

5425.  (Chairman)-.  T am  a little  alarmed 
at  the  way  everybody  assumes,  what  the 
Court  of  Protection  never  assumes,  that  a 
person  is  incapable  of  managing  his  own 
affairs,  without  specific  evidence  to  that 
effect.  Surely  under  the  new  system  ol 
temporary  admission  which  you  are  con- 
templating the  patient  ought  normally  to  be 
advised,  unless  his  condition  makes  it  quite 
impossible,  to  make  arrangements  tor  the 
conduct  of  his  property  during  his 
hospitalisation  as  if  he  were  suffering  from 

any  other  illness? -It  would  not  always 

be  possible.  One  can  visualise  a lot  ol 
patients  who  would  be  admitted  as  tem- 
porary patients  would  be  at  the  Paranoid 
type,  and  their  method  ol:  handling  the 
money  might  he  very  mvteh  agiunst  the 
interests  of  their  own  family.  (Dr.  Odium) . 
Sometimes  they  will  give  money  away  and 
throw  it  away  and  do  the  wildest  things. 
(Dr.  Burke):  This  comes  up  from  actual 
practical  experience  all  over  the  country  that 
there  arc  cases  which  do  need  instant  care 
of  the  patient’s  business  or  properly  ot 
whatever  it  may  be  and  you  cannot  gel 
instant  care  unless  someone  can  have  instant 
authority.  It  takes  a few  days  to  get  the 
Court  of  Protection  going. 

5426.  What  happens  with  a man  who  has 
a "serious  accident  and  goes  to  a general 
hospital?  If  he  has  not  made  any  arrange- 
ment for  the  disposition  of  his  property,  can 
his  wile  take  over  h,is  shop  and  run  it?-— - 
(Dr.  Brookes):  She  may  not  draw  on  the 
bank  ; if  there  is  sufficient  m the  bank  the 
bank  ' manager  may  allow  her  to  run  a 
parallel  account  against  the  funds  in  the 
husband’s  name,  but  it  is  not  a very  easy 
thing  to  get  done,  nor  is  it  very  readily 
granted.  Similarly  when  a person  dies  sud- 
denly ‘ the  wife  cannot  draw  on  the  bank 
account  until  the  will  is  proved. 

5427  We  shall  have  to  consider  it  further. 
We  hitherto  have  had  no  very  definite  sug- 
gestions about  what  should  be  done.— — - 
(Dr.  Odium):  Well,  Sir,  I think  it  the 
welfare  officer  of  the  local  authority  could 
do  it,  he  is  the  obvious  person. 

54.18  Can  we  go  on  to  mental  deficiency? 

(Dr.  Burke):  There  was  one  point  Dr. 

Wand  wanted  to  raise,  Sir.  (Dr.  Wand). 
I wanted  to  make  reference  to  paragraphs 
96  97  and  98.  The  difficulty  arises  particu- 
larly with  old  people  as  a result  of  their 
inability  to  get  adequate  care.  They  arc 


old  people  who  are  senile  dements  and 
who  may  wander  out  into  the  street  in  their 
night  attire  and  so  on,  who  want  constantly 
watching,  but  otherwise,  well,  it  is  a shame 
to  put  them  under  any  kind  of  certificate 
whether  it  is  temporary  or  anything  else. 
If  they  arc  people  who  are  willing  to  go 
into  the  old  type  of  local  authority  institu- 
tion, I.  should  say  provision  is  made.  There 
are  some  people,  however,  who  have  a 
little  money  or  whose  relatives  have  enough 
to  keep  them  in  some  sort  of  nursing  home 
where  they  would  receive  adequate  super- 
vision. To  get  it  for  an  individual  person 
in  one  room  costs  a lot  of  money,  thirty 
or  forty  pounds  a week  to  cover  full 
time  special  nursing,  hut  if  they  were 
gathered  together  with  several  others  they 
would  be  able  to  share  the  supervision. 
It  secerns  to  me  there  is  a dearth  of  that 
kind  of  home  and  if  there  was  not  such  a 
dearth  many  old  people  would  not  he  in 
mental  hospitals  at  all.  In  1947  and  1948 
some  reference  was  made  lo  this  problem. 
11  is  one  which  is  going  lo  be  of  increasing 
importance  as  the  years  go  by  and  the 
population  gets  older  and  older.  It  is  one 
giving  me  great  anxiety  and  concern.  It  is 
a shame  that  these  old  people  should  go 
into  any  kind  of  mental  hospital  if  there 
is  some  kind  of  nursing  home  willing  to 
take  them.  At  the  moment  I do  not  know 
what  the  answer  is  except  something  on 
the  lines  of  what  Dr.  Odium  has  told  me 
is  happening  in  her  own  area.  Perhaps 
she  would  like  to  tell  you  of  the  sort  of 
thing  which  is  being  done.  (Dr,  Odium): 
There  a home  being  run  hy  the  National 
Association  for  Mental  Health,  a home  lor 
these  rather  senile  old  ladies.  They  pay  a 
certain  amount  a week,  some  in  a wart! 
where  they  pay  six  guineas  and  others  in 
private  rooms  at  eight  to  ten  guineas. 
There  is  no  formality  and  it  is  not  under 
the  Act.  They  are  received  and  treated  as 
they  would  be  in  any  ordinary  nursing 
home.  It  certainly  does  seem  to  fill  the 
bill  in  many  cases.  Of  course  the  problem 
is  that  it  is  a private  financial  venture ; 
actually  we  have  made  it  pay.  I think  it 
wants  extending  over  the  country. 

5429.  (Dr.  Rees):  Are  these  patients 

being  detained  in  any  way? — —There  is  no 
question  of  detention. 

5430.  Are  you  not  finding  the  local 
authorities  arc  increasing  this  kind  of 
accommodation?  I know  many  which  have 
opened  in  the  last  few  years.— It  wants 
encouraging. 

5431.  (Chairman):  Is  there  not  a diffi- 
culty due  to  the  strict  interpretation  of  the 
law  by  local  authorities  which  makes  them 
reluctant  to  run  any  homes  where  any 
material  kind  of  nursing  is  required?- — 
(Dr.  Wand):  It  affects  the  question  of  these 
old  people.  If  I send  them  to  a nursing 
home,  they  will  go  there,  but  when  it  comes 
to  moving  them  to  a mental  hospital,  they 
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will  not  agree  because  it  is  a mental  hospi- 
tal, and  they  become  temporary  patients  in 
a mental  hospital.  We  could  avoid  admis- 
sion to  a mental  hospital  altogether  in  these 
cases. 

5432.  Has  not  your  Regional  Hospital 
Board  established  any  annexes  to  general 
hospitals  or  separate  hospitals  for  geriatric 
cases?— — Not  to  my  knowledge.  There 
are  geriatric  homes  there  for  old  people 
who  are  ambulant,  who  indeed  may  be 
semi-ambulant  cardiac  cases  and  so  on. 
But  1 am  speaking  of  people  who  at  the  age 
of  75  are  .sensible  but  old  people,  because 
they  have  been  unfortunate  enough  to  be 
able  to  live  to  78  they  have  become  addle- 
minded,  foolish,  silly,  unfit  to  be  left  to 
their  own  devices.  It  seems  rather  a shame, 
when  a person  has  been  of  great  use  to 
the  community  for  many  years,  that  the 
fact  that  he  or  she  lives  to  a ripe  old  age 
should  mean  that  he  has  to  end  his  days 
in  a mental  hospital  under  some  kind  of 
order,  just  because  there  is  not  .the  kind  of 
personnel  available  to  be  with  him  the- 
whole  time.  That  is  the  only  reason,  and 
personally  1 do  not  like  it.  It  leaves  a 
nasty  taste  in  my  mouth  every  time  I have 
to  send  some-  of  -these  old  people  into  a 
mental  hospital. 

5433.  Before  the  abolition  of  the  Poor 
Law,  every  well  run  city  was  full  of  Poor 
Law  Homes  where  a large  percentage  of 
the  inmates  were  addle-pated.— Sir,  they 
arc  provided  for.  I am  concerned  about 
the  person  whose  relatives  say,  “ We  have 
some  money ; if  wc  could  get  some  place 
to  look  after  mother  or  father  at  a reason- 
able rate.  £10  to  £15  a week,  we  would 
want  it  that  way ; we  do  not  want  to  send 
him  to  a place  where  he  is  in  what  is 
regarded  as  an  institution”.  Those  cases 
are  the  ones  to  which  I am  referring.  It 
is  a situation  getting  worse  and  worse  as 
the  years  go  on  because  wc  are  getting  more 
and  more  old  people  and  less  and  less 
young  people  to  look  after  them. 

5434.  {Mrs.  H ruddock) : Are  you  suggest- 
ing private  homes  should  be  allowed  with- 
out any  supervision  at  all? — No.  I am 
pulling  to  the  Royal  Commission  the  point 
that  this  is  a problem,  a suggestion  which 
might  engage  some  of  your  attention,  as 
one  which  will  be  an  increasing  problem. 
I think  that  under  paragraphs  96,  97  and 
98  you  may  find  the  answer  to  the  problem 
and  perhaps  on  the  lines  indeed  of  the 
statement  of  Dr.  Odium. 

5435.  {Mr.  Jackson ):  Are  you  posing  a 

problem  of  something  which  needs  to  be 
done,  which  X think  is  pretty  obvious,  or 
that  some  change  in  the  provisions  of  the 
law  is  required?  After  all-  our  terms  of 
reference  do  not  extend  really  beyond  the 
framework,  legal  and  administrative,  in  this 
field, 1 am  fully  aware  of  that.  I am 


posing  a problem  of  which  you  arc  aware, 
bringing  it  out  before  this  Royal  Com- 
mission because  it  may  be  that  y-ou  will 
devise  some  means  or  recommend  some 
means  of  dealing  with  it  under  you  own 
terms  of  reference.  J am  posing  it  hope- 
fully— shall  1 put  it  that  way. 

5436.  Supposing  such  an  institution 
existed,  do  you  want  any  powers  you  have 
not  got  now?  If  such  an  institution  existed, 
would  that  solve  the  problem  of  your 
patients  or  would  you  want  some  powers 

you  have  not  got  at  the  moment? 1 

think  possibly  they  might  go  there  without 
any  powers  at  all,  and  you  may  decide  that 
puts  it  outside  your  terms  of  reference, 
but,  as  I say,  1 do  not  want  to  do  more 
than  pose  the  problem  at  this  moment.  It 
is  one  which  could  exercise  our  minds  in 
discussion,  not  for  hours  but  for  days 
because  it  is  important. 

5437.  {Sir  Cecil  Oakes) : You  would  like 

us,  as  it  were,  to  make  an  extra-statutory 
reference  to  it  if  possible? 1 felt  it  in- 

cumbent on  me  to  bring  it  to  your  notice 
as  worthy  of  consideration,  and  in  your 
wisdom  you  may  find  some  answer  to  this 
very  serious  problem. 

5438.  {Chairman):  Should  I be  rightly 
interpreting  your  views,  if  I said,  that  you 
do  not  feel  that  the  old  licensed  houses  arc 
of  very  great  use  in  this  connection  but  that 
the  licence  system  might  well  be  extended 
to  provide  for  this  crying  need  for  old 

people? 1 think  that  would  be  the 

approach.  Sir,  I would  like  to  see  made. 

(After  an  adjournment.) 

5439.  (Chairman):  I think  there  is  com- 

paratively little  which  1 shall  need  to  ask 
you  on  your  evidence  on  mental  deficiency, 
but  l daresay  some  of  my  colleagues  will 
have  a good  deal  to  ask.  I do  not  want  to 
start  an  argument  on  paragraph  124  on  the 
subject  of  social  inadequacy,  but,  in  con- 
nection with  medical  education,  I wonder 
what  department  of  medical  science  in  the 
future  at  medical  colleges  is  going  to  con- 
cern itself  with  the  measurement  of  a per- 
son’s social  adequacy? (Dr.  Burke):  1 

should  rather  hope  they  would  not  try  to 
measure  it,  because  it  leads  to  thinking  you 
know  something. 

5440.  You  say  mental  defect  is  to  be 
judged  mainly  by  the  degree  of  the  patient’s 
social  inadequacy ; you  have  got  to 
measure  it?  My  practical  point  is  of  course, 
as  you  will  realise,  that  you  are  importing  a 
phrase  which  seems  to  need  legal  interpre- 
tation rather  than  medical,  and  therefore 
you  are  inviting  more  rather  than  less  judi- 
cial procedure. 

X do  not  think  there  is  anything  down  to 
paragraph  134  that  X want  to  ask.  Would 
any  member  of  the  Commission  like  to  ask 
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anything? You  will  notice  we  use  the 

words  “ short-stay  ” instead  of  “ temporary  ” 
in  paragraphs  132  and  133,  because  that 
would  otherwise  be  confused  with  the  tem- 
porary category  for  the  mentally  ill. 

5441 .  There  is  a general  point  which  arises 
out  of  paragraph  135.  I wonder  whether 
you  would  like  to  express  any  opinion  about 
the  quality  of  medical  certification  of  men- 
tal defectives.  If  I may  just  give  a lead 
to  anything  you  may  want  to  say,  I have 
been  rather  alarmed  by  the  somewhat  mis- 
cellaneous character  of  medical  reports  on 
mental  defectives,  the  contrast  between  the 
reports  made  upon  adolescent  and  adult 
mental  defectives  and  the  type  of  report 
made  by  the  school  medical  service  on  chil- 
dren of  school  age.  The  certificates  are,  or 
at  any  rate  aim  at  being,  exact,  and  furnish- 
ing an  exact  measure.  I know  they  can  only 
give  a selection  from  the  various  tests  which 
the  patient  has  presumably  been  put  to, 
but  they  sometimes  seem  a very  bad  selec- 
tion. Have  you  anything  you  would  like 

to  say  on  that  point? The  certificate  has 

to  be  sufficient  to  satisfy  the  Board  of  Con- 
trol when  they  receive  it  and  vet  it  that  you 
have  made  out  a case  that  this  patient  you 
are  writing  about  is  in  fact  rightly  called 
defective.  We  know  that  the  Board  likes 
about  three  points  on  which  you  are  proving 
your  case,  so  we  learn  to  try  to  put  about 
three  points.  We  know  that  it  is  easy  to 
give  some  kind  of  intelligence  quotient,  it 
is  easy  to  write,  it  does  not  take  much  room, 
and  it  is  easy  to  find  out  in  some  cases  and 
it  impresses  them  ; so  we  usually  put  in 
that  he  is  of  such-and-such  mental  age  or 
he  has  such-and-such  intelligence  quotient. 
Then  we  put  in  two  or  three  other  points  in 
which  we  have  found  he  is,  as  we  think,  a 
long  way  behind  normal.  That  is  our 
general  aim.  We  would  often  like  to  put 
some  of  his  positive  qualities  too,  but  that 
does  not  help,  because  all  they  want  to 
know  is  that  he  is  defective,  not  that  he  is 
defective  with  good  points,  and  we  are  try- 
ing to  prove  the  person  ought  to  be  put 
under  control.  Of  course,  it  is  difficult  in 
high-grade  cases,  a very  high-grade  case  can 
be  frightfully  difficult,  and  you  may  spend 
one-and-a-half  hours  or  more  trying  to  work 
it  out,  not  to  find  out  what  the  condition 
is,  but  how  you  can  prove  it.  You  often 
know  in  five  minutes,  but  you  have  to  spend 
another  hour  and  twenty  minutes  in  getting 
the  facts  in  such  a form  as  will  impress 
other  people.  That  is  what  we  are  aiming 
at,  and  of  course  when  you  are  doing  a lot 
of  this  you  tend  to  get  into  rather  a stereo- 
typed form.  You  tend  to  put  the  same 
sort  of  points  in  the  same  sort  of  wording 
just  because  you  have  done  so  much  of  it. 
Looking  at  other  people’s  certificates  you  often 
find  you  think  they  are  rather  awful,  and 
other  people  looking  at  yours  probably  think 
exactly  the  same.  I remember  I once  wrote 
a paper  on  certifying  which  was  supposed 
to  be  for  the  help  of  general  practitioners, 


and  the  next  certificate  I sent  up  to  the 
Board  was  returned  to  me  I It  is  rather 
hard  to  know  how  much  further  to  go  in 
this,  unless  you  want  me  to  criticise  the 
kind  of  things  they  do  put  in.  You  do 
get  some  very  bad  certificates. 

5442.  It  raises  the  question  whether  the 
condition  on  which  you  are  reporting  lends 
itself  to  that  sort  of  judgment  at  all. 
Notoriously  the  intelligence  quotient  be- 
comes more  and  more  difficult  to  assess 
the  older  the  person  is,  but  when  I see  a 
certificate  on  a person  of,  say,  twenty  say- 
ing that  his  mental  age  is  ten-and-a-half, 
I know  roughly  where  I am,  but  when  the 
certificate  says  he  does  not  know  the  name 
of  the  Prime  Minister  and  cannot  tell  the 
difference  between  a King  and  a President, 
that  does  not  give  much  indication  of 

mental  age. It  is  perfectly  true  that 

many  certificates  are  thoroughly  bad  in 
that  sort  of  way ; they  lack  judgment,  they 
do  not  relate  the  patient  to  his  setting.  It 
is  no  good  asking  a Londoner  what  time 
of  the  year  you  plant  potatoes,  but  it  is  a 
fair  question  for  a country  boy.  Does 
he  know  his  own  life,  his  own  setting,  the 
kind  of  things  that  ought  to  be  within  his 
experience?  I do  not  think  it  is  a fair 
question  to  ask  a boy  of  ten  how  many 
shillings  there  are  in  a pound,  but  you  are 
entitled  to  ask  him  how  many  pennies  there 
are  in  a shilling,  because  that  is  within  his 
experience.  Similarly  it  is  no  longer  fair 
to  put  much  value  on  the  fact  that  he  does 
not  know  what  a sovereign  is ; he  has  never 
seen  a sovereign ; there  are  only  a few 
of  us  here  who  have,  I suppose.  It  is 
well-known  that  your  examination  must  be 
within  your  patient’s  reasonable  sphere  of 
knowledge  and  experience,  but  you  do  see 
some  thoroughly  bad  certificates  written. 
That  I think  docs  not  affect  the  law  about 
it  or  the  principle  of  it,  it  merely  means 
that  some  of  us  are  bad  doctors,  and  1 
agree  that  some  of  us  are. 

5443.  (Mr.  Jackson):  Would  your  certifi- 

cates change  if  you  brought  this  concep- 
tion of  social  inadequacy  into  the  defini- 
tion?  1 do  not  think  so,  because  I have 

been  doing  it  for  years,  and  I think  a lot 
of  us  have  in  fact.  It  is  because  we  have 
all  been  doing  it  that  we  are  realising  it 
ought  to  be  faced  and  put  on  paper.  That 
is  the  modern  way  we  look  at  things. 

5444.  (Chairman):  If  your  test  of  social 
adequacy  were  related  to  the  kind  of  things 
you  say  in  your  reports,  I should  feel  very 

much  happier. If  your  main  problem  in 

a particular  case  is  that  the  patient  cannot 
cope  in  a reasonable  way  with  his  ordinary 
social  problems,  then  you  do  put  that  down. 
You  can  say  that  in  this,  that,  and  the 
other  situation  he  has  failed,  he  has  failed 
repeatedly,  he  has  never  been  able  to  hold 
a job,  he  is  in  and  out  of  the  courts  on 
little  silly  troubles,  he  does  not  understand 
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the  importance  of  property,  or  whatever  the 
particular  thing  is.  I think  you  get  that 
in,  and  you  can  only  do  it  in  a broad 
general  way  because  I do  not  think  you 
can  reduce  these  things  to  a set  of  measure- 
ments, but  you  can  say  in  general,  for 
example,  that  he  is  always  pinching  things 
and  docs  not  realise  it  is  wrong.  It  is 
important  there  to  say  whether  he  is  doing 
it  because  he  is  neurotic  or  because  he  is 
in  some  maladjusted  state  owing  to  circum- 
stances. That  has  to  be  sorted  out. 

5445.  It  is,  I suppose,  possible  to  go  to 
the  other  extreme  and  try  to  apply  the  sort 
of  form  of  report  prescribed  by  the 
Ministry  of  Education  for  children  of 
school  age?-- — You  mean  Form  2 H.P.? 
I think  that  is  a dreadful  form,  I hate  it. 
(Dr.  Cohen) : It  is  adequate  for  its  pur- 
pose in  the  school  stage.  I do  think  it  is 
adequate  then  ; I quite  agree  it  would  not 
be  adequate  for  the  older  mental  defective, 
but  I think  it  is  a very  good  form  for  the 
school  stage. 

5446.  Perhaps  I am  judging  on  insufficient 
evidence,  but  at  least  l feel  it  gives  me 

something  to  get  my  teeth  into. (Dr. 

Burke):  Of  course,  that  form  includes  all 
sorts  of  things  we  get  in  other  ways.  It 
includes  a lot  about  home  conditions  which 
we  get  from  the  home  conditions  expert 
and  the  social  worker.  It  includes  a cer- 
tain amount  of  family  history,  and  that  1 
think  is  probably  relevant  to  our  purpose. 
It  includes  a rather  detailed  form  in  which 
you  put  down  the  results  of  an  intellectual 
examination  which  I feel,  and  I think  most 
of  us  feel  on  the  medical  side,  is  exces- 
sively rigid  and  unnecessary.  There  was 
of  course  trouble  about  it  recently  because 
the  Ministry  said  it  must  be  done  by  the 
doctor  writing  the  whole  certificate,  where- 
as most  doctors  used  a psychologist  to  do 
it  for  them.  That  has  been  put  right. 
Then  it  puts  things  about  what  the  child 
can  do  and  cannot  do  and  that  sort  of 
thing,  all  in  spaces,  which  I feel  is  going 
a long  way  round.  (Dr.  Cohen):  Person- 
ally, Sir,  I think  Form  2 H.P.,  even  though 
it  does  enumerate  that  catalogue  of  defects 
and  social  inadequacies  that  Dr.  Burke  has 
spoken  about,  does  act  as  a very  useful 
aide-memoire  and  it  does  tend  to  give  you 
a thumbnail  sketch.  That  is  the  whole 
aim,  to  give  you  a sketch  of  the  child,  and 
those  headings  and  sub-headings  tend  to 
bring  out  the  relevant  features  which  have 
been  found  over  years  of  experience  ol 
great  importance  so  far  as  a child  of  school 
age  is  concerned.  So,  while  it  may  be 
rather  laborious  to  think  about  all  those 
points,  it  is  a helpful  guide,  it  does  help 
you  to  evaluate  the  situation  in  which  that 
child  is  at  the  time  and  how  he  finds  him- 
self in  that  situation. 

5447.  You  say  “as  the  child  is  at  the 
time”,  but  I notice,  from  the  very  little 


material  I have  seen,  a tendency  to  repeat 
precisely  the  same  tests  at  successive  review 

periods. (Dr.  Burke):  You  are  not  on 

Form  2 H.P.  now,  you  are  speaking  of  the 
general  examination? 

5448.  I am  not  on  Form  2 H.P.  To  be 
told  at  the  end  of  two  years  or  five  years 
that  the  girl  still  does  not  know  the  differ- 
ence between  a King  and  a President  rather 
suggests  that  the  old  questions  have  been 

copied  off  again. It  does  undoubtedly 

happen ; I think  one  has  to  admit  that. 
After  all,  the  defect  does  not  change  very 
much  in  those  respects,  and  you  are  faced 
perhaps  with  seventy  certificates  to  be 
written  and  you  have  already  plenty  to  do. 
You  do  not  want  to  do  the  whole  examina- 
tion all  over  again ; you  know  in  fact  the 
patient  has  not  changed  in  the  last  ten 
years,  and  you  have  known  it  all  the  time, 
so  you  copy  down  the  last  thing. 

5449.  (Mr.  Jackson):  What  I am  not  sure 
about  is  to  what  extent  it  is  worth  giving 
some  of  the  material  upon  which  you  form 
your  conclusion  and  not  really  giving 
enough.  One  gets  the  same  sort  of  situa- 
tion elsewhere ; for  instance,  in  providing 
evidence  of  intoxication  one  has  a number 
of  different  tests  ; it  is  a standard  form  in 
the  ' law  courts.  Not  any  one  of  these 
singly  is  conclusive,  but  one  forms  an 
opinion  on  the  whole  thing  taken  together. 
Looking  at  many  of  these  certificates,  as 
I have  done,  gives  one  the  impression  that 
there  must  have  been  a very  large  number 
of  different  questions,  and  that  the  doctor 
writing  the  certificate  has  simply  picked  on 
two  or  three  that  sound  as  if  they  might 
be  useful  examples  and  put  them  down,  so 
it  does  look  really  rather  odd  from  the 
point  of  view  of  the  person  reading  it.  I 
have  often  wondered  what  advantage  there 
was  in  picking  two  or  three  of  these  rather 
isolated  questions.  You  neither  give  the 
lot,  nor  do  you  give  in  brief  form  the 

conclusion  only. 1 quite  agree,  seeing 

it  as  an  exercise  about  the  patient  and  all 
that.  But  you  have  only  got  two  inches 
in  which  to  write  this  certificate,  and  you 
know  that  all  you  have  got  to  do  is  to 
give  that  evidence  which  will  satisfy  the 
Board  of  Control  that  things  are  all  right. 
You  say  that  you  have  examined  so-and-so 
this  day,  he  is  feeble-minded,  or  whatever 
it  is,  and  you  give  the  three  reasons  that 
will  stand  out  and  prove  the  case. 

5450.  That  is  the  point  I am  trying  to 
make,  I am  wondering  really,  in  an 
intelligent  appraisal  of  this,  whether  there 
is  any  advantage  in  having  a certificate 
giving  three  reasons  selected  like  that  out 
of  what  one  knows  may  have  been  a con- 
siderable number,  whether  one  is  any  for- 
rader, whether  there  is  any  advantage  in 
doing  that  rather  than  simply  stating  the 
conclusion.  What  useful  purpose  does  it 
serve?  That  is  what  I am  trying  to  find 
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out.  (Sir  Cecil  Oakes):  Dr.  Burke  has 
told  us  it  is  for  the  purpose  of  securing 
the  passage  of  the  document  through  the 
Board  of  Control.  (Mr.  Jackson):  That  is 
what  I am  after.  Is  there  really  anything 

else  to  be  said  for  this  process? 1 do 

not  think  there  is. 

5451.  You  are  just  going  through  hoops, 
more  or  less,  that  you  have  got  to  go 

through,  is  ,'that  right? 1 think  it  is 

quite  true.  If  I write  a report  about  a 
patient  I probably  spend  two  pages 
elaborating,  describing  his  reactions  under 
various  conditions,  because  I am  telling 
them  something  new  and  I can  spend  as 
long  as  I like  doing  it.  This  is  just  to  get 
through  the  hoop. 

5452.  Between  a bare  statement  of  your 
conclusion  and  a proper,  full  report  is  there 
any  stage  in  between  that  is  of  value  to 

anybody? No,  I think  the  only  value  of 

the  certificate  is  to  satisfy  the  Board  that 
it  is  right  to  keep  the  patient  in,  and  I think 
they  are  entitled  to  some  evidence. 

5453.  {Chairman):  What  you  say  rather 
suggests  that  the  obligation  to  report  to  the 
Board  of  Control  may  have  a deleterious 
effect  upon  the  reporter.  As  a matter  of 
fact  you  send  to  the  Board  of  Control  the 
least  important  part  of  the  report  that  you 
make  out  for  your  own  satisfaction? — — 
Whcn  I was  young  and  enthusiastic  I did 
start  trying  to  write  descriptions  of  the 
patient  so  far  as  there  was  room,  but  1 
found  that  that  was  not  done.  What  they 
wanted  was  just  the  evidence,  they  did  not 
want  a description  of  the  patient,  that  he 
had  improved  or  grown  worse  or  anything ; 
they  merely  wanted  to  know  whether  they 
were  right  to  continue  detention.  I agree 
that  is  probably  not  very  good  for  us. 

5454.  Do  you  think  in  those  circum- 
stances that  the  filing  of  these  reports  at 
the  Board  of  Control  serves  any  useful 

purpose? Yes,  even  these  reports  ; they 

are  the  evidence  on  which  the  Board  is 
entitled  to  continue  detention  of  the 
patients. 

5455.  (Mrs.  Braddock):  Even  though  no 

information  is  given  as  to  whether  the 
patient  has  had  any  opportunity  in  the 
time  since  the  last  report  to  acquire  the 
knowledge  they  had  not  had  on  the  pre- 
vious occasion? 1 do  not  think  that 

quite  comes  in.  All  you  are  stating  is  that 
the  condition  of  the  patient  on  the  day  is 
such-and-such. 

5456.  (Sir  Cecil  Oakes):  You  did  tell 
us  it  would  not  be  fair  to  ask  a London 
boy  the  time  to  plant  potatoes.  If  at  the 
age  of  nine  I do  not  know  the  difference 
between  a King  and  an  Emperor  and  if 
between  the  age  of  nine  and  thirteen  I have 
had  no  possible  opportunity  of  learning  the 
difference  between  a King  and  an  Emperor, 
it  is  not  much  good  reporting  on  me  at 


the  age  of  thirteen  that  I do  not  know  (he 
difference  between  a King  and  an  Emperor. 

That  is  the  point? 1 think  Mrs.  Brad- 

dock’s  point  was  really  _ whether  there  had 
been  an  opportunity  to  improve  in  between 
the  two  certificates. 

5457.  (Mrs.  Braddock):  Yes,  there  is 

nothing  on  the  certificate  which  says  that 
since  the  time  the  previous  certificate  was 
issued  when  these  questions  were  asked  the 
defective  has  had  an  opportunity  of  finding 
the  information  and  has  failed  because  of 
his  deficiency  to  be  able  to  comprehend 

what  the  situation  actually  is. That  is 

actually  frequently  covered. 

5458.  In  what  way? It  is  frequently 

said  that  although  he  has  had  attendance  at 
the  hospital  school  and  he  has  had  this, 
that  and  the  other  opportunity,  he  still  has 
not  improved.  That  is  a constantly  used 
form,  “ In  spite  of  opportunities  he  has 
still  failed  to  improve.” 

5459.  (Dr.  Rees):  Supposing  a boy  of 
fifteen  cannot  say  what  is  the  difference 
between  a King  and  a President,  what 
opportunities  has  he  of  finding  out? — ~ 
Personally  I do  not  blame  him! 

5460.  That  is  what  Mrs.  Braddock  wants 
to  know.  What  opportunities  has  he  of 
finding  out  the  difference  between  a King 
and  a President  before  the  age  of  twenty- 

one? He  has  not  any  except  such  things 

as  reading  and  so  on. 

5461.  (Mrs.  Braddock ):  But  it  seems  to 
me  a very  peculiar  situation  that  he  is  still 
declared  to  be  mentally  deficient  on  a 
question  that  he  was  asked  perhaps  five 
years  before,  when  during  the  five  years 
there  has  been  no  opportunity  afforded  to 
him  at  all  to  acquire  the  knowledge. — ~ 
You  are  quoting  questions  that  are  unfair 
questions. 

5462.  Yes,  but  they  arc  questions  which 
at  the  moment  you  are  saying  decide 
whether  the  person  continues  to  be 

recorded  as  mentally  deficient. 1 would 

not  use  those  questions. 

5463.  That  is  what  is  happening  at  the 
moment,  and  that  is  what  the  Chairman  is 

asking  you. If  that  is  being  done,  1 

think  that  is  bad. 

5464.  (Chairman):  What  do  you  imagine 
would  happen  if  a Member  of  Parliament 
asked  the  Minister  of  Health  to-morrow, 
“ On  what  evidence  is  this  person  being 
detained?  ” I suppose,  as  a matter  of  fact, 
the  Minister  would  at  the  present  moment 
be  able  to  reply  that  the  records  of  the 
Board  of  Control  were  independent  of  him 
and  they  were  confidential  and  could  not 
be  divulged  in  public.  But  that  is  a very 
narrow  foothold,  and  if  he  finds  himself 
obliged  to  produce  the  evidence  on  which 
the  Board  of  Control  had  approved  the 
continued  detention  of  this  person  the  actual 
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records  of  the  Board  of  Control  might  con- 
tain nothing  which  any  ordinary  person 
would  recognise  as  justifying  the  detention 
-of  anybody  for  a week.  It  seems  a very 

curious  state  of  things. If  the  certificates 

give  that  impression,  then  you  might  say 
the  Board  were  very  remiss  to  pass  them, 
if  they  were  able  to  bear  that  interpreta- 
tion to  anybody  else.  The  certificates  on 
which  the  Board  go  should  be  interpreted 
by  any  ordinary  person  as  reasonably  good 
evidence. 

5465.  (Mr.  Jackson)-.  I want  to  pursue 
this  further.  In  effect  what  you  have  told 
us  is  that  what  goes  in  to  the  Board  of 
Control  is  sufficient  evidence  upon  which 
the  Board  of  Control  can  properly  act? 
Yes. 

5466.  But  surely  that  is  a very  different 

thing  from  evidence  upon  which  a body  of 
that  kind  one  might  say  ought  to  act? 
There  is  a substantial  difference  between 
evidence  that  is  sufficient  to  take  a given 
course  of  conduct,  and  evidence  that  indi- 
cates one  should  take  that  course.  Have 
I made  that  point  clear? 1 think  so. 

5467.  What  value  is  there  really  in  these 
certificates  going  to  the  Board?  ' Is  it  not 
really  as  a safeguard  quite  illusory?—-  • 
No,  I do  not  think  so.  If  you  think  that 
the  evidence  is  inadequate  it  is  up  to  the 
people  who  produce  these  forms  to  enlarge 
the  forms  and  ask  for  more.  But  as  the 
forms  are,  they  are  statutory  things,  and 
they  contain  just  enough  room  to  put  a 
summary  of  the  patient’s  negative  points; 
that  is  what  it  comes  to. 

5468.  (Sir  Cecil  Oakes):  The  spacing  is 

not  statutory,  though  the  form  may  be? 

It  is  a form  and  it  has  spaces. 

5469.  The  statute  does  not  tell  you  the 
si/.e  of  the  spaces?  (Mrs.  Braddock) : How 
long  has  (he  present  form  been  in  opera- 
tion without  alteration?— I do  not  know. 

5470.  A long  time? — -—Yes. 

5471.  (Mr.  Jackson):  This  is  getting 

away  from  the  substance.  What  I want  to 
know  is  if  you  had  to  sit  in  the  Board  of 
Control  receiving  the  kind  of  certificates 
you  have  been  talking  about,  do  you  think 
you  would  really  be  in  a position  to  exer- 
cise a very  valuable  control  over  whether 
these  people  ought  or  ought  not  to  be  con- 
trolled in  this  way?- 1 think,  if  I were 

at  the  Board  of  Control  end,  I should  go 
through  these  forms  and  form  a pretty 
decent  opinion  on  the  suitability  for  con- 
tinued care  of  any  patient  whose  form  was 
sent  in.  I think  1 could  see  enough  there 
to  enable  me  to  form  a decision. 

5472.  That  is  what  I wanted  to  get  at. 

1 should  see  what  evidence  was  given ; 

I might  consider  who  gave  it,  I should 
probably  know,  and  it  is  always  possible 
to  send  it  back  and  say  it  is  inadequate. 


They  constantly  do  that  and  they  ask  us  to 
give  reasons.  That  is  a very  common  thing. 
I do  not  think  I have  ever  had  a batch  go 
up  to  the  Board  without  at  least  one  coming 
back  for  further  evidence.  Very  often  I 
thought  the  Board  were  being  quite  un- 
reasonable ; I thought  I had  given  enough. 

5473.  (Chairman) : Yes,  I think  I see  what 
the  situation  is.  If  those  forms  that  are 
sent  to  the  Board  of  Control  are  adequate 
to  enable  the  Board  of  Control  to  decide 
whether  a patient  who  can  only  be  dis- 
charged by  order  of  the  Board  of  Control 
should  or  should  not  be  discharged,  then 
there  must  be  some  esoteric  standard  of 
judgment  being  exercised  by  the  Board  of 
Control.  They  go  rather  on  their  know- 
ledge _ of  the  character  of  the  reporting 

Superintendent  than  on  the  document? 

There  would  be  no  objection  at  all  to  your 
recommending  a fuller  and  bigger  form  of 
report.  I am  not  sure  you  would  be  very 
popular,  hut  there  could  be  no  objection 
to  it,  that  is  if  you  feel  the  form  of  report 
at  present  is  inadequate. 

5474.  That  would  not  be  the  alternative  I 

would  explore.  I should  explore  the  alterna- 
tive of  getting  away  from  questionnaires 
altogether.  My  experience  is  that  nobody 
tells  the  real  truth,  or  feels  that  he  has 
been  able  to  tell  the  whole  truth,  in  a 
questionnaire. Perhaps. 

5475.  (Mrs.  Braddock):  I should  like  to 

ask  with  whom  would  it  not  be  very  popu- 
lar?  -With  the  doctors  who  would  have 

to  do  the  extra  work. 

5476.  What  about  the  patient,  would  it 

he  popular  with  the  patient? T do  not 

think  it  affects  him. 

5477.  It  certainly  would  affect  him.- 

The  evidence  will  come  to  the  same  thing, 
but  if  we  are  asked  to  write  a bit  more 
we  will  do  it.  It  is  on  that  level  the  un- 
popularity will  come,  because  wc  are 
mostly  quite  hard-worked.  (Dr.  Brookes): 
If  T may  speak  as  one  who  is  doing  special 
reports  and  certificates  in  a mental  hospital, 
amongst  ourselves  wc  have  recently  dis- 
cussed the  value  of  increasing  those  reports, 
putting  in  more  details  about  the  patient, 
because  there  is  a tendency  to  stereotypy, 
repeating  the  symptoms  given  before  be- 
cause they  are  the  most  easily  elicited.  We 
have  suggested  that  in  our  future  special 
reports  (here  should  be  progress  reports  as 
well.  I think  the  same  thing  may  apply 
to  mental  defectives.  One  has  been 
rather  reluctant  to  put  in  progress  reports 
because  if  the  hospital  says  the  patient  has 
improved,  the  Board  starts  to  ask  if  it  is 
not  time  the  patient  was  discharged. 

5478.  (Chairman):  That  raises  another 
question.  I am  not  now  speaking  of  the 
progress  reports  but  of  the  original  medical 
report  at  the  time  of  certification.  It  is 
noticeable  that  the  Lunacy  Act  as  it  stands 
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puts  great  emphasis  on  what  the  certifying 
doctor  has  himself  observed,  and,  while 
there  is  a space  left  for  what  he  has  learnt 
from  others,  there  is  no  invitation  for  any- 
thing like  the  history  of  a case  which  one 
would  expect  to  find  in  the  case  of  physical 
illness  in  a hospital,  a good  clinical 
examination  backed  by  a case  history.  It 
is  obviously  partly  hearsay  and  partly  based 
on  the  general  practitioner’s  observations. 
What  do  you  think  about  the  desirability 
of  attaching  more  weight  to  the  case  history 
than  is  attachable  to  it  at  the  present 

moment  under  the  law? Coming  back  to 

mental  illness,  it  would  be  extraordinarily 
useful  to  us.  There  is  a certain  amount  of 
history  in  the  Statement  of  Particulars,  but 
some  of  it  is  sketchy,  I agree,  and  very 
often  unreliable.  There  is  also  the  state- 
ment of  the  doctor  as  to  the  patients 
physical  health  and  fitness  for  removal  and, 
as  a rule,  a statement  if  there  has  been 
contact  with  infectious  disease.  A certain 
amount  is  covered  but  it  is  in  the  form 
rather  of  a certificate  than  in  detail.  I do 
not  know  that  one  could  pall  upon  the 
practitioner  to  give  the  detailed  history  at 
that  state  of  affairs.  I think  it  is,  for  us, 
more  satisfactory  to  have  a full  psychiatric 
social  worker’s  report  as  soon  as  possible 
after  the  patient  is  admitted,  and  this  is 
usually  obtained  at  the  present  time. 

5479.  (Dr.  Rees):  Supposing  these  certi- 
ficates were  subject  to  inspection  not  by  the 
Board  of  Control  but  by  the  Hospital 
Management  Committee,  would  it  affect  you 
in  any  way  in  drawing  them  up?  Would 
you  submit  a similar  report  to  the  Hospital 
Management  Committee  to  the  one  you  now 
submit  to  the  Board  of  Control?  (Dr. 
Burke)-.  I imagine  inevitably  one  would 
write  one’s  certificate  in  the  form  that  one 
thought  would  be  understood  by  the  person 
to  whom  one  was  writing  it.  That  is  not 
meant  as  an  insult.  We  know  what  the 
Board  expects  and  I think  we  would  very 
soon  learn  what  any  other  body  of  people 
expected  and  we  would  write  accordingly. 

5480.  (Chairman):  I quite  appreciate 

what  you  mean,  but  that  strikes  me  as  a 
very  dangerous  way  to  put  it.  I was 
shocked  to  find  in  a text  book  which  is 
read  by  medical  students  in  medical  schools 
a statement  that  you  must  not  attempt  to 
enter  on  a formal  certification  anything  like 
a diagnosis  of  the  man’s  illness  ; you  must 
only  mention  what  you  expect  the  magistrate 
to  understand. 

I am  not  quite  clear  what  the  effect  of 
your  paragraph  144  would  be.  You  wish 
to  give  the  Court  power  to  place  a mental 
defective  under  statutory  supervision  rather 
than  under  guardianship? That  is  prac- 

tically what  it  comes  to. 

5481.  But  he  may  be  placed  under  statu- 
tory supervision  without  a court  order  at 


all? Yes,  but  the  point  is  that  this 

patient  has  come  before  the  Court  on  a 
charge  and  the  Court  can  either  accept  the 
medical  evidence  and  act  accordingly,  or 
not  accept  the  evidence  and  enter  him  as  a 
wrong-doer.  If  they  are  satisfied  he  is 
mentally  defective  the  only  power  the  Court 
now  has  is  to  make  an  order  itself  or  direct 
a petition  to  be  presented  and  order  him 
to  be  put  into  a place  of  safety  pending 
the  petition.  They  can  only  get  an  order 
made  or  do  nothing  at  all  as  regards  the 
mental  deficiency,  and  we  know  that  is  a 
source  of  anxiety  to  a number  of  people 
and  we  rather  agree.  It  is  suggested  the 
Court  should  have  power  to  do  something 
less,  namely  to  ask  the  local  authority  to 
take  him  under  supervision. 

5482.  (Lady  Adrian):  Do  you  not  pos- 
sibly want  something  in  the  form  of  a fit 
person  order,  something  slightly  stronger 
than  statutory  supervision,  which  gives  the 
Court  a power  of  disposing  of  where  he 
lives  and  making  certain  regulations  during 

a set  period  of  time? We  should  be 

quite  happy  with  anything  of  that  sort. 
What  we  are  aiming  at  mainly  is  that  the 
Court  should  not  be  bound  to  make  either 
an  absolute  order  or  nothing,  that  it  should 
have  the  lesser  power  to  say,  “He  has 
robbed  the  gas  meter,  he  is  a naughty  boy, 
but  we  do  not  think  we  want  to  go  to  the 
length  of  certifying  him  and  we  do  not 
think  we  can  quite  discharge  him,  but  we 
ask  the  local  authority  to  arrange  suitable 
treatment.” 

5483.  And  you  think  because  he  is  defec- 
tive he  is  not  a suitable  person  to  be  placed 
under  probation  in  which  he  has  to  make 
a definite  statement  which  probably  he  docs 

not  understand? Probation  might  do, 

but  probation  is  so  limited  in  time,  I think 
it  is  two  years  at  the  very  most,  and  it  is 
under  the  probation  officer  instead  of  under 
a mental  deficiency  officer.  It  is  not  that 
probation  officers  are  not  very  good,  but 
it  is  a slightly  different  box  to  be  put  into, 
and  on  the  whole  we  think  the  local 
authority  could  deal  with  him  pretty  well. 
(Dr.  Cohen):  He  would  get  the  care  the 
other  defectives  are  getting  which  has 

proved  satisfactory  for  that  condition. 

5484.  (Sir  Cecil  Oakes):  I was  wonder- 

ing why  in  the  previous  paragraph  you 
come  down,  the  other  way.  In  para- 
graph 143  you  want  the  Court  to 

have  the  power  to  make  an  order. 

I should  have  thought  for  those  ineligible 
under  paragraph  134  and  for  the  cases 
under  Sections  8 and'  9 you  would  have  de- 
sired the  Court  not  to  make  an  order  but 
to  refer  it  to  the  local  authority  to  decide 

what  is  to  be  done. (Dr.  Burke ) : I think 

there  are  lots  of  cases  where  the  Court  must 
get  on  with  the  job  and  do  it  quickly. 
There  are  quite  a number  of  cases  which 
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ought  to  go  direct  to  the  mental  deficiency 
hospital. 

5485.  But  they  cannot  because  there  are 

no  vacancies? Some  of  them  can.  I 

have  taken  them  direct  in  my  car  from  the 
Court.  (Dr.  Cohen):  I do  not  know  what 
evidence  you  have,  but  there  is  a feeling 
there  is  not  enough  use  made  of  Section  8. 
Too  many  defectives  arc  committed  to  the 
ordinary  course  of  justice.  Some  of  us  who 
realise  that  not  enough  use  is  being  made 
of  it  feel  some  attention  should  be  drawn 
to  it,  though  I do  not  know  if  there  is  any 
other  evidence  you  have  had  on  this  subject. 
In  other  words,  justices  arc  not  making  use 
of  Section  8,  but  commit  the  patient,  as  I 
would  call  him,  to  prison,  and'  then  often 
enough  either  the  prison  authorities  do  not 
bother  to  look  after  him  as  a mental  de- 
fective, or  the  machinery  is  very  cumbrous 
afterwards.  He  has  already  had1  his  sen- 
tence, and  that  stands  too  in  that  case. 

5486.  But  is  the  Court  a body  as  capable 
of  exercising  the  authority  or  discretion  to 
decide  that  a boy  needs  to  be  detained  be- 
cause he  is  mentally  deficient,  as  the  local 

health  authorities? f Dr.  Burke):  I think 

you.  have  rather  got  to  consider  each  case 
on  its  merits.  Very  'often  you  have  cases 
which  are  very  clear.  The  patient  is  in 
front  of  you,  the  relatives  are  there,  you 
have  your  medical  evidence.  If  your 
medical  evidence  is  clear  and  the  whole 
picture  is  clear,  and  you  have  got  some 
evidence  as  a rule  from  the  local  authority 
— 'there  always  used  to  be  at  any  rate  in  my 
county,  and  statements  would  be  available 
if  necessary — I think  there  is  no  reason 
why  the  Court  should  not  say,  “ Get  on 
with  it.”  After  all,  if  a single  magistrate 
can  do  it,  why  should  not  a bench  of 
perhaps  half  a dozen  magistrates  do  it? 

5487.  (Mr.  Jackson):  We  have  had  a 
good  deal  of  comment  made  to  us  that  the 
total  effect  of  this  is  that  generally  it  is 
thought  that  this  particular  boy  has  been 

sent  away  because  he  stole  something. 

Yes,  I know. 

5488.  We  have  had  that  over  and  over 
again.  We  have  been  urged  to  suggest  that 
there  should  be  some  kind  of  limit  because 
of  this  widespread  feeling  that  he  may  be 
put  away  for  years  for  stealing  a bottle  of 
milk.  I have  endeavoured  to  point  out  to 
some  witnesses  that  he  is  not  put  away 
because  he  has  stolen  a bottle  of  milk,  but 

I am  not.  sure  I have  succeeded. Some 

of  the  witnesses  from  what  I have  read 
probably  helped  to  encourage  that  attitude 
of  mind. 

5489.  (Sir  Cecil  Oakes):  Would  it  not  be 
better,  instead  of  the  Court  making  that 
order  and  giving  that  impression,  that  they 
should  refer  it  to  the  local  authority? 
Would  .it  not  be  better,  instead  of  making 
an  order  in  a criminal  Court,  for  the 
criminal  Court  not  to  make  an  order  but 


to  send  the  case  to  the  local  health  autho- 
rity for  them  to  take  the  appropriate 

action? 1 do  not  think  there  is  any  vital 

objection.  It  seems  to  be  rather  weakening 
the  Court’s  position. 

.5490.  You  are  imposing  what  the  public 
thinks  is  a criminal  sentence  for  this  child 
who  is  mentally  defective ; surely  you  want 
to  remove  that  impression  from  the  public 

mind,  do  you  not? (Dr.  Brookes):  It 

would'  have  an  advantage,  I think  Dr.  Burke 
would  agree,  many  advantages  in  fact.  It 
would  rule  out  this  perfectly  silly  position 
in  which  a child  sent  in  under  a certain 
order  is  denied  even  the  benefit  of  National 
Insurance  payments.  (Dr.  Cohen):  I think 
one  would  welcome  that  course,  but  that 
course  has  not  been  taken.  It  has  generally 
been  the  other  way,  the  child  or  young 
person  has  been  sent  to  prison.  (Dr. 
Burke) : I think  we  have  tended  to  take  the 
existing  order  of  things  to  see  how  far  it 
seemed1  to  be  reasonable  to  carry  on  with 
it.  We  are  only  suggesting  additions  or 
subtractions-  where  they  are  an  improve- 
ment. I do  not  think  we  would  in  the 
least  quarrel  with  removing  the  power  under 
Section  8 to  make  an  order.  You  have 
already  got  the  half-way  house  of  putting 
him  in  a place  of  safety  while  a petition  is 
presented. 

5491.  (Chairman):  There  is  one  point  in 
passing  on  paragraph  154,  in  which  you 
propose  giving  the  parent  or  guardian  the 
right  to  obtain  an  independent  opinion  from 
a psychiatrist.  Is  not  that  right  nugatory  un- 
less you  enable  the  parent  to  get  the  opinion 

at  public  charge? We  did  consider  that. 

We  thought  it  was  not  our  concern  where 
the  money  came  from.  All  our  concern 
was  was  that  there  should  be  a right  to 
have  that  opinion  and  we  thought  it  was 
somebody  else’s  job  to  say  who  would  pay. 

5492.  Some  witnesses  have  criticised  the 
Mental  Deficiency  Act  on  the  ground  that 
it  appears  to  confer  a number  of  rights 
which  are  in  fact  nugatory  and  cannot  be 
exercised.  One  does  not  want  to  increase 

the  number  of  unenforceable  rights. We 

meant  this  definitely  to  be  usable  by  the 
patient.  We  did  discuss  , this  point  and  we 
thought  it  was  not  our  job.  (Dr.  Wand) : 
There  are  occasions-  on  which  the  parent 
may  not  wish  that  charge  to  be  borne  by 
the  public  authorities. 

5493.  (Dr.  Rees):  They  might  feel  the 
psychiatrist  is  more  independent  if  they  pay 

him  themselves? (Dr.  Brookes):  There 

is  also  the  difficulty  that  the  majority  of 
psychiatrists  and  mental  deficiency  experts 
are  full-time  employees  of  the  State  and 
would  not  in  fact  be  paid.  (Dr.  Burke): 
In  other  words,  they  would  be  detailed  to 
do  the  job. 

5494.  (Chairman):  That  makes  the  night 
nugatory  in  another  way  ; it  means  he  could 
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only  get  someone  in  the  full-time  employ- 
ment of  the  State. — — (Dr.  Wand):  Not 
entirely,  there  are  many  who  are  not  full- 
time employees  of  the  State.  (Dr.  Burke): 
We  wanted  to  say  “ a consultant  in  mental 
deficiency  ”,  but  we  did  not  go  as  far  as 
that  purely  because  we  thought  there  were 
not  enough  about,  and  we  thought  we 
would  have  to  do  with  the  general  psychia- 
trist. Perhaps  I might  say  this  at  that 
point ; when  we  ask  for  two  certificates,  one 
by  an  expert,  we  do  hope  the  other  one 
can  usually  be  given  by  the  family  doctor. 
That  is  a point  which  was  made  _ very 
definitely  by  the  British  Medical  Association 
Council  when  they  were  considering  this, 
and  I promised  to  raise  it. 

5495.  On  paragraph  156,  where  you  say 
that  licence  should  not  be  subject  to  an 
arbitrary  time  limit,  I take  it  that  you  would 
agree  that  it  should  not  be  subject  to  in- 
definite extension  solely  for  the  purpose  of 
being  able  to  recall  the  licensee  easily  if 

anything  happens? 1 think,  if  I may  refer 

to  it,  that  was  dealt  with  when  I was  here 
before.  The  reason  we  want  this  power 
is  because  we  think  we  can  help  the  patient  ; 
we  want  to  have  the  night  to  help  him  if 
we  feel  he  is  not  able  to  stand  on  his  own 
feet. 

5496.  Yes,  1 appreciate  that,  but  it  is 
very  easy,  is  it  not,  to  continue  the  period 
of  -the  licence  just  in  order  to  be  on  the 
safe  side  in  case  you  may  have  to  have 
him  back,  and  to  avoid  the  trouble  of  going 
through  any  form  of  re-ascertainment  and 

re-certification? You  are  more  likely  to 

do  that  out  of  timidity,  being  unable  to 
face  the  risk  of  failure.  There  are  people 
of  that  sort  of  temperament  who  will  not 
take  the  risk  of  discharging  a patient  for 
fear  that  he  may  go  wrong  and  then  there 
is  trouble.  I do  not  think  any  of  us  do  it 
because  it  is  the  easy  way,  but  some  of 
us  do  it  out  of  timidity.  It  is  a question 
of  which  risk  is  a proper  risk  to  take 
and  which  is  an  unfair  risk,  perhaps  of 
danger  to  other  people,  for  instance.  I 
think  you  have  just  got  to  trust  the  doctors. 
Wc  have  to  work  knowing  that  human 
beings  are  subject  to  error. 

5497.  Yes,  but  would  you  regard,  for  in- 
stance, something  like  a definite  policy  of 
continuing  licence  up  to  seven  years  or 

more  reasonable? We  say  no  arbitrary 

time  limit.  The  present  rule  is  two  years, 
and  after  two  years  you  are  supposed  to 
give  an  elaborate  examination,  send  in  a 
report  and  suggest  -that  something  should 
be  done,  discharge  or  guardianship  or  some- 
thing. Wc  would  say  there  must  be  no 
such  time  limit ; you  must  deal  with  the 
case  and  give  it  wha-t  it  needs.  I have 
people  1 have  got  discharged  within  three 
months  of  leaving  on  licence.  I remember 
a girl  1 had  on  licence  for  ten  years,  and 


I think  it  was  the  right  thing  for  her  be- 
cause she  could  always  come  to  us  if  she 
wanted  advice  and  help,  and  she  came  back 
if  she  wanted  help. 

5498.  (Lady  Adrian):  May  I ask  Dr. 
Burke  a question  I asked  last  time  he  was 
here,  which  is  whether  he  would  recall  a 
girl  from  licence  solely  because  she  was 

liable  to  have  an  illegitimate  child? 1 

thought  about  putting  the  answer  the  way 
it  was  put  before,  but  I am  afraid  I did 
not  answer  it,  I got  off  on  another  track. 
If  you  think  a girl  -is  going  to  have  a baby 
you  certainly  must  call  her  back  if  the  baby 
is  started,  because  she  has  to  be  looked 
after  and  arrangements  have  to  be  made. 

I am  sure  one  ought  to  bring  her  back 
and  then  arrange  with  the  local  hospital 
about  her  confinement  and  ante-natal  care 
and  all  that  sort  of  thing.  The  original 
question  which  I think  Lady  Adrian  had  in 
mind  was  whether  we  refused  to  give  a 
licence  at  all  because  of  the  danger  of  a 
baby? 

5499.  Yes. There  it  is  really  a ques- 

tion, as  I was  saying  just  now,  of  how  much 
risk  you  are  prepared  to  take.  The  risk  is 
not  a risk  very  much  to  the  doctor  or 
the  hospital,  although  it  may  give  the 
hospital  a bad  name  and  it  may  give  the 
doctor  a bad  name  ; his  C.ommittee  usually 
gets  rather  set  up  about  it  after  having  too 
many  of  these.  The  question  you  have  to 
consider  is,  “ How  much  is  the  risk  and  is 
it  a risk  that  this  girl  ought  to  be  exposed 
to,  considering  what  I know  about  her  and 
her  strength  or  weakness  in  caring  for  her- 
self? What  is  going  to  happen  if  she  has 
a baby?  " Then  1 think  we  have  got  to 
pay  attention  to  the  general  social  problem 
as  ordinary  citizens.  Our  only  justification 
is  that  she  is  defective.  Wc  cannot  keep 
her  in  because  she  is  likely  to  have  a baby 
but  because  she  is  a defective  and  for  that 
reason  likely  .not  to  be  able  to  protect 
herself.  When  you  know  that  even  a 
normal  girl  has  the  most  awful  difficulty 
in  looking  after  an  illegitimate  baby,  when 
you  know  the  very  nasty  fate  that  attends 
practically  any  illegitimate  babies  brought 
up  in  homes  and  ending  up  maladjusted 
and  that  sort  of  thing,  it  is  a thing  you 
must  have  in  mind.  I think  it  is  our  duly 
to  give  her  care  and  not  expose  the  girl 
easily  to  suoh  a risk  as  will  also  involve 
the  unhorn  baby  if  it  comes  and  herself 
too.  I remember  I tried  a girl  once;  she 
was  an  excellent  girl  in  many  ways.  She 
started  a baby  and  we  helped  her  through 
and  kept  her  on  licence,  and  the  Salvation 
Army  dealt  with  the  baby  part  of  it.  She 
tried  to  keep  her  baby  but  she  could  not 
manage  in  employment  in  house  jobs,  where 
she  was  able  to  have  her  baby  with  her, 
because  she  could  not  solve  the  difficulty  of 
looking  after  the  baby  and  doing  her  job. 
In  the  end  she  had  in  a hurry  to  come 
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back  to  us  and  we  took  her  back  to  hos- 
pital with  the  baby.  We  had  it  christened, 
looked  after  it  and  rather  made  a pet  of  it. 
We  kept  her  for  some  time  until  in  the  end 
we  got  the  baby  taken  over  by  the  local 
authority.  That  was  a very  good  and  a very 
high-grade  girl  and  she  could  not  cope,  even 
with  people  trying  to  help,  and  I do  not 
know  whether  we  ought  not  to  have  tried 
to  save  her  from  that  by  bringing  her  back 
before  the  baby  was  born,  or  even  not 
letting  her  out  at  all.  I think  on  the  whole 
we  were  right  to  let  her  out  and  risk  it, 
but  I do  not  know  what  is  going  to  happen 
to  the  small  boy.  Later  on  she  married  and 
the  husband  is  not  as  good  as  we  hoped 
and  will  not  have  the  baby  in  the  home  as 
he  originally  promised,  so  there  is  a baby 
growing  up  without  parents,  which  is  not 
good. 

^ 5500.  (Dr.  Rees) : Supposing  the  prospec- 
tive father  is  prepared  to  marry  the  girl  on 

licence,  would  she  then  be  recalled? 

No,  that  is  a different  situation  altogether. 
We  have  had  plenty  of  them  ; we  do  not 
call  them  all  back  by  any  means. 

5501.  [Chairman)'.  I appreciate  the  diffi- 
culty as  to  the  mother’s  capacity  for  looking 
after  her  child,  but  I should  have  thought 
nowadays  the  difficulty  of  being  cared  for 
in  childbirth  through  having  an  illegitimate 
baby  might  be  very  much  exaggerated.  I 
do  not  see  why  it  should  be  an  invariable 
rule  that  you  ought  to  have  the  mother 
back  in  the  mental  deficiency  hospital  at 
that  moment  and  that  the  mental  deficiency 
hospital  should  then  arrange  for  some  home 
or  maternity  hospital  for  the  confinement.  I 
should  have  thought  it  was  almost  un- 
necessary in  these  days? T should  not 

like  anything  to  be  thought  invariable.  You 
must  consider  the  case  on  its  own  merits. 
It  was  only  I think  four  years  ago,  perhaps 
five  years  ago,  when  this  baby  was  born. 
It  is  not  so  long  ago,  and  it  was  a case 
in  which  there  was  great  difficulty  and  there 
are  plenty  of  others  like  it.  This  happened 
to  be  a girl  who  was  only  on  the- borderline 
of  deficiency,  and  she  wanted  to  look  after 
the  baby  but  could  not  carry  on  in  spite 
of  having  good  employers.  You  must  not 
only  consider  the  girl,  or  whether  anybody 
will  look  after  her  at  the  time,  you  have  to 
consider  the  baby.  If  you  are  dealing  with 
maladjusted  children  as  T do  you  see  the 
results,  and  they  are  not  happy. 

5502.  I notice  in  paragraph  169  you  come 
definitely  down  in  favour  of  making  the 
occupation  centres  the  responsibility  of  the 

education  authority.  I wonder  why? 

Because  we  were  persuaded  by  the  education 
authorities’  representative  on  our  Committee 
that  there  was  a sound  argument  for  it,  and 
I will  pass  the  question  over  to  him.  (Dr. 
Cohen):  Sir,  I feel  rather  strongly  about 
this,  I suppose  because  I have  had  prac- 
tical experience.  Curiously  enough  when  we 

Printed  image  digitised  by  the  University  of  Southampton  Libra 


were  discussing  this  we  had  some  Scottish 
representatives  on  our  Committee  and  they 
were  surprised  to  learn  that  the  occupation 
centres  were  not  under  the  education  com- 
mittees in  this  country,  because  it  seems  to 
be  the  usual  thing  in  Scotland.  When  I tried 
to  discuss  what  I thought  were  possible 
advantages  of  course  they  agreed  with  me, 
and  they  said  that  was  why  they  were  under 
the  education  authorities  in  Scotland.  I do 
feel  that  all  the  advantages  of  the  school 
health  service,  which  of  course  is  adminis- 
tered by  the  education  authorities,  should 
be  available  for  the  occupation  centres. 
After  all,  it  is  only  an  extension  really  of 
the  care  which  the  local  education  authority 
could  give  to  those  children  of  school  age 
and  at  the  present  time  the  children  at  the 
occupation  centres  are  the  only  children 
excluded  from  this  care.  Curiously  enough, 
even  as  far  as  milk  in  these  occupation 
centres  is  concerned,  you  have  got  to  regard 
them  as  independent  schools,  which  is  rather 
strange.  Seriously,  there  is  the  question  of 
the  extension  of  all  the  care  of  the  school 
health  service  on  the  medical  side  and  the 
dental  side,  the  care  by  the  nurse,  and  the 
extension  in  that  way  generally.  Then  again, 
so  many  of  the  children,  not  all  of  them  of 
course,  are  for  a time  in  our  schools  for 
the  educationally  sub-normal.  It  is  most 
distressing  for  a parent  in  the  usual  course 
of  events  to  have  a child  labelled  in  such 
a way  that  it  comes  within  the  care  of 
another  section  of  the  local  authority.  It 
is  a real  cry  of  anguish.  In  meetings  1 
have  attended  of  associations  of  parents 
who  have  backward  children,  as  they  call 
them,  or  parents  who  have  handicapped 
children,  they  are  always  very  insistent  upon 
the  hurt  it  seems  to  cause  them  when  these 
children  are  separated  so  radically  from  the 
other  children.  I maintain  that  if  the  educa- 
tion authority  carried  on  with  the  care  of 
these  children  in  the  way  that  we  can 
arrange  for  them,  that  break  would  not  be 
so  definite,  nor  so  hurtful,  and  I think  they 
should  be  under  the  care  of  the  authority 
which  is  looking  after  the  other  children  of 
that  age.  It  would  also  be  helpful  in  a 
case  of  a child  under  school  age,  for 
example,  to  use  the  occupation  centres 
possibly  as  observation  centres.  Actually 
one  authority  at  the  present  time  in  this 
country — admittedly  the  occupation  centres 
there  are  being  administered  by  the  local 
health  authority — in  addition  to  using  the 
occupation  centre  in  the  usual  way,  use  it 
also  for  children  under  the  age  of  fiive  as  a 
sort  of  observation  centre.  We  all  know  it 
is  not  always  easy  to  make  up  one’s  mind 
whether  a child  can  fit  into  the  ordinary 
stream  of  the  educational  system  or  whether 
it  will  have  to  be  labelled  as  ineducable, 
as  we  do  at  present.  So  many  children  are 
children  who  do  not  speak,  children  who 
may  have  faulty  hearing,  children  < with 
different  kinds  of  difficulties  and  disabilities. 
Again,  they  should  be  admitted  informally, 
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there  should  be  no  need  for  any  formal 
examination.  Under  (the  Education  Act 
of  1944,  Section  34,  the  local  education 
authority  now  has  a duty  to  examine 
children  where  they  think  there  is  any 
disability  of  body  or  mind — and  indeed 
the  parent  has  the  right  to  ask  the 
authority  for  that  examination — and  if 
possible  to  arrange  what  we  call  special 
educational  treatment  suitable  to  the  needs 
of  that  child  according  to  its  age,  aptitude 
and  ability.  Now,  if  all  that  process  were 
under  the  education  authority,  all  these 
arrangements  for  ascertaining  the  abilities 
and  aptitude  of  a child,  I maintain  it  would 
be  made  much  easier.  That  is  at  the  lower 
end,  before  school  age  and  throughout 
school  age,  and  then  we  come  on  to  the 
after-care  which  1 think  is  also  very 
important.  With  our  system  at  the  present 
time  we  carry  on  with  the  after-care  so  that 
the  children  attending  the  occupation 
centres  and  the  children  who  have  left  our 
schools  for  the  educationally  sub-normal  are 
still  looked  after  by  our  after-care  visitors 
in  exactly  the  same  way.  We  have  an  after- 
care committee  which  has  as  part  of  its 
composition  members  who  are  not  members 
of  the  education  committee.  I quite  agree, 
and  it  is  a good  thing  of  course  because 
it  brings  in  other  interests,  but  essentially 
it  is  a sub-committee  of  the  education 
authority. 

5503.  At  what  stage  would  you  leave 
the  education  authority  and  pass  the  patient 
over  to  the  health  authority— at  school 

leaving  age  or  later? No,  Sir,  we 

actually  go  on  to  twenty-five.  Quite  often 
after  twenty-one  or  thereabouts  we  find 
that  they  are  stabilised  and  no  further  care 
is  needed,  but  we  go  on  to  twenty-five  in 
quite  a number  of  cases.  By  then  possibly 
it  can  be  recognised  whether  that  person 
needs  some  special  kind  of  help,  like 
guardianship  or  institution,  and  then  of 
course  the  mental  health  authority  acts 
direct. 

5504.  Yes,  but  the  discussion  started  with 
occupation  centres.  Are  you  thinking 
mainly  of  the  occupation  being  a form  of, 
so  to  speak,  kindergarten  craft  training  of 

aptitudes? Yes,  but  wc  do  extend  it 

further.  We  have  several  industrial  centres, 
as  they  are  called  for  want  of  a better  title, 
where  we  have  very  good  instructors  who 
instruct  them  more  in  types  of  work  which 
might  be  comparable  with  light  industry 
or  something  of  that  kind,  and  some  of 
them  arc  helped  to  the  degree  that  they  can 
actually  take  their  place  in  workshops, 
unsheltered  workshops. 

5505.  At  that  point  docs  it  not  become 
doubtful  whether  the  education  authority 
is  particularly  suited  to  run  what  are  really 
vocational  rehabilitation  centres?--— Tf;  I 
may  say  so,  they  arc  not  rehabilitation 
centres,  with  all  due  respect.  Sir,  they  are 
habilitation  centres  ; it  is  a continuation  of 


the  work  they  have  been  doing  as  young- 
sters. They  have  not  come  back  again  after 
an  accident  or  something  where  they  have 
to  be  rehabilitated  ; this  is  a continuous 
process.  These  industrial  centres  seem  to 
be  working  quite  well  under  the  education 
authority’s  care,  Sir. 

5506.  But  as  a matter  of  fact  in  the  case 
of  Birmingham  is  it  not  a joint  arrange- 
ment by  which  the  health  authority  dele- 
gates its  powers  to  the  education  authority? 

- — Yes,  Sir,  but  it  is  the  education 
authority  who  runs  it  absolutely.  Wc  get 
the  money  from  the  health  committee. 

5507.  (Mrs.  B ruddock) : Up  to  what  age? 

In  the  occupation  centres  they  may  go 

on  there,  as  I say,  until  twenty-one  or 
twenty-five  or  thereabouts. 

5508.  ( Lady  Adrian):  If  you  have  what 

wc  now  call  an  imbecile  living  at  home  but 
attending  an  occupation  centre,  at  the  age 
of  tiwenty-five  would  you  then  hand  her 
over  to  the  health  authority  or  would  you 
continue  to  send  her  to  the  occupation 
centre? 1 do  not  think  she  would  con- 

tinue after  that  age. 

5509.  What  would  then  happen  to  her? 
Would  she  have  no  occupation  centre  to 

go  to? 1 should  imagine  in  that  case 

home  supervision  would  be  the  best.  We 
also  look  after  children  at  home  for  various 
reasons.  Some  people  are  best  looked  after 
at  home.  Then  we  have  our  home  trainers, 
in  some  cases  home  teachers,  but  I prefer 
to  use  the  term  teachers  for  people  who 
are  actually  educable ; I prefer  to  call  these 
people  home  trainers. 

5510.  You  do  not  think  the  imbecile  of 
twenty-five  would  be  better  going  on  train- 
ing at  the  occupation  centre  where  she  has 
the  companionship  of  other  persons  for  a 
certain  time? — -Ex  hypothesis  I quite 
agree,  1 am  trying  to  think  of  a case. 

5511.  I know  many  occupation  centres  do 
keep  them  on,  and  I was  wondering  how 
it  worked  under  the  education  authority? 

.There  is  no  reason  at  all  why  we  should 

not  keep  such  a person.  We  are  keeping 
them  over  twenty-one,  for  example,  in  in- 
dustrial centres  which  arc  only  a type  of 
occupation  centre  after  all,  although  we 
call  them  industrial  centres. 

5512.  Do  you  turn  them  out  at  twenty- 

five? Wc  have  not  got  an  arbitrary  age. 

1 was  just  thinking  of  the  conferences  where 
we  were  discussing  these  cases.  Most  of 
them  are  fading  out  after  twenty-one  and 
we  seem  to  have  comparatively  few  be- 
yond that,  age  and  up  to  twenty-five  and 
so  on.  I am  trying  to  think  of  actual  cases 
now,  but  T could  certainly  look  into  it 
factually  if  the  Chairman  so  wishes.  (Dr. 
Burke):  I think  the  age  limit  really  de- 
pends on  whether  the  authority,  whatever 
authority  it  is  running  this  unit,  is  prepared 
to  do  what  is  best  for  the  patient  or  what 
is  laid  down  by  rules  and  regulations. 
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5513.  That  is  why  I was  thinking  that 
a joint  authority,  the  education  authority 
and  the  health  authority,  might  be  in  some 
ways  more  satisfactory,  because  it  can  deal 

with  them  at  any  age. (Dr.  Cohen):  But 

whichever  way  it  is  done— I am  not  empire 
building  now,  Mr.  Chairman— all  these 
facilities  for  school  children  should  be 
extended  to  all  children  who  are  of  school 
age,  and  should  be  the  care  of  the  local 
authority  in  general  and  related  to  the 
special  authority  who  cares  for  that  particu- 
lar group  of  the  population. 

5514.  And  would  you  say  there  was  a 

definite  advantage  in  having  the  after-care 
provided  by  the  same  committee  which  has 
been  responsible  for  them  through  their 
school  period  if  they  have  been  in  the 
educationally  sub-normal  schools? Un- 

doubtedly, on  several  counts.  There  again 
we  consider  the  parents,  they  are  accus- 
tomed to  these  visitors  who  have  been 
coming  along  to  see  them  through  school 
age  and  going  on  afterwards,  and  also  the 
after-care  visitors  know  so  much  more 
about  these  children,  there  is  a continuous 
follow-up. 

5515.  (Chairman):  But  does  not  that 

become  rather  dangerous,  in  the  light  of 
paragraph  170,  where  you  arc  speaking  of 
hostels  and  after-care?  If  the  after-care 
is  to  fall  to  the  authority  which  has  been 
responsible  for  the  child  during  his  child- 
hood, you  would  have  two  kinds  of  after- 
care hostels,  one  for  those  who  have  been 
in  an  institution,  the  other  for  those  who 

have  not? (Dr.  Burke):  The  local 

authority  provides  the  social  workers  con- 
cerned, and  they  are  probably  the  same 
people  who  do  both,  they  may  very  well 
be.  I think  perhaps  it  strengthens  this 
recommendation  if  I say  that  before  we 
conferred  with  Dr.  Cohen  all  the  medical 
side  were  quite  definitely  against  this,  but 
in  discussion  we  were  convinced  that  what 
Dr.  Cohen  has  been  saying  is  right,  that 
is  why  we  agreed  to  it. 

5516.  (Mr.  Jackson) : I wonder  whether  the 
education  committee  might  not  regard  this 
part  of  their  work,  if  they  were  to  do  it, 
as  being  a rather  uninteresting  part?  We 
know  the  tendency  of  many  education 
authorities  to  treat  certain  parts  of  their 
present  duty  with  much  less  enthusiasm 
than  other  parts.  What  chance  is  there  of 
this  getting  relegated  to  being  the  most  un- 
interesting? We  also  know  of  course  that 
within  a local  authority  there  is  a good  deal 
of  scrambling  for  funds ; would  this  come 
off  well  in  competition  with  other  claims? 

There  would  always  be  danger  of  that, 

whatever  authority  was  responsible,  I think, 
and  it  has  got  to  be  remembered  that  things 
are  possible  in  one  part  of  the  country 
which  are  unheard  of  in  another.  In  this 
and  other  committees  we  have  found  very 
much  that  there  is  a difference  between  the 


provisions  and  the  activities  and  the  possi- 
bilities of  one  area  and  another,  and  you 
cannot  lay  down  a very  definite  rule, 
because  what  Birmingham  or  London  do  is 
not  necessarily  what  Little  Puddeford  can 
do.  (Dr.  Cohen):  If  there  was  a frame- 
work, Mr.  Chairman,  then  I think  we  could 
work  that  in.  In  the  same  way,  before  the 
school  health  service  started  in  1907  there 
were  many  health  authorities  carrying  out 
some  form  of  school  medical  service,  and  it 
was  not  until  the  Act  in  1907  made  it 
compulsory  that  the  pattern  was  set  up. 
Admittedly  some  patterns  were  inferior  to 
others,  but  a pattern  had  to  be  set  up,  and 
according  to  the  enthusiasm  of  particular 
areas  so  the  service  would  be  good,  or 
otherwise.  Similarly  here,  once  we  got 
something  going  on  this  line,  so  the  children 
would  be  helped.  Admittedly  the  care  of 
these  children  may  not  be  perhaps  quite  so 
interesting  as,  say,  further  education,  with 
the  grandiose  technical  college,  and  so  on, 
but  at  the  same  time  we  must  have  a social 
sense  of  care  for  these  children,  and  I think 
generally  speaking  it  is  being  developed. 
Since  the  war,  for  example,  the  care  of  the 
handicapped  children  generally  has  in- 
creased enormously,  judging  even  by  just 
factual  things  such  as  special  schools. 
Before  the  war  there  were  comparatively 
few ; since  then,  we  have  increased  our 
official  categories  of  handicaps,  more  and 
more  places  have  been  found  for  these 
children,  and  there  is  undoubtedly  a greater 
concern  in  every  education  authority.  They 
may  not  find  the  work  so  interesting,  per- 
haps, as  in  other  branches,  but  there  is 
greater  concern  in  the  education  authorities 
for  these  children  whom  we  call  handi- 
capped. In  the  same  way,  I think  if  some 
framework  were  set  up  so  that  education 
authorities  could  look  after  this  group,  with 
the  advantages  coming  out  through  experi- 
ence, the  interest  would  grow. 

5517.  Does  the  composition  of  your 

education  committee  represent  at  all  this 
side  of  its  work? We  have  on  the  after- 

care committee — I mentioned  it  was  not 
composed  solely  of  education  committee 
members — one  member  of  the  mental  health 
sub-committee  of  the  public  health  com- 
mittee. You  may  ask,  why  only  one  mem- 
ber, but  we  suggested  extra  representatives 
and  the  mental  health  sub-committee  them- 
selves said  they  were  content  just  with 
having  one  member  on  it. 

5518.  (Lady  Adrian):  And  you  do  carry 

out  all  the  statutory  supervision? Yes, 

undoubtedly.  Actually  we  like  to  put  quite 
a large  number  of  our  children  under 
statutory  supervision,  we  find  that  very 
helpful. 

5519.  And  is  it  a decision  of  the  mental 
health  sub-committee  that  they  be  placed 

under  statutory  supervision? No.  It  is 

a decision  of  the  Education  Committee. 
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We  have  to  fill  in  a Form  2 H.P.,  when  the 
children  ace  leaving,  under  Section  57  (5) 
of  the  Education  Act,  and  there  we  indicate 
where  the  children  should  be  placed  in 
relationship  to  the  law,  and  it  is  our  own 
medical  officers  who  suggest  what  is  to 
happen,  and  as  a rule  it  is  accepted.  The 
Committee’s  report  goes  through  the 
medical  officer  of  the  mental  health  depart- 
ment, which  has  an  administrative  medical 
officer  who  looks  after  all  the  three  sides 
of  mental  health  ; this  department  has  other 
work  on  mental  deficiency,  there  is  the 
psychiatric  social  service,  which  includes 
a service  for  the  general  practitioners  which 
Dr.  Wand  was  talking  about  this  morning, 
and  then  there  is  the  lunacy  side,  so  that 
the  medical  officer  who  looks  after  the 
care  in  general  of  people  suffering  from 
mental  disease  and  mental  deficiency  also 
vets  these  reports. 

5520.  (Dr.  Rees)'.  If  the  occupation  centre 
were  transferred  to  the  education  authority, 
would  it  still  be  necessary  for  the  children 

to  be  certified  as  being  ineducable? 

That  raises  a legal  point  which  I rather 
fear  is  beyond  by  compass.  I would  like 
to  make  this  as  easy  as  possible, . but  I.  do 
not  quite  know  where  the  legal  side  would 
come  in.  Of  course,  there  would  have  to 
be  a new  framework  altogether,  and  how 
much  easier  that  framework  could  be  than 
at  the  present  time,  and  how  much  less 
significance  it  would  have  to  these 
anguished  parents,  I do  not  know,  but  that 
is  something  which  could  well  be  considered. 

5521.  (Mr.  Jackson ):  Do  you  mean  if  a 
new  framework  were  devised,  much  easier 
transference  between  the  special  school  and 
your  centre  and  back  to  the  special  school 

would  be  an  advantage? Yes.  Under 

the  1948  Act  it  was  made  possible  for  a 
child  who  had  been  declared  ineducable  to 
return  to  the  school  system.  In  the  past 
it  was  an  edict  for  ever,  but  under  Section 
8 of  the  1948  Education  Act  fortunately  one 
is  able  to  reconsider  those  children  and 
bring  them  back  again  into  the  special 
schools.  It.  is  that  kind  of  tendency  that  I 
would  like  to  see  developed,  a much  easier 
inter-change,  which  has  already  been 
envisaged  by  Parliament,  but  extended 
further. 

5522.  Do  you  see  a need  for  any  great 
formality  in  that  change?  Do  you  think 
there  would  be  an  advantage  in  making  it 

much  easier  to  make  such  transfers? 

Yes,  Sir,  I think  it  should  be  much  less 
formal.  In  just  the  same  way,  under  the 
1921  Education  Act  we  had  to  certify  every 
handicapped  child  before  it  could  go  to 
any  special  school ; now  fortunately  under 
the  1944  Act,  where  every  child  has  a right 
to  have  education  according  to  his  age, 
ability  and  aptitude  whether  he  goes  to 
grammar  school  or  special  school,  there  is 
no  need  for  certification  unless  the  law  steps 
in,  then  we  simply  have  one  form  where  we 


state  what  the  disability  of  mind  or  body  is 
— and  the  heavens  have  not  fallen  in,  I can 
assure  you.  I do  not  see  why  we  should 
not  have  a less  formal  arrangement  now  for 
this  unfortunate  group  of  children. 

5523.  Can  they  get  anywhere  nearer  a 

shading  into  each  other? Yes,  I think  so. 

5524.  (Mrs.  Bradclock ):  Could  I just  ask 

one  question  about  the  method  adopted  in 
Birmingham?  On  the  question  of  defectives 
over  school  age,  as  it  is  a duty  upon  the 
health  authority  to  provide  after-care,  is  an 
arrangement  made  whereby  the  powers  of 
the  public  health  department  are  delegated 
to  the  education  committee,  and  the  contri- 
bution that  the  health  committee  would 
make  to  the  work  passed  over  to  the  educa- 
tion authority? Yes,  the  powers  are 

delegated  and  the  money  provided. 

5525.  And  that  gives  you  the  right  as  an 

education  authority  to  deal  with  all  cases 
up  to  any  age? More  or  less,  yes. 

5526.  (Chairman):  What  is  your  proce- 
dure under  Section  57  (3)  of  the  Education 
Act?  You  have  to  carry  out  your  statutory 

duties? Quite,  and  that  report  goes  to 

the  medical  officer  dealing  with  mental 
health. 

5527.  And  the  health  committee  then 

hands  it  back  to  you? Yes, 4 hands  back 

the  community  care  of  the  children.  (Dr. 
Burke):  And  surely  you  only  report  at. 
school  leaving  age  those  children  who  need 
the  health  authority’s  care,  which  really 
means  institutional  care?  (Dr.  Cohen): 
And  after-care.  I think  Dr.  Burke  has  for- 
gotten that  for  the  moment— apart  from  the 
institution. 

5528.  (Mr.  Jackson):  You  could  doubt- 

less provide  a brief  note  on  this  organisa- 
tion, if  we  wished  to  take  it  further? 

Certainly,  I should  be  only  too  happy  to 
do  so. 

5529.  (Lady  Adrian)  : Could  you  just  out- 
line to  us  what  is  left  to  the  health  com- 
mittee in  the  way  of  mental  deficiency 

work? They  make  .the  arrangements  for 

all  the  children  and  others  who  go  into  insti- 
tutions. They  still  have  the  general  duty  of 
the  ascertainment  of  mental  deficiency ; and 
they  are  responsible  too  for  the  rehabilita- 
tion of  patients  who  come  on  licence  from 
the  institutions. 

5530.  And  discharged  cases? Yes,  dis- 

charged cases.  They  have  the  responsibility 
of  finding  places  in  institutions  for  children, 
for  the  imbeciles  and  the  idiots,  and  so  on, 
it  is  their  duty  to  find  all  those  places.  I 
am  not  quite  sure  what  is  left  after  that. 

5531.  (Sir  Cecil  Oakes):  Guardianship? 

Yes.  (Dr.  Burke) : They  provide  all  the 

information  to  the  hospital  for  consideration 
of  possible  discharge,  and  they  find  jobs. 

5532.  (Chairman):  I am  a little  inclined 
to  wonder  in  what  respect  your  type  (b) 
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hostels  under  paragraphs  170-172  would 

differ  from  a mental  deficiency  hospital. 

(Dr.  Cohen):  Type  (b)  is  a kind  of  hostel 
which  I mentioned  for  those  educationally 
sub-normal  children  who  have  been  at  a 
residential  special  school ; they  may  come 
back  to  Birmingham  and  their  homes  may 
be  unsuitable  or  they  may  not  have  any 
homes  at  all.  We  feel  they  need  some  help 
in  their  adolescence,  when  they  are  seeking 
employment,  and  1 think  we  have  got  a 
deiiciency  there  at  the  present  time. 

5533.  Would  these  children  be  at  the  hos- 
tel under  some  power  of  detention? No, 

they  would  be  children  who  have  just  left 
a school  for  educationally  sub-normal 
children. 

5534.  You  refer  to  those  “ . . . who  need 
the  control  of  some  form  of  authority  to 
enforce  their  attendance”.  1 suppose  that 

is  attendance  at  the  hostel? There  are 

two  groups  there.  There  are  those  who 
would  benefit  by  this  local  authority  hostel, 
for  home  background  and  advice,  and  are 
willing  ; there  is  no  problem  about  them. 
There  are  others  who  would  benefit  by  it 
but  you  could  not  get  them  to  go  in,  they 
will  not  accept  it ; then  it  may  be  that  if 
it  is  necessary  for  them  you  must  be  able 
to  bring  in  some  sort  of  authority,  some  sort 
of  sanction. 

5535.  How  would  such  a hostel  differ 

from  a mental  deficiency  hospital? The 

local  authorities  have  no  power  of  detention 
or  control,  it  is  purely  voluntary. 

5536.  But  you  say,  "...  who  need  the 
control  of  some  form  of  authority  to  en- 
force their  attendance  ”.  How  does  that 
differ,  in  a residential  institution,  from 
powers  of  detention?— — The  local 
authority  hostel  we  recommend  would  be 
purely  a voluntary  place  where  they  are 
willing  and  glad  to  go  for  a home  and 
background. 

5537.  (Sir  Cecil  Oakes):  I could  not  quite 
follow  what  you  meant  in  paragraph  172. 
Did  you  mean  you  would  have  to  enforce 
their  residence  in  the  hostel  or  attendance  at 

some  form  of  training? Residence  at  the 

hostel.  {Dr.  Burke):  Attendance  means 
attendance  at  night. 

5538.  {Chairman):  There  is  not  much 
difference  between  that  and  powers  of 

detention? The  whole  point  really  is 

that  this  last  group  needs  compulsion. 

5539.  (Sir  Cecil  Oakes):  And  the  second 
sentence  says : “ . . . these  are  cases  who 
are  suitable  for  treatment  under  order  ”. 

Therefore  if  compulsion  is  necessary, 

to  give  the  necessary  treatment,  that  means 
an  order  as  discussed  earlier  on. 

5540.  (Dr.  Rees):  How  would  this  place 
differ  from  a mental  deficiency  hospital? 

In  the  old  local  authorities’  hostels 

none  of  the  patients  was  under  order,  there 
was  no  power  of  compulsion. 


5541.  (Chairman):  In  paragraph  172  you 

propose  they  should  be  under  order. • 

Those  that  must  be  compelled,  because 
they  will  not  do  it  willingly. 

5542.  I know,  those  are  the  ones  we  are 

talking  about. That  group  have  always 

been  a stumbling  block  when  people  have 
been  discussing  those  local  authority 
hostels,  and  we  placed  the  facts  here  and 
we  say  if  they  ought  to  be  in  the  hostel 
and  they  will  not  go  of  their  own  accord, 
then  they  are  exactly  the  people  who  come 
under  the  need  for  an  order  under  the 
Mental  Deficiency  Act. 

5543.  (Sir  Cecil  Oakes):  Would  it  be  a 
new  type  of  order  for  residents  in  this 
hostel  instead  of  in  a mental  deficiency 

hospital? You  would  send  them  to  the 

mental  deficiency  hospital,  and  we  would 
hope  that  that  hospital  would  fairly  soon 
make  use  of  its  powers  to  send  these  boys 
and  girls  out. 

5544.  That  certainly  is  not  clear  here,  is 

it? They  need  care  and  treatment. 

5545.  (Lady  Adrian ):  You  would  not 
again  envisage  something  in  the  nature  of 
a fit  person  order,  committing  them  to  the 
care  or  protection  of  the  local  authority, 
which  would  give  the  authority  the  power 
of  deciding  where  the  child  should  be, 
whether  in  the  hostel  or  in  hospital,  but 
would  not  be  as  drastic  as  an  order  sending 

them  to  an  institution? (Dr.  Cohen):  If 

that  could  be  done,  then  possibly  we  could 
work  under  Section  19  of  the  Children 
Act,  which  gives  us  power  to  have  children 
as  fit  persons  up  to  the  age  of  twenty-one, 
so  we  could  combine  the  two  together, 
possibly. 

5546.  You  might  have  mentally  defective 
persons  up  to  a rather  later  age,  on  the 
ground  that  they  were  defective  and  there- 
fore the  equivalent  of  children  until  a later 

age? Yes.  (Dr.  Burke):  Is  it  not 

generally  unwise  to  try  to  use  half-a-dozen 
different  types  of  machinery,  when  you  have 
got  one  already?  You  can  already  treat 
these  people  in  the  .ordinary  way  as  defec- 
tives and  put  them  under  order,  and  then 
they  might  even  be  in  the  same  hostel,  but 
with  the  hospital  behind  them  exercising 
the  control. 

5547.  (Sir  Cecil  Oakes):  As  I read  it 
here,  I should  not  have  thought  your  state- 
ment today  is  really  what  your  Association 
had  intended.  The  (a)  type  of  hostel  is 
quite  clearly  the  type  you  now  envisage  in 
your  answer ; type  (b)  seems  to  differ 
fundamentally  from  type  (a),  the  contrast 
between  the  two  hostels  is  very  marked. 

There  are  two  points,  which  I think 

we  are  getting  mixed  up.  The  kind  of 
patient  we  would  like  to  put  into  a (b) 
hostel,  but  who  will  not  go  in  and  cannot 
be  kept  there,  that  kind  we  suggest  should 
be  treated  as  a defective  in  the  ordinary 
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way  and  sent  over  to  the  hospital ; let  them 
deal  with  him  because  he  is  a defective. 

5548.  Sent  to  the  hostel  not  to  the  hos- 
pital, surely? No,  put  him  under  order 

and  he  goes  to  the  hospital,  who  deal  with 
him.  They  may  the  next  day  send  him  out 
on  licence,  possibly  to  this  very  place.  (Dr. 
Cohen):  I think  Dr.  Burke’s  point  is  this. 
If  we  consider  that  a young  person,  who 
on  leaving  school  is  educationally  sub- 
normal, should  live  in  a hostel,  and  that 
person  says,  “ No,  I am  not  going  to  live 
in  the  hostel  ”,  and  he  is  obviously  defec- 
tive, he  should  be  placed  under  order. 

5549.  (Dr.  Rees):  Then  in  what  way  does 

this  differ  from  a mental  deficiency  institu- 
tion?  No,  that  type  will  go  to  the  hos- 

pital. (Dr.  Burke):  He  cannot  under  order 
go  direct  to  this  hostel. 

5550.  (Sir  Cecil  Oakes):  We  are  talking 
about  the  present  time,  you  are  postulating 
the  future.  I am  not  clear  from  you  why 
there  is  any  need  for  this  type  of  person 
on  leaving  school  to  go  to  a hospital.  Why 
can  you  not  have  a new  form  of  order  to 
send  him  straight  to  the  type  (b)  hostel? 

Have  you  not  then  got  to  have  that 

(b)  hostel  labelled  as  a certified  institution 
by  the  Board  of  Control? 

5551 . That  is  a subsidiary  point.  I can- 
not see  any  reason  to  retain  the  existing 
law  for  your  (b)  hostel.  Why  should  you 
certify  me  to  go  to  a mental  deficiency 
hospital  when  I am  in  no  need  of  hospital 
treatment  at  all,  all  I need  is  a home?-— — 
But  I think  you  would  say  he  does  need 
more  than  a home,  because  he  is  not  able 
to  see  the  wisdom  of  accepting  the  home  ; 
you  would  like  to  put  him  there,  but  he 
will  not  play. 

5552.  (Dr.  Rees):  In  what  way  does  a 
hostel  where  a patient  is  detained  against 
his  wish  differ  from  a mental  deficiency 

hospital? It  does  not,  it  is  part  of  it, 

that  is  the  type  (a). 

5553.  Will  not  the  type  (b)  hostel  have 
patients  detained  against  their  own  wish? 
Not  normally. 

5554.  You  say  that  these  patients  “need 
the  control  of  some  form  of  authority  to 
enforce  their  attendance”.  That  is  at  the 

type  (b)  hostel? But  you  are  talking 

about  the  exceptional  case.  The  type  (b) 
hostel  is  a local  authority  hostel,  it  has  no 
power  of  detention,  it  is  not  under  the 
Board  of  Control,  it  is  not  inspected  and 
it  cannot  receive  direct  certification.  Your 
type  (a)  hostel  is  part  of  a mental  deficiency 
hospital,  comes  under  it,  is  managed  by  it, 
and  the  patients  arc  patients  of  the  hospital. 

5555.  But  in  the  type  (b)  hostel  you  are 
going  to  have  some  form  of  compulsion? 
(Chairman):  May  I try  to  get  the  distinc- 
tion between  (a)  and  (b)  hostels.  Type  (a) 
is  the  after-care  hostel  which  the  local 


authority  has  power  to  provide? — >No, 
the  type  (a)  hostel  is  nothing  to  do  with 
the  loeal  authority  : it  is  an  ancillary  unit 
of  the  hospital,  it  is  an  outlying  ward,  u 
is  a half-way  stage. 

5556.  (Sir  Cecil  Oakes):  Many  of  them 
exist  all  over  the  country  now?  ‘—Yes,  but 
they  count  as  a part  of  the  hospital,  .Some 
of  the  evidence  which  has  been  given,  I 
know,  has  talked  about  patients  going  on 
licence  to  them,  but  that  is  wrong ; the 
patients  there  are  patients  in  the  hospital. 

5557.  (Chairman):  I think  we  had  better 
pass  on.  I have  no  questions  until  we  come 
to  Part  III.  The  statement  in  the  second 
paragraph  of  paragraph  178,  **  Difficulties  in 
medical  diagnosis  should  not,  however, 
stand  in  the  way  of  practical  measures ",  is 
a little  startling.  On  what  is  one  to  act  if 

not  on  a medical  diagnosis?- — (Dr. 

Brookes):  There  is  of  course  u very  great 
difficulty  here,  Sir,  as  you  will  see  in  para- 
graph 187.  The  question  of  formulating  a 
definition  of  " psychopathic  offender  *'  has 
been  attempted  by  many  people,  but  I am 
afraid  it  is  extremely  difficult  to  produce  a 
satisfactory  definition  that  will  stand  the 
test  of  a court,  and  that  is  why  this  earlier 
statement  is  made. 

5558.  In  paragraph  185  you  suggest  that 
(he  courts  should  have  power  to  confine  per- 
sons who  cannot  he  regarded  as  cases  of 
mental  disorder  or  certifiable  defect  but 
who  require  and  are  susceptible  to  treat- 
ment. That  is  the  medical  test  again.  Do 
you  think  that  the  psychopath  is  generally 
obviously,  in  medical  opinion,  susceptible 
to  treatment?— --Not  in  the  sense  in  which 
it  is  commonly  accepted,  Sir,  though  there 
has  been  some  work  done,  I believe,  in  the 
.Scandinavian  countries,  where  prolonged 
detention  has  shown  good  results  in  the 
training  of  these  people. 

5559.  Is  that  due  to  treatment,  or  to  lnp.se 
of  years?-—— Both,  some  have  quite  a short 
stay ; such  as  the  addict  to  alcohol  or  drugs. 

5560.  Then  there  are  those  who  require 
care  and  supervision  for  the  protection  of 
others.— Paragraph  188  refers  to  them. 
(Dr.  Wand):  1 think  it  is  a prohlcm,  .Sir, 
which  has  got  to  be  faced  and  for  which 
provision  should  be  made,  and  I think  the 
provision  we  are  suggesting  is  practical.  To 
take  alcoholics  to  begin  with.  You  get  the 
chronic  alcoholic,  particularly  a woman, 
who  neglects  her  family,  neglects  her  hus- 
band, pawns  everything  m the  house ; they 
are  very  commonly  the  wives  of  licensees, 
who  then  lose  their  licences ; they  will  do 
anything  for  drink,  and  finally  they  pau- 
perise their  families  and  create  terrible  diffi- 
culties for  their  children.  The  great  tragedy 
is  that  most  of  them  otherwise  are  very  good 
wives,  their  husbands  are  very  fond  of  them 
and  the  children  are  very  fond  of  their 
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mothers  too.  The  fathers  come  to  us,  and 
the  children  too,  in  great  distress,  saying, 
“ Mother  drinks,  she  does  this,  she  does 
that,  can  you  not  do  something  about  it?  ” 
X get  the  mother  .to  come  to  me,  very  often 
after  a lot  of  trouble,  and  mother  usually 
brings  a friend,  and  she  turns  round  to  the 
Inend  and  says,  “ Mrs.  so-and-so,  do  I have 
anything  more  than  an  occasional  glass  of 
bitter  for  my  supper  at  night?  ”,  and  Mrs. 
so-and-so,  who  has  been  obliging  by  going 
out  and  getting  the  gin,  says,  “No,  of 
course  you  do  not”.  “Doctor,  does  that 
do  me  any  harm?  ” It  is  a pattern  of 
behaviour  which  is  so  common  that  it 
carries  all  the  way  through.  As  I say,  the 
husband  comes  in,  literally  with  tears  in  his 
eyes.  You  first  see  him  decently  dressed, 
then  badly  dressed,  then  in  rags,  then  out  of 
a job,  and  badly  fed.  You  see  over  a period 
of  time  the  whole  scries  of  pictures  drawn 
by  Hogarth,  and  always  the  same  story, 
“ Doctor,  what  can  you  do  about  it?  Wljat 
are  you  going  to  do  about  it?  Can  some- 
body do  something  about  it?  ” For  the 
first  time,  T think,  a suggestion  is  now  made 
of  something  which  might  he  done. 

5561.  It  has  been  said  to  me,  not  in  evi- 

dence but  informally,  that  alcoholism  and 
drug  addiction  cannot  be  dealt  with  satis- 
factorily in  any  but  a voluntary  patient. 

Most  of  them  will  not  go,  the  women  will 
not  go  for  treatment.  And  the  children, 
especially  when  there  are  young  children, 
get  no  care  ; the  mother  puts  a rice  pudding 
in  the  oven  and  forgets  about  it  until  12 
o’clock  at  night,  and  the  children  go  back 
to  school  without  food,  the  children  are  in 
need  of  care.  . . . 

5562.  1 am  addressing  myself  to  your 

words  in  paragraph  185,  “ susceptible  to 
treatment  ”.  The  proposition  which  has  been 
put  to  me  is  that  only  a person  who  sub- 
mits voluntarily  is  really;  susceptible  to  treat- 
ment. You  may  say,  if  you  are  going  to 
compel  a person  to  come'  in  to  start  with, 
you  will  later  get  them  to  accept  treatment? 
(Dr.  Brookes):  I think  it  is  a general- 
ization, .Sir,  and  there  are  undoubted  excep- 
tions. It  is  quite  obvious  that  a person  who 
voluntarily  seeks  relief  from  drug  addic- 
tion of  any  type  is  going  to  be  easier  to 
deal  with,  but  one  can  often  get  co-opera- 
tion _ from  most  patients  after  a time — 
admittedly  it  is  hard  work.  (Dr.  Wand):  T 
hope,  Sir,  that  a form  of  words  will  not 
stand  in  the  way  of  an  adequate  solution, 
or  as  nearly  adequate  a solution  as  can  be 
obtained  of  this  problem.  It  docs  not  happen 
so  very  often,  but  when  it  does  happen  it  is 
really  shocking.  In  my  experience  I suppose 
in  the  whole  of  my  professional  life  I have 
had  perhaps  half  a dozen  cases  of  the  type 
of  alcoholic  who  would  fit  the  whole  picture 
that  I have  described  to  you — I am  not 
speaking  of  the  psychopath  now — in  a dis- 
trict where  drug  addiction  is  very  rare  in- 
deed. That  is  perhaps  not  many,  but  then 


I am  only  one  doctor,  and  it  is  enough  on 
which  some  action  should  be  contemplated, 
in  my  view.  There  are  of  course  many  who 
have  alcoholism  of  a degree  which  is  less 
than  the  degree  I painted  ; the  picture  I 
have  painted  is  of  a marked  condition. 

5563.  I do  not  think  alcoholism  and  drug 
addiction  raise  the  same  difficulties  as  what 
is  called  the  psychopath,  because  in  the  case 
of  alcoholism  and  drug  addiction  there  is 
no  doubt  as  to  the  cause  of  the  evil,  and 
you  can  give  evidence  to  prove  it  to  any- 
body once  there  are  court  proceedings,  but 
your  psychopath  is  ex  hypothesi  a person 
who  is  not  susceptible  to  medical  diagnosis, 
in  the  present  state  of  our  knowledge.  You 
do  not  know  the  source  of  the  illness — or 

do  you? If  he  has  done  a thing  once, 

have  we  then  got  our  diagnosis,  if  by  his 
action  he  fits  a picture  which  indicates  there 
is  likely  to  be  a repetition ; or  shall  we  say 
he  has  done  something  twice,  would  that 
fit  a picture  on  which  wc  could  base  an 
opinion— let  us  not  say  a diagnosis— that 
he  should  be  put  in  a place  where  he  can 
do  no  harm?  I do  not  know. 

5564.  I have  never  seen  a general  defini- 
tion of  a psychopath  by  behaviour,  when 
the  behaviour  was  not  also  observable  in 
somebody  who  was  not  a psychopath. 
Every  definition  has  to  take  the  form 
apparently  that  “owing  to  abnormality  of 
mind”  or  something  like  that,  he  behaves 
like  this.  “He  behaves  like  this”  is  not 
enough,  obviously,  because  many  people 

behave  like  it. (Dr.  Brookes ):  It  is  the 

difficulty  of  differentiating  between  the 
repeated  offender  . . . 

5565.  If  there  is  an  offence  cognisable 

by  the  law,  you  can  deal  with  it. That 

is  already  dealt  with  up  to  a point.  (Dr. 
Wand):  There  have  been  cases  in  the 
Press  over  the  last  few  years  in  which 
people  have  been  dealt  with  by  the  courts 
for  a short  time,  have  come  out,  and  then 
done  the  same  thing  again,  and  later  on 
have  done  something  more  violent  still. 
We  know  the  cases  exist,  I think  everybody 
in  this  room  knows  the  cases  exist.  It  is 
only  a question  of  trying  to  get  some  kind 
of  definition  or  machinery  which  will  deal 
with  the  cases,  to  find  out  and  deal  with 
those  cases  which  could  be  kept  under 
supervision,  and  so  on. 

5566.  But  that  is  really  the  point  on 
which  wc  need  help.  Take  your  definition 
in  paragraph  199,  “ . . . incapable  of 
mananging  himself  or  his  affairs  or  of 
ordinary  proper  conduct  ”.  It  is  quite 
clear  what  you  mean  if  you  say  that  if 
a man  is  incapable  of  ordinary  proper  con- 
duct because  he  drinks,  he  ought  to  be 
compulsorily  treated.  But  if  you  say  that 
he  does  not  follow  the  rules  of  ordinary 
proper  conduct  because  of  a defect  in  his 
general  make-up  to  which  you  are  not 
prepared  to  attach  a definite  medical 
diagnosis,  that  is  just  a description  of 
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original  sin! (Dr.  Brookes) : That  is  the 

difficulty,  Sir,  with  these  definitions;  it  is 
iust  going  round  in  a circle,  and  I realise 
full  well  that  to  satisfy  the  legal  side  one 
has  got  to  produce  something  really  cast- 
iron.  (Dr.  Wand):  I suppose  the  law  would 
not  be  willing  to  act  in  these  cases  on  evi- 
dence which  would  be  adduced  from  various 
sources,  including  the  evidence  from  a doc- 
tor, or  two  doctors,  or  more  than  two 
doctors? 

5567.  Evidence  of  what? Evidence  of 

the  man’s  behaviour,  which  would  show 
that  he  is  potentially  a danger.  That  is 
the  trouble  with  the  psychopath.  It  is  his 
potential  danger  with  which  we  are 
concerned. 

5568.  (Sir  Cecil  Oakes):  May  I draw 
your  attention  to  paragraph  183?  Would 
it  not  be  wiser  for  you,  in  your  suggestion 
in  paragraph  199,  to  go  back  to  paragraph 
183,  where  you  say,  “It  would  seem  that 
a condition  ‘ susceptible  to  treatment  ’ must 
be  an  abnormal  one ; and  in  practice  it  is 
the  abnormality  which  is  established  by  the 
medical  report  I should  have  thought 
medical  science  would  not  regard  itself  as 
incapable  of  forming  an  opinion  on  that 
particular  point,  from  what  you  say  there. 

The  M’Naghten  Rules  for  the 

psychopath? 

5569.  No,  I am  not  speaking  of  offenders 

particularly  at  the  moment,  just  the  classi- 
fication of  the  type.  Instead  of  making  a 
definition  you  could  give  guidance. . It 
need  not  necessarily  be  a definition  ; 
guidance— a thing  Ministers  particularly 
like  to  do  in  regard  to  Regulations — is  a 
very  good  way  of  dealing  with  such  prob- 
lems.  (Dr.  Brookes) : In  relation  to 

paragraph  185,  Sir,  there  is  one  point  I 
might  bring  out.  Section  24  of  the 
Criminal  Justice  Act— now  Section  30  of 
the  Magistrates’  Courts  Act— is  mentioned. 
I wonder  whether  it  is  within  the  power  of 
this  Royal  Commission  to  do  something 
with  regard  to  the  provision  of  informa- 
tion in  these  cases,  for  so  often  these 
patients  are  sent  from  court  to  the  mental 
hospital  under  Section  30  with  the  state- 
ment that  they  should  be  detained  as  under 
Section  16  of  the  Lunacy  Act,  but  with  no 
supporting  evidence.  The  evidence  which 
the  doctors  offer  to  the  court,  and  the 
grounds  on  which  they  form  their  con- 
clusions, do  not  arrive  with  the  patient,  and 
we  have  difficulty  sometimes  in  getting  that 
information.  1 know  the  Home  Office  has 
sent  a directive  round  to  magistrates’  clerks 
asking  that  the  information  be  sent,  but  it 
is  not  always  fulfilled.  It  would  be  far 
better  if  there  were  some  formal  procedure 
for  it. 

5570.  (Chairman):  That  is  the  respon- 

sibility of  the  clerk  of  the  court,  presum- 
ably?  At  the  moment,  yes,  but  it  is  not 

thrust  upon  him  that  he  should  do  it ; he 
may  do  it. 


5571.  (Sir  Cecil  Oakes):  I do  not  know 
whether  the  Home  Office  have  power  to 

make  regulations  to  that  effect? They 

have  circularised  the  clerks  recommending 
it.  It  does  put  you  at  a loss  when  a patient 
arrives  at  your  hospital  and  all  you  know 
is  that  it  is  said  that  he  should  be  detained 
under  Seotion  30. 

5572.  (Chairman):  Does  anyone  wish  to 
ask  any  questions  on  Part  IV,  about 
Juvenile  Court  procedure? 

I want  to  ask  some  questions  about  the 
Board  of  Control.  You  want  a completely 
independent  Board,  but  I am  not  quite  sure 

what  you  want  its  functions  to  be? 

(Dr.  Burke) : Wc  want,  it  to  consist  of  people 
whose  experience  and  competence  inspires 
respect  and  confidence,  in  other  words, 
people  who  really  know  their  psychiatry. 
Wo  want  it  to  have  the  duty  of  seeing  that 
patients  are  only  detained,  and  their  liberty 
curtailed,  rightly— about  which  wc  have 
already  talked  for  a long  time.  We  want 
it  to  be  able  to  inspect  personally  any  case 
of  which  there  is  any  doubt,  when  the 
patient  writes,  or  somebody  writes,  or  there 
is  an  argument,  such  as  might  result  under 
our  proposal  that  the  magistrate  should  see 
the  temporary  patients  and  perhaps  make  a 
recommendation  for  consideration.  Wc 
want  them  to  be  sufficient  in  number  to 
enable  them  to  do  these  jobs  thoroughly  and 
not  in  a rushed  way.  We  want  them  to  visit 
the  hospitals  as  inspectors,  inspect  the 
hospitals  and  the  patients  therein,  as  they 
do  now,  only  with  even  more  time  to  do 
it  thoroughly,  and  wc  want  them  to  be 
able  to  do  that  as  free  men  and  to  write 
their  reports  freely  without  any  reference 
to  departmental  or  political  restrictions  or 
policies  or  anything  like  that.  We  want 
them  there  to  see  that  the  patients  are 
having  a fair  deal  and  are  properly  dealt 
with,  and  we  feel  that  us  long  as  there 
is  need  for  special  laws  and  regulations 
about  the  care  of  menially  ill  people— which 
came  in  on  that  section  on  the  philosophy 

of  .things  at  the  beginning -as  long  as  there 

is  that  need  for  legal  protection  and  govern- 
ance, there  is  need  for  this  sort  of  indepen- 
dent expert  body  who  can  see  that  there  is 
proper  behaviour  all  round,  and  fair  play 
particularly  for  the  patients  who  have  not 
much  else  to  help  them.  And  this  body 
must  be  a central  body,  otherwise  you  will 
get,  if  it  is  done  regionally,  fourteen  dif- 
ferent standards  and  another  for  Scotland 
and  another  for  Northern  Ireland,  and  ii 
you  do  it  by  Management  Committees  then 
you  will  have  one  or  two  hundred  stan- 
dards, and  it  will  not  be  done  by  experts 
and  they  will  not  carry  confidence.  I think 
that  is  the  general  argument  why  we  want 
these  people,  we  want  them  good  and  wc 
want  them  .free,  and  we  think  they  are 
necessary  as  long  as  legal  restrictions  anti 
regulations  are  necessary,  especially  when 
you  are  dealing  with  the  general  control  oi. 
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nil  enormous,  impersonal  body  that  nobody 
otherwise  can  got  at,  such  as  a Government 
Department,  or  even  a local  authority. 

5573.  Many  people  regard  the  Board  of 

Control  as  the  most  impersonal  of  all  in- 
stitutions.  We  would  say  impartial, 

5574.  I mean  relatives  of  mental  defec- 
tives, and  so  on. We  all  say  all  sorts 

of  things  about  them,  but  we  like  them  and 
we  think  they  are  necessary,  and  we  want 
to  keep  them  to  set  the  battlefield  for  us. 

5575.  You  ini[>ly  that  y,ou  want  a central 
authority  which  is  more  easy  to  locate  and 
identify  than  the  Ministry  of  Health,  but 
what  you  propose  is  a body  almost  un- 
known to  our  constitution,  an  independent 
and  irresponsible  body.  As  long  as  that 
body's  functions  are  as  guardian  and 
guarantor  to  the  individual  who  is  under 
detention,  1 see  the  thing  is  feasible  and 
1 see  the  argument  for  it,  but  the  moment 
it  encroaches  upon  the  statutory  authority 
of  the  Ministry  of  Health,  I am  not  clear. 
You  want  it  to  inspect  hospitals  and  to  be 
able  to  propagand  public  opinion  for  more 
money  to  bo  spent  on  mental  hospitals?-  - 
We  have  not  said  a word  about  propaganda 
or  money, 

5576.  But  why  are  you  suggesting  they 

mould  inspect  the  hospitals,  then? To 

see  if  the  patients  arc  given  proper  care 
and  facilities,  as  [hey  have  been  doing  for 
years.  It  was  easy  before,  because 
the  hospitals  were  run  by  the  local  autho- 
rities, and  the  Board  came  as  a sort  of 
subsidiary  or  annexe  of  the  Ministry  of 
Health.  We  understand  the  difficulty  that 
now  the  whole  show  is  the  Ministry  of 
Health-  and  technically  the  Minister  runs 
these  hospitals,  and  it  is  difficult  to  see  how 
you  cun  lit  in,  this  plan,  of  impartial  inspec- 
tion. We  know  it  is  difficult,  but  our  feel- 
ing is  that  somehow  it  ought1  to  be  managed 
because  it  is  necessary  for  the  patients. 

5577.  (Mr.  Jackson):  Do  you  see  any 
difficulty  in  dividing  (he  inspectorate,  that 
is  to  say,  letting  certain  aspects  of  the 
ordinary  running  of  the  hospital,  whether 
it  is  done  economically  and  things  of  that 
kind,  be  inspected  iin  the  same  way  that  ail 
hospitals  are  inspected,  but  keep  a Board 
of  Control  inspecting  from  the  point  of 
view  of  what  one  might  call  the  civil 
liberty  side — I do  not  really  mean,  detention, 
but  as  to-  whether  the  general  conditions  of 
existence  are  'tolerable  and  proper?  Do 

you  see  any  difficulty  in  that  division? 

We  are  not  interested  in  the  economics. 

5578.  In  other  words,  the  division)  that  T 

suggest  would  be  quite  satisfactory? 

Yes,  _ That  would  be  somebody  eiso's  job, 
and  it  is  already  covered ; in  fact  we  suffer 
very  much  from  it. 

5579.  f Chairman ):  But  T do.  not  see  that 
line  or  demarcation.  You  say  you  want 
the  Board  of  Control  to  inspect  in  order  to 
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report  on  whether  tihe  patients  are  being 
properly  treated ; that  means  a medical 
judgment  as  well  as  a judgment  on  sanita- 
tion,  and  so  on,  and  .it  cuts  right  across  the 
Minister  of  Health’s  responsibility  for  his 

hospitals.  Have  you  thought  that  out? 

We  know  it  does,  or  we  know  it  can,  and 
we  know  it  is  very  difficult,  but  we  feel 
that  it  is  necessary  and  therefore  that  some 
means  ought  to  be  found  to  let  these  people 
carry  on  their  inspecting  and  advisory 
powers  purely  on  the  question  of  the 
patients’  proper  care. 

5580.  (Sir  Cecil  Oaken)'.  Because  the 

patients  are  under  order? Because  the 

patients  are  helpless.  [Dr.  Brookes ):  We 
found  that  helped  very  greatly  before  the 
National,  Health  Service,  when  the  Board  of 
Control  had  more  power  than  it  has  now, 
and  > the  advice  and  knowledge  which  they 
carried  with  them  from  hospital  to  hospital 
was  of  very  great  use,  even  (hough,  as  Dr. 
Burke  has  said,  at  times  wc  called  them 
other  names.  But  we  would  like  to  see 
them  strengthened  and  continued,  in  the 
interests  of  the  patient  and  the  general 
standards  of  the  hospitals.  (Dr.  Burke): 
01  course,  we  have  also  made  the  point 

“I  am  not  sure  how  far  it  is  within 
your  power — that  their  reports  on  the  hos- 
pitals used  to  be  published ; they  were 
available  for  us  all  to  read  and  see  what 
they  thought  of  us  and.  what  they  thought 
ol:  our  friend's,  and  so  forth,  which  was 
really  valuable.  That  seems  to  have  dis- 
appeared ; you  might  learn  fragments  here 
and  there,  but  the  report  goes  privately  to 
the  hospital  itself.  Dr.  Odium  has  brought 
to  our  attention  the  fact  that  nowadays  you 
cannot  get  information  about  how  the 
mental  hospital  services  work,  because  it  is 
not  published  anywhere.  She  was  asked  for 
it  in  Canada  when  she  was  at  a conference 
recently,  and  she  gaily  said,  “ I will  send  it 
to  you  ”.  She  came  home  and  found  it 
was  not  there,  because  the  main  source  of 
information,  the  Board’s  report,  is  no  longer 
in,  existence,  and  nobody  knows  what  is 
happening. 

5581.  (Chairman):  Do  you  mean,  to  say 

that  the  reports  of  the  Ministry  of  Health 
and  of  the  Ministry’s  Chief  Medical  Officer 
do  not  deal  with  the  current  developments 
of  the  mental  health  service? Not  ade- 

quately, if  they  do  at  all.  I have  never 
read  them. 

5582.  That  is  surprising,  if  I may  say  so. 

* — -Wo  think  he  is  .interested  in  fevers  and 
sanitation. 

5583.  (Sir  Cecil  Oakes):  But  he  deals 
with  things  in  a substantial  manner  in  his 

report. Not  in  the  way  we  used;  to  have 

it.  with  three  or  four  pages  to  each  indi- 
vidual hospital,  and  summaries  of  general 
movements,  and  that  sort  of  thing. 

5584.  (Mrs.  Braddock ):  Does  not  each 
Management  Committee  produce  its  own 
report  upon  what  its  own  hospital  is  doing? 
y Digitisation  Unit 
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Not  necessarily ; some  do,  many  do  not. 

{Dr.  Brookes):  Certainly  in  respect  of  my 
own  group  I can  assure  you  the  report  on 
the  mental  hospital  is  one  paragraph. 

5585.  {Mr.  Jackson ):  Putting  your  case 
precisely,  it  is  that  these  .reports  used  to  be 
made  and  that  they  used  to  be  available, 
and  there  cannot  be  any  sound  reason  why 
they  should  not  continue  tO'  be  made  avail- 
able?— —{Dr.  Burke):  They  were  valuable 
and  we  want  to*  go  on  with  them. 


{Chairman):  You  realise  no  doubt  the 
danger  of  the  Minister  who  is  responsible 
to  Parliament  being  able  to  hide  behind 
the  reports  of  a body  for  whom  he  is  not 
responsible?  I am  afraid  any  overlapping 
of  .functions  may  relieve  the  Minister  of 
his  responsibility  rather  than  sharpen  his 
sense  of  responsibility. 

Thank  you  very  much. 

{Dr.  Burke):  May  we  thank  you,  Sir, 
for  a very  kind*  and  friendly  hearing. 


(The  witnesses  withdrew.) 
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minutes  of  evidence 

TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-SEVENTH  DAY 

Tuesday,  14th  June,  1955 


Present 

The  Rr.  Hon.  the  Lord  Percy  or  Newcastle,  P.C.  ( Chairman ) 

K'i’u'SE&S  St'S"  °*)  & 5 & "if 

Miss  H.  M.  Hedley  ( Secretary ) 

D«.  Bruce  CARDEw(Gwera/  Secretary)  Dr.  D.  G.  Evans  (Assistant  General  Secretary),. 
and  Dr.  H.  C.  Faulkner,  on  behalf  of  the  Medical  Practitioners’  Union, 

called  and  examined. 


Memorandum  submitted  by  the  Medical  Practitioners’  Union 


Introduction 

1.  The  Medical  Practitioners’  Union,  first  established  in  1914,  is  a registered 
Um0Tf  a«“  *»  ‘he  Trades  Union  Congress.  It  is  non  poMcal  in 
hr'  -i1  repr?sentus.  d°ct°rs  working  in  every  branch  of  the  medical  profession 
some  4s 000  beta!? toffi'e  Union®  V C°mposed  o£  general  Practitioners,  of  whom 

A The  -V?]0?  *?,  this  written  evidence  does  not  deal  with  mental  illness  It 
confines  itself  to  the  problems  of  mental  deficiency  and,  in  particular  to  those 
aspects  of  the  problem  which  have  a direct  impact  on  the  doctor  who  is’  providing 
general  medical  care  within  the  community.  p u ums 

3.  The  evidence  is,  therefore,  brief.  It  is  concerned  with  practical  difficulties 
™n'°“ly  encountered,  and  suggests  ways  in  which  improvements  can  be  effected 
to  the  benefit  of , patients  and  doctors  alike.  It  deals  also  with  the  fundamental 

and  rnlfrrf  lhh>  ® 0P,ml!ont.of  the  M.P.U.,  should  govern  certification,  detention 
ana  care  ol  the  mentally  defective  person. 

4.  On  many  of  the  points  already  raised  in  evidence  to  the  Royal  Commission 
by  other  organisations,  the  Union  rightly  holds  definite  opinions  based  on  the 
practical  experience  of  its  members.  No  attempt  is  made,  however,  to  go  over 
ground  which  has  already  been  covered  except  where  there  is  a clash  of  opinion 


Medical  education 

5-  The  Union  is  of  the  opinion  that  instruction  of  the  medical  student  in  the 
problems  of  mental  deficiency  is  inadequate,  and  that  more  time  should  be  devoted 
to  practical  instruction  and  field  visits  in  the  undergraduate  curriculum. 
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6.  Post-gra^ate  instra^on  the  MMrt^nmwt^^s^Mal^and  nwcf  cduca- 
tionally  and  mentally  sub  noi * under  the  Education  Acts.  Similar  but  not 
who  have  to  carry  out  ^ more  ^ely  available  for  the  general 

necessarily  identical  course.  on  home  care  of  the  mental 

defeC“rTh“  e couLt  should  le  free  and  a locum  should  be  provided  for  (he 

doctor  who  takes  them.  Mcdical  omc0rs  0f  local  education 

7.  All  Medical  Oflicers  of  Healtl  ( namnhlet  to  every  general  practitioner  in 
authorities)  should  iasuir  ™ ‘ unohlet  should  set  out  the  procedure  to  be  followed 

'vrdx  ^^tsitioner  “ know 

precisely  what  provisions  have  been  made  in  his  own  locality. 

tainment  under  the  MOTta1  Deficient  y . *{}  do  sa  Under  the  existing  law, 

only  specially  authorized  and  ‘ramed^  d g b undertaken  at  any  age  from  two 
ascertainment  under  the  Lducat  on  nus  Dmciice  many  education  authorities 


ttatthe  assessment  is  likely  ™ or  ^ a spastic' 

backward  children  develop  rapidly  as  they 

TSTfi."  “•  s.“'s  aifcumss  “ * 

appropriate  specialists  if  a particular  pity  i . j t grollt  extcnt 

this  does  happen- now,  but  t is  taijrfy. on  « * «*  wmingness*  U call  in 

^second  * opinion  °Ttod hild  may  Svo  to  be  seen  at  a number  of  hospitals  or 

0)1 ‘““it  is  generally  agreed  that  ascertainment  at  any  age  is  based  mainly  on  three 

criteria : — , ...  „ . , , 

(a)  The  educational  level  or  ability  of  the  child. 

(ft)  The  intelligence  quotient. 

(c)  The  social  adaptability  of  the  child. 

The  relative  importance  of  these  three  T» 

instance,  during  school  age  me  first  '*  ? . nt  circumstances  have  to  be  taken 

BPSSJWS  tt  “ 

ssffl  &r*M&  "X  fh',  ixr ss 

“ S’  could  boM  be  mot.  i(.  In  mch  m.  «“ 

iHsrsrsExx  : stst  S »lf.  “Hs  tx 
gs  Stiffs  sjct-jss  sastras-f  rsa  « 

them  on  each  case.  , 
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13.  The  services  of  these  teams  should  be  used  by  both  local  health  and  local 
education  authorities. 

Disposal 

14.  The  evidence  already  presented  to  the  present  Royal  Commission  by  the 
Ministry  of  Health  and  Board  of  Controlf1)  shows  that,  in  1952,  the  number  of 
mental  defectives  under  care  both  inside  and  outside  institutions  was  only  141,607. 

15.  There  is  good  reason  to  suspect  that  this  figure  represents  a minority  of  the 
mental  defectives  in  the  community.  No  accurate  figure  is  known.  Tredgoldp) 
estimates  that  the  incidence  must  be  about  one  per  hundred  of  the  population.  On 
the  basis  of  a total  population  of  50,000,000  people  that  means  500,000  mental 
defectives  in  the  community.  Penrose(s)  estimates  that  in  the  age  group  10-14 
years,  al  which  age  level  the  techniques  of  ascertainment  by  the  use  of  the  intelli- 
gence quotient  can  be  better  standardised  and  are  more  accurate,  there  are  probably 
2-27  mental  defectives  with  an  intelligence  quotient  of  70  or  less  per  hundred 
of  the  population.  If  this  figure  applied  to  all  ages — and  certainly  for  younger 
children  the  figure  would  scarcely  be  lower  if  they  could  be  properly  ascertained— 
the  total  would  be  well  over  1,000,000  in  the  community. 

16.  It  is  disquieting  to  set  these  modern  estimates  against  the  results  of  past 
surveys.  The  survey  inaugurated  by  the  Royal  Commission  of  1904  gave  an 
incidence  of  4'6  per  thousand  in  the  general  population ; and  that  carried  out  by 
I.ewis  for  the  Departmental  (Wood)  Committee  in  1929  showed  an  incidence  of 
H'57  per  thousand.  Not  only  is  the  latter  double  the  figure  of  the  first  survey  but 
both  are  far  below  the  present  estimates.  Even  if  we  take  Tredgold’s  estimate 
and  assess  the  number  at  500,000,  it  follows  that  350,000  mental  defectives  are  not 
under  any  official  form  of  care  in  this  country  at  the  present  time.  Since  the 
provision  of  adequate  facilities  for  institutional  and  domiciliary  care  depends 
basically  on  accurate  assessments  of  national  and  local  needs,  it  follows  that  further 
research  and  more  accurate  and  comprehensive  surveys  still  need  to  be  carried  out. 
To  know  the  size  of  the  problem  is  the  first  requirement  of  a comprehensive  care 
programme. 

1 7.  In  general  practice  several  practical  difficulties  arise  from  this  lack  of  know- 
ledge and  consequent  lack  of  provision.  In  the  first  place,  the  350,000  who  are  not 
under  official  supervision  are,  of  course,  on  the  lists  of  general  practitioners  for 
general  medical  care.  Unless  the  general  practitioner  takes  steps  to  have  his 
mentally  defective  patients  ascertained  then  he  can,  of  course,  get  no  communal 
assistance  in  their  day-to-day  management.  To  report  the  cases  and  have  them 
ascertained  is  the  first  step  in  obtaining  help.  There  is  some  evidence,  however, 
that  ascertainment  is  less  frequently  sought  by  general  practitioners,  health  visitors, 
or  school  teachers  in  those  areas  where  up-to-date  facilities  for  dealing  with  the 
defective  are  poor.  There  is  possibly  a feeling  that  where  there  are  long  waiting 
lists  for  admission  to  institutions,  few  occupation  centres,  and  little  in  the  way  of 
home  teaching  facilities,  there  is  small  point  in  adding  to  the  backlog  of  those 
awaiting  help.  In  these  circumstances  the  tendency  may  be  to  take  action  only 
on  the  more  difficult  children  who,  by  virtue  of  their  dirty  or  anti-social  habits, 
unsatisfactory  homo  environment,  or  sick  and  overwhelmed  parents,  demand 
attention. 

18.  A vicious  circle  may  be  set  up.  Where  facilities  are  poor,  the  demand  for 
ascertainment  and  supervision  falls.  In  those  areas  a false  and  unduly  optimistic 
picture  is  created  of  the  number  of  mental  defectives  requiring  treatment,  and  a 
major  argument  for  raising  standards  may  thus  be  removed. 

19.  Tn  these  circumstances,  the  mental  defective  and  his  family  suffer.  In  the 
majority  of  cases,  because  of  pressure  of  work  and  lack  of  specialised  training, 
[he  general  practitioner  must  content  himself  with  treating  the  physical  ailments 
of  the  defective  just  as  he  treats  those  of  the  mentally  normal  members  of  the 
family.  He  will  give  advice  on  management  to  the  parents  as  difficulties  arise, 
but  he  cannot  give  the  mental  and  psychiatric  care  or  training  which  go  a long 
way  towards  preventing  avoidable  socio-medical  complications.  Here  again  a 

(<)  First  Day,  p.  37.  (•)  Mental  Deficiency,  1952.  (’)  The  Biology  of  Mental  Defect,  1952. 
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vicious  circle  is  established.  The  defective  becomes  a bigger  burden  to  his  parents 
and  they,  in  turn,  because  of  restrictions  on  their  freedom  and  movements  and 
because  of  added  anxiety,  are  likely  to  have  more  physical  and  psychoneurotic 
illness  than  they  otherwise  would.  The  general  practitioners  concern  with  these 
families  increases.  He  has  more  work  and  worry  himself  and  his  ability  to  assist 
the  individual  case  is  still  further  impaired. 


20.  In  these  circumstances,  too,  the  mental  defective  cannot  be  said  to  be  getting 
the  best  medical  care  and  attention  that  is  possible,  and  is,  therefore  less  likely 
to  become  a socially  adaptable  and  partially  self-supporting  member  of  the 
community. 


21.  There  is  some  evidence  that  general  practitioners  occasionally  fail  to  ask 
for  ascertainment  in  deference  to  the  parents’  wishes.  At  the  present  time  it  is 
extremely  difficult  to  get  a mental  defective  into  an  institution  without  certification. 
Many  parents  object  to  certification  because  they  feel  there  is  a life-long  stigma 
attached  to  it  They  undertake  the  care  of  the  young  child  themselves  and  all  may 
annear  satisfactory  for  years.  The  complications  arise  later,  especially  with  boys, 
XTfllfSldScta  the  age  of  10-11  or  early  adolescence.  W thout  adequate 
training  the  defective  is  then  much  less  manageable,  and  the  parents  original  and 
natural  hopes  that  he  will  become  more  normal  as  time  goes  on  have  often  been 
sadly  shattered.  Friction  frequently  arises  between  husband  and  ? wife  which 
accentuates  the  domestic  difficulties  and  makes  the  general  practitioner  s task  much 
harder.  At  that  stage,  the  parents  often  demand  that  the  child  be  admitted  to 
an  institution.  The  necessary  steps  may  then  be  taken,  but,  m many  areas,  children 
remain  on  the  swollen  waiting  lists  for  5-7  years  unless  the  situation  constitutes 
an  emergency  and  they  can  be  admitted  as  priority  cases.  The  problem  arising 
in  the  home  where  there  is  a growing  family,  or  where  accommodation  is  cramped, 
can  well  be  imagined. 


22  Much  of  this  trouble  could  be  avoided  if  the  treatment  in  an  institution 
was  for  the  most  part  voluntary,  and  if  there  were  sufficient  places  available  for 
admission  to  take  place  at  an  early  age.  In  theory,  institutional  care  on  a voluntary 
basis  is  permissible  under  the  present  legislation,  but  in  practice  it  appears  that  few 
voluntary  patients  are  accepted.  Provisions  for  mental  illness  are,  in  this  respect, 
in  advance  of  those  for  mental  deficiency. 


The  principles  governing  certification,  detention  and  care 


1IC  

23  It  is  our  strong  opinion  that  the  definition  of  mental  deficiency  as  set  out 
in  Section  1 (2)  of  the  1927  Act  should  not  be  extended  to  cover  social 
inadequacy  ” or  “ social  inefficiency  ”,  and  that  the  category  of  moral  defective 
(Section  1 (d)  1927  Act)  should  be  abandoned. 


24  There  is  a grave  danger  that  if  the  ability  to  make  an  adequate  social 
adaptation  is  given  too  much  weight,  children  and  young  persons  who  have  a 
relatively  high  intelligence  quotient  and  who  do  not  suffer  from  a condition  ol 
arrested  or  incomplete  development  of  mind”  may  be  dealt  with  under  those  Acts 
on  grounds  of  administrative  convenience.  Maladjustment  and  mental  delect 
should  not  be  confused.  The  arrangements  for  dealing  with  the  two  conditions 
should  be  separate.  It  should  be  borne  in  mind,  too,  that  both  social  customs  ana 
psychiatric  classifications  change.  The  person  who  in  one  set  of  circumstances  or 
in  one  country  may  be  regarded  as  normal,  may  in  another  environment  be 
regarded  as  a “social  misfit”  although  the  change  may  be  in  the  community s 
outlook  and  not  in  the  indvidual  himself. 


25  In  our  opinion,  those  persons  who  would  now  be  classified  as  moral 
defectives  ” (that  is  those  in  whom  there  exists  mental  defectiveness  allied  with 
vicious  or  criminal  tendencies  and  who  require  care,  supervision  ana  control  tor 
the  protection  of  others),  should  not  be  treated  in  the  same  institutions  as  those 
detained  for  their  own  protection.  In  some  instances  it  may  be  wiser  to  regard 
them  as  of  unsound  mind. 


26.  Under  Sections  2,  8 and  9 of  the  1913  Act,  as  amended  by  the  1927  Act, 
and  the  Education  Act,  the  categories  setting  out  those  “subject  to  be  dealt  with 
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show  no  differentiation  between  the  degrees  of  mental  deficiency.  They  do,  how- 
ever, discriminate  between  those  who  have  good  homes  and  satisfactory  parents 
and  those  who  do  not  or  who  have  a criminal  record. 

27.  This  would  appear  to  be  an  artificial  and  administrative  differentiation.  The 
criterion  is  not  based  on  the  welfare  of  the  individual.  At  the  present  time  idiots, 
imbeciles  and  high-grade  defectives,  those  with  criminal  records  and  those  who  are 
vicious  and  dangerous  may  all  be  housed  in  the  same  institution  in  close  contact 
with  each  other.  In  these  circumstances  the  high-grade  defective  may  not  have 
the  best  opportunities  for  training  and  adaptation  and  may  indeed  be  retarded  or 
corrupted  by  living  in  the  same  environment  as  the  others.  Separate  types  of 
training  and  contact  are  required  for  the  varying  grades  of  defective. 

28.  At  the  same  time  many  idiots,  imbeciles  and  high-grade  defectives  more 
fortunate  in  their  home  circumstances  remain  outside  institutional  care  even 
though  many  might  benefit  from  the  type  of  training  given  in  these  establishments. 

29.  In  our  opinion,  the  main  principle  governing  the  care  and  training  of  the 
mental  defective  should  be  to  prescribe  the  treatment  best  suited  to  the  individual 
case.  All  high-grade  defectives  likely  to  benefit  from  the  regime  should  be  able  to 
enter  institutions.  Certification  might  still  be  necessary  in  some  cases,  but  the 
majority  should  be  admitted  as  voluntary  trainees  at  their  own  or  their  parents’ 
instigation.  These  high-grade  defectives  should  not  be  expected  to  mingle  with 
low-grade  defectives  or  those  with  vicious  or  criminal  tendencies.  The  stress  should 
be  on  teaching  and  occupational  training  rather  than  on  detention. 

30.  Those  mental  defectives  most  likely  to  benefit  from  community  care  should 
remain  outside  institutions  irrespective  of  the  quality  of  the  home  surroundings  or 
the  capacity  of  the  parents  to  take  responsibility  for  them.  Where  such  defectives 
were  known  to  be  in  the  need  of  care  and  attention  they  could  not  get  in  their 
own  homes,  greater  use  should  be  made  of  foster-parent  schemes.  Here  again, 
given  the  parents’  consent  to  the  transfer,  certification  and  its  attendant  statutory 
guardianship  should  be  unnecessary  in  the  majority  of  cases,  for  greater  use  could 
be  made  of  the  provisions  of  the  Children  Act. 

31.  Where  domiciliary  treatment  was  prescribed  then  full  facilities  for  home 
teaching  or  for  craft  training  in  occupation  centres  based  on  age  groups  and  the 
degree  of  defect  should  be  provided.  Supervision  without  such  teaching  or 
training  can  only  be  of  limited  value. 


Training 

32.  Although  there  are  now  many  occupation  centres,  particularly  in  urban 
areas,  many  of  them  do  little  more  than  keep  children  occupied  and  train  them  in 
clean  habits.  They  are  often  housed  in  unsuitable  buildings,  suffer  from  shortage 
of  trained  staff,  and  have  to  cater  for  children  of  all  ages  and  all  degrees  of 
defect.  Even  then  they  serve  a useful  two-fold  function  in  relieving  parents  of 
the  burden  of  caring  for  the  children  during  the  day,  and  in  making  the  children 
themselves  happier,  more  self-reliant  and  more  socially  adaptable.  But  here  again, 
particularly  for  the  older  high-grade  defectives,  occupational  training  rather  than 
handicraft  therapy  is  needed  to  improve  their  chances  of  becoming  partially  self- 
supporting  in  the  outside  world.  Otherwise,  many  defectives,  when  they  reach  the 
age-limit  for  the  occupation  centre,  become  once  more  a burden  on  their  parents. 
There  is  a danger  that  many  will  become  juvenile  delinquents  because  they  are  too 
big  and  too  old  to  be  kept  under  constant  supervision  and  because  they  are  illiterate 
and  without  training  for  suitable  work. 

33.  In  some  areas,  it  is  known  that  special  schools  for  the  educationally  sub- 
normal are  reluctant  to  accept  children  with  an  intelligence  quotient  much  below 
65  because  of  the  shortage  of  places.  Where  high-grade  defectives  cannot  be  placed 
in  special  schools,  and  where  they  are  amenable  and  socially  well-adapted,  arrange- 
ments are  occasionally  made  for  them  to  stay  on  in  normal  primary  and  secondary 
modern  schools.  They  leave  at  the  age  of  15,  having  received  little  training  in  the 
manual  tasks  at  which  they  are  most  likely  to  earn  a living  and  often  able,  on 
the  scholastic  side,  to  do  little  more  than  write  their  names  and  perhaps  count  up 
to  50. 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1106 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


34  We  irecommend  that  day  occupational  training  centres  be  established.  These 
children  should  be  transferred  to  them  from  the  primary  school  at  the  age  of  11 
instead  of  going  on  to  a secondary  modern  school.  The  centres  should  also  cater 
for  the  higher-grade  defectives  who  arc  now  looked  after  at  home  or  in  the  present 
type  of  occupation  centre.  The  latter  would  then  deal  only  with  defectives  up  to 
the  age  of  11  and  those  unlikely  ever  to  benefit  from  specific  training.  The  day 
occupational  training  centres  (like  technical  schools  but  on  a lower  level),  would 
prepare  children  for  the  semi-skilled  and  unskilled  manual  labour  they  could  usefully 
and  happily  do.  Training  would  vary  with  the  opportunities  for  employment  in  a 
particular  area  and  the  centres  might  be  run  in  association  with  technical  schools 
in  suitable  areas. 

35  Under  the  1944  Education  Act  mentally  defective  school-leavers,  who  are 
reported  to  the  local  health  authority  as  requiring  further  supervision,  are  not 
exempted  from  the  obligation  to  receive  further  education.  They  will  be  required 
to  attend  county  colleges  when  those  colleges  are  built.  It  is  doubtful  if  they 
will  be  able  to  make  good  use  of  the  further  educational  facilities  likely  to  be 
provided  by  county  colleges.  For  their  special  needs  residential  hostels  run  on  the 
lines  of  those  attached  to  cripples’  training  colleges  and  Remploy  factories  would 
seem  more  suitable.  In  such  hostels,  mental  defectives  could  find  a new  home  where 
their  physical  and  mental  needs  would  be  catered  for.  They  could  live  there  cheaply 
but  help  to  pay  for  their  keep  from  wages  earned  either  in  suitable  employment 
near  the  hostel  or  in  workshops  attached  to  the  hostel  itself.  Defectives  released 
on  licence  from  institutions  could  be  transferred  to  these  residential  hostels  too, 
so  that  the  warden,  suitably  aided  by  a visiting  medical  and  phychiatrie  staff,  could 
act  as  foster-parent  to  the  whole  group. 

Absence  on  trial  or  licence 

36.  When  a defective  is  released  from  an  institution  on  licence  his  progress  can 
be  assessed  only  if  he  is  kept  under  close  surveillance.  The  responsibility  i for 
supervision  and  visiting  has  been  laid  on  the  Hospital  Management  Committee 
of  the  institution  concerned. 

37.  Where  the  home  or  hostel  to  which  the  defective  is  going  is  close  to  the 

institution,  this  contact  can  be  relatively  easily  maintained  and  visiting  is  usually 
carried  out  by  the  institution’s  own  medical  staff  or  social  workers. 

38.  When  the  defective  on  licence  is  to  live  at  some  distance  (sometimes  50 

miles  or  more)  from  the  institution,  then  supervision  becomes  more  difficult  and 
visiting  is  often  carried  out  for  the  Hospital  Management  Committee  by  agreement 
with  the  mental  health  officer  of  the  local  authority  on  a “ joint-user  ’’  basis. 

39.  The  mental  health  care  of  the  defective  is,  therefore,  reasonably  well  catered 
for.  There  is  evidence  that  the  provisions  made  for  the  treatment  of  physical 
illness  are  not  so  good.  Although  a defective  on  licence  can,  according  to  the 
Ministry  of  Health,  be  placed  on  the  list  of  a general  practitioner  in  the  area  lo 
which  he  goes,  full  advantage  is  not  always  taken  of  this  facility. 

40.  Some  institutions  insist  that  the  patient  should  return  to  the  institution 

itself  for  any  treatment  that  is  required,  even  for  the  mildest  physical  illness  such 
as  a cold,  a sore  throat,  dysmenorrhoea  or  influenza.  Even  when  the  patient  lives 
close  to  the  institution  it  may  be  undesirable  for  him  to  go  there  when  he  has  an 

illness  which  calls  for  treatment  in  bed.  When  he  lives  more  than  a few  miles 

away  treatment  must  be  uneconomic  and  involve  much  travelling  and  loss  of 
time. 

41.  In  other  cases,  the  institution  authorities  arrange  for  the  patient  to  be  placed 
on  a general  practitioner’s  list,  but  lay  down  so  many  restrictions  on  treatment  that 
the  effect  is  the  same. 

42.  Sometimes  no  provision  is  made,  but  the  foster  parent  calls  in  his  own 
family  doctor  if  the  defective  falls  ill.  Treatment  is  then  given,  of  course,  but  to 
a patient  who  is  seen  for  the  first  time  in  sickness.  It  is  desirable  that  the  genera! 
practitioner  should  have  known  the  patient  in  health  and  be  in  possession  of  some 
details  of  his  pbvsical  and  mental  history  if  he  is  to  give  the  best  possible  treatment. 
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43.  After  conceding  the  point  that  supervision  and  treatment  for  the  mental 
state,  is  best  administered  by  the  institution  itself,  we  recommend  that  better 
provision  should  be  made  for  the  treatment  of  physical  illness  while  on  licence. 
In  our  opinion  no  defective  should  be  allowed  out  on  licence  from  an  institution 
until  arrangements  have  been  made  for  his  general  medical  care  at  his  new  home. 
It  should  be  made  the  responsibility  of  the  hospital  authority  to  require  the  person 
who  will  be  in  loco  parentis  to  register  the  mental  defective  with  a local  general 
practitioner  before  the  defective  leaves  the  institution  and  as  one  of  the  conditions 
upon  which  he  can  do  so.  It  should  further  be  the  duty  of  the  hospital  authority 
to  ensure  that  a medical  report,  including  a medical  history,  on  the  defective  should 
bo  sent  to  the  general  practitioner  concerned  before  the  defective  leaves  the 
institution.  The  institution  authorities  should  indicate  when  they  would  like  to 
be  consulted  in  the  after-care  of  the  patient,  especially  in  regard  to  the  mental 
state,  but  not  attempt  to  curtail  the  general  practitioner’s  responsibility  in  any 
way. 

44.  Under  this  arrangement  the  general  practitioner  could  take  a keener  and 
more  informed  interest  in  the  mental  defective  on  licence  than  he  can  reasonably 
be  expected  to  do  at  the  present  time. 

Summary  of  recommendations 

Medical  education 

(1)  Undergraduate  training  should  be  improved  and  more  time  devoted  to 
practical  instruction  and  field  visits. 

(2)  Better  facilities  should  be  offered  for  the  post-graduate  training  of  general 
practitioners  with  particular  stress  on  the  diagnosis  and  home  care  of  the  mental 
defective  and  the  prevention  of  socio-medical  complications, 

(3)  Every  local  authority  should  issue  an  information  pamphlet  to  each  general 
practitioner  in  its  area  setting  out  the  facilities  available  locally  for  helping  mental 
defectives  under  the  Mental  Deficiency  and  Education  Acts  and  showing  how  this 
help  could  be  obtained. 

Ascertainment 

(4)  The  special  training  and  experience  required  by  doctors  before  they  can 
be  authorised  to  carry  out  ascertainments  under  the  Education  Acts  should  also  be 
required  under  the  Mental  Deficiency  Acts. 

(5)  In  addition  to  ascertainment  as  it  is  now  conducted,  no  child  should  be 
certified  as  mentally  defective  without  having  been  finally  assessed  by  a specially 
constituted  team,  (Or  “ assessment  'board  ”,  which  would  review  'the  medical, 
psychological  and  social  evidence  placed  before  it  and  examine  the  child. 

(6)  It  would  be  the  duty  of  these  teams  or  “ assessment  boards  ” to  invite 
consultation  with  the  general  practitioner  concerned  in  each  case. 

Disposal 

(7)  Further  research  and  more  accurate  and  comprehensive  surveys  are  required 
lo  determine  the  number  of  mental  defectives  in  each  area  of  the  country.  Uniform 
standards  for  their  care  should  then  be  laid  down  for  the  whole  country  in 
accordance  with  a long-term  national  plan. 

(8)  In  so  far  as  the  needs  are  known  already,  better  provision  should  be  made 
for  institutional  and  community  care  immediately,  and  without  waiting  for  the 
results  of  national  and  local  surveys. 

(9)  Many  of  the  socio-medical  difficulties  which  now  arise  in  the  home  could 
be  avoided  if  greater  provision  were  made  for  voluntary  treatment.  The  stigma, 
real  or  imagined,  of  certification  could  then  be  avoided  and  the  reluctance  of 
parents  to  allow  their  children  to  have  institutional  treatment  at  an  early  age 
could  be  largely  overcome.  The  places  to  be  made  available  in  institutions  must 
therefore  be  based  on  the  number  likely  to  require  treatment  rather  than  the 
number  likely  to  be  certified. 

(10)  For  the  care  of  those  who  remain  at  home  (and  the  domiciliary  after-care 
of  those  who  would  then  be  in  a position  to  receive  their  initial  treatment  in  an 
institution),  better  home  teaching  facilities  and  more  occupation  centres  are 
required,  especially  up  to  the  age  of  11  years. 
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The  principles  governing  certification,  detention  and  care 

(11)  The  definition  of  “mental  deficiency ” in  the  1927  Act  should  not  be 
extended  to  cover  “ social  inadequacy  ” or  “ social  inefficiency  . 

(12)  The  category  of  “ moral  defective  ” should  be  abandoned.  Those  who  have 
to  be  detained  for  the  protection  of  others  should  be  housed  m separate 
institutions. 

(13)  Institutional  care  should  be  graded  according  to  the  degree  of  mental  defect 
and  freely  available  to  all  who  would  benefit  from  it.  It  should  not  be  dependent 
on  the  home  circumstances  of  the  individual. 

(14)  Mental  defectives  who  would  benefit  more  from  domiciliary  than  from 
institutional  treatment  should  receive  it  irrespective  of  their  home  circumstances. 
Where  they  are  in  need  of  care  and  protection,  greater  use  should  be  made  of  the 
provisions  of  the  Children  Act.  Administrative  expediency  should  never  be  the 
basis  for  certification  and  detention. 

Training 

(15)  Domiciliary  supervision  cannot  be  effective  unless  it  is  associated  with 
appropriate  teaching  in  the  home  or  attendance  at  an  occupation  centre.  More 
day  or  residential  special  schools  are  needed  for  higher-grade  defectives.  They 
need  to  be  of  a special  character.  The  emphasis  must  be  placed  on  occupational 
training  for  semi-skilled  and  unskilled  manual  labour.  This  training  should  be 
related  to  the  opportunities  for  employment  in  the  neighbourhood.  Children  should 
be  admitted  to  these  “occupational  training  centres  ” at  the  age  of  11  either  from 
the  home,  from  the  primary  school  or  the  institution.  Such  centres  could  be 
attached  to  secondary  technical  schools. 

(16)  Residential  hostels  are  needed  for  the  higher-grade  mental  defective  reaching 
school  leaving  age  and  those  above  that  age.  The  atmosphere  should  be  that  of 
a home  rather  than  an  institution.  In  them  the  defective’s  physical  and  mental 
needs  would  be  catered  for.  From  them  he  should  go  out  to  work  at  some  suitable 
nearby  trade,  or  be  employed  in  workshops  attached  to  the  hostels  themselves.  He 
should  be  encouraged  to  be  as  independent  as  possible,  be  paid  at  proper  trade 
union  rates,  and  contribute  to  his  own  keep. 

Absence  on  trial  or  licence 

(17)  No  mental  defective  should  leave  an  institution  on  trial  or  licence  (or  at  the 
end  of  voluntary  treatment),  until  the  authorities  have  made  sure  that  he  has  been 
accepted  on  the  list  of  a general  practitioner  near  his  new  home. 

(18)  This  practitioner  should  be  sent  details  of  the  patient’s  physical,  mental  and 
social  history,  and  a note  of  the  circumstances  in  which  the  institution  authorities 
would  like  to  be  consulted  about  after-care. 

(19)  The  general  practitioner  receiving  this  information  should  make  a point 
of  seeing  the  patient  as  soon  as  possible  and  not  wait  to  be  called  in  for  illness. 


Examination 

(i Chairman ):  Would  you  please  introduce 

yourselves? {Dr.  Cardew ):  I am  Dr. 

Bruce  Cardew,  General  Secretary  of  the 
Medical  Practitioners’  Union,  and  I used 
to  be  in  general  practice.  On  my  left  is 
Dr.  Hugh  Faulkner,  who  is  engaged  in 
general  practice  in  London,  and  on  my 
right  is  Dr.  Evans,  who  is  a lecturer  on 
public  health  and  industrial  health  at  the 
London  School  of  Hygiene  and  Tropical 
Medicine,  and  he  also  used  to  be  in  general 
practice. 

5586.  We  are  very  grateful  to  you  for 
your  memorandum.  It  is  very  clear  and 


of  Witnesses 

to  the  point,  and  on  the  whole  it  is  very 
non-controversial.  Consequently,  I do  not 
know  whether  I,  at  any  rate,  will  have  very 
many  questions  to  ask  on  the  body  of  the 
memorandum.  I thought  we  might,  per- 
haps, go  through  your  recommendations  at 
the  end  of  the  memorandum. 

I do  not  want  to  ask  any  questions  about 
medical  education.  I am  only  too  familiar 
with  the  difficulty  of  getting  ail  the  subjects 
into  the  medical  curriculum.  Does  any 
member  of  the  Commission  want  to  ask 
any  questions  on  medical  education,  under 
the  summary  of  recommendations? 
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Coming  to  Ascertainment,  I have  a big 
question  to  put  to  you  there.  You  propose 
a system  of  Assessment  Boards,  and  you 
attach  to  that  an  expression  of  opinion  that 
it  is  very  important  to  have  full  ascertain- 
ment of  mental  defectives.  But  I gather 
that  the  Assessment  Board  would  be  a 
purely  diagnostic  board  and  have  nothing 
to  do  with  treatment  at  all.  What,  if  any, 
Iega'l  consequences  would  be  attached  to 

the  report  of  such  a Board? {Dr. 

Evans):  One  of  the  difficulties  as  we  see 
it  at  the  moment,  my  Lord,  is  that  the 
assessment  is  often  done  by  an  officer  of  the 
local  authority,  and  there  is  some  evidence 
that  the  disposal  of  people  is  sometimes 
decided  on  grounds  of  administrative  con- 
venience. I feel  that  this  Assessment  Board 
would  be  an  independent  board,  which 
would  wholly  confine  itself  to  diagnosing 
the  condition,  and  that  the  disposal  would 
then  become  the  decision  of  the  local 
authority.  It  would  not  both  make  a 
diagnosis  and  decide  disposal.  In  other 
words,  this  Assessment  Board  would  not  be 
dealing  with  administrative  convenience  at 
all,  but  with  purely  medical  and  social  fac- 
tors, and  in  our  opinion  fewer  people  would 
then  come  to  be  disposed  of  by  the  local 
authority. 

5587.  Supposing  this  Assessment  Board 

considered  that  a defective  child  ought  to 
be  dealt  with  as  long  as  possible  in  the 
community,  without  taking  him  from  his 
home  and  so  on,  that  is  a diagnostic  judg- 
ment?  Yes. 

5588.  But  the  members  of  the  Board 

themselves  would  have  no  responsibility  for 
treatment? No. 

5589.  The  general  practitioner  may  be 

consulted  by  the  Board,  but  he  is  not  a 
member  of  the  Board? No. 

5590.  You  are  strongly  of  opinion  that 
the  more  cases  that  can  be  dealt  with  purely 
on  a voluntary  basis  the  better.  But  in 
the  long  run  one  always  comes  up  against 
the  question  under  what  circumstances  are 
you  to  detain  a child  of  this  kind.  Would 
the  Assessment  Board  have  any  concern 

with  that? Could  I put  it  this  way, 

my  Lord,  that  the  Assessment  Board  would 
be  purely  concerned  with  physical  and 
mental  defect,  especially  where  there  was  a 
double  defect.  It  would  not  be  concerned 
so  much  with  a factor  that  we  rather  fear, 
that  is  the  problem  of  social  inadequacy.  It 
seems  to  us  dangerous  that  the  problem  of 
social  maladjustment  should  be  confused 
with  mental  defect,  and  there  seems  a 
tendency,  in  some  of  the  evidence  you  have 
had,  to  stress  that  as  a factor  in  deter- 
mining whether  a patient  is  mentally  defec- 
tive or  not.  It  seems  to  us  that  maladjust- 
ment and  mental  defect  are  quite  separate 
things,  and  that  at  the  present  time  they 
are  very  often  confused.  {Dr.  CardeW): 
May  I add  one  point  to  that,  Sir,  that  I 
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do  not  think  we  intended  that  these  Assess- 
ment Boards  should  not  be  concerned  v/ith 
treatment  at  all,  or  anyhow,  with  indicating 
the  sort  of  treatment.  I think  that  would  be 
one  of  their  most  valuable  functions,  not 
only  to  assess  and  diagnose,  but  to  indicate 
to.  the  authorities  what  type  of  care  they 
think  that  particular  person  would  benefit 
from. 

5591.  You  said  “the  authorities”.  What 

authorities  are  you  thinking  of? 1 was 

thinking  of  the  local  authorities,  Sir,  to 
assess  whether  a particular  individual  could 
be  reasonably  integrated  back  into  social 
life. 

5592.  What  do  you  want?  Do  you  want 
to  bring  in  any  administrative  authority 
at  that  stage  when  the  problem  is,  ex 

hypothesi,  a medical  problem? No,  Sir. 

We  do  not  see  this  Assessment  Board  as 
disposing,  but  only  giving  advice  as  to  dis- 
posal. 

5593.  There  is  a clear  contrast,  it  seems, 

between  your  Assessment  Boards  and  the 
consultation  bureaux,  for  instance,  of 
Amsterdam,  where  it  is  a permanent  medi- 
cal system,  of  medical  care  and  advice. 
What  I am  afraid  of  is  that  a system  of 
taking  the  mental  “ fingerprints  ”,  so  to 
speak,  of  the  whole  community  might 
come  to  be  resented  far  more  than  any 
present  certification.  Ex  hypothesi,  you 
want  to  ascertain  a lot  of  people  who  are 
now  not  ascertained.  You  think  that  there 
are  at  least  double  the  number  of  the 
people  who  are  within  the  cognisance  of 
local  authorities  who  ought  to  be  ascer- 
tained. If  I may  mix  my  metaphors,  you 
are  going  to  have  a mental  “fingerprint” 
hanging  round  the  neck  of  eight  per 
thousand  of  the  population? — —{Dr. 

Faulkner ):  My  Lord,  I feel,  as  a general 
practitioner,  trying  to  deal  with  these  prob- 
lems, that  the  main  question  here  is  that 
we  feel  that  there  are  many  cases  which 
are  being  inadequately  cared  for,  which 
are  not  getting  the  minimum  of  supporting 
care  from  the  community  at  the  moment. 
This  is  because  the  officers  carrying  out 
ascertainment,  on  behalf  of  the  local 
authority,,  know  that  there  are  not  available 
facilities  in  their  area,  and  that  must  con- 
dition their  attitude  towards  the  job  of 
assessment.  If  this  could  be  brought  out- 
side to  a completely  impartial,  objective 
body,  though  obviously  there  are  factors 
which  must  control  their  decisions,  we 
could  reach  a medico-social  judgment  and 
then  the  real  problem  would  confront  the 
local  authority.  This  body  finds  x number 
of  children  can  be  cared  for  at  home  but 
need  occupation  centres,  and  y need  to  be 
taken  into  institutional  care.  You  would 
then  see  the  real  problem,  and  I feel  that 
the  point  that  you  made  about  the  attitude 
of  the  community  to  such  a body  would 
depend  very  much  on  the  way  this  was 

A 4 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1110 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


presented.  If  it  was  presented,  as  you  fear, 
as  a kind  of  secret  body  taking  decisions, 
it  would  be  most  unfortunate.  But  if  it 
appeared  as  a medico-social  body,  which 
took  all  possible  evidence  . . . 

5594.  But  how  is  it  bound  to  appear 
when  the  child  goes  to  school?  Does  the 
local  education  authority  have  and  com- 
municate to  the  teacher  the  assessment 
made  by  this  Assessment  Committee?  Docs 
the  mother  say,  “ Of  course,  poor  darling 
Doris  went  to  school  and  she  was  already 

reported  as  of  low-grade  ”? (Dr. 

Evans):  I think  that  certainly  would  have 
to  happen,  Sir,  yes.  As  far  as  it  is  possible 
to  make  an  accurate  assessment  below  the 
age  of  5,  that  would  have  been  done,  but 
we  are  concerned  with  those  of  school  age 
as  well.  We  are  not  necessarily  referring 
to  children  below  the  age  of  5 when  we 
speak  of  these  Assessment  Boards.  One 
of  the  points  that  came  out  very  strongly 
in  our  Committee  was  not  only  the  effect 
on  the  mentally  defective  child,  but  the 
effect  on  (the  family  with  which  he  is 
living,  in  that  if  he  is  remaining  at  home, 
not  ascertained,  and  often  not  ascertained 
quite  deliberately  because  there  are  no  ade- 
quate facilities  for  dealing  with  him,  then 
he  becomes  an  increasing  burden,  particu- 
larly on  the  mother.  We  felt  that  if 
these  Assessment  Boards  were  set  up,  and 
if  legislation  were  made  compulsory  rather 
than  permissive  on  local  authorities  to 
provide  community  care,  the  two  would  tie 
in  together. 

5595.  Again  I want  to  ask  what  arc  the 
legal  implications  of  all  this?  Is  it  to.  be 
the  duty  of  the  parent  to  report  a child? 
How  are  you  going  to  get  your  assessees? 

1 would  have  thought,  Sir,  it  should 

be  the  responsibility  of  the  general  practi- 
tioner, in  consultation  with  the  parent.  If 
they  decide  that  it  is  going  to  be  to  the 
child’s  advantage  that  he  should  be 
assessed  by  the  Board,  and  that  subse- 
quently he  should  be  getting  better  home 
treatment  or  better  treatment  in  an  occupa- 
tion centre  or  occupational  training  centre 
such  as  we  suggest,  I think  . the  general 
practitioner,  as  an  informed  opinion,  should 
be  able  to  get  the  parent  to  see  his  point 
of  view. 

5596.  If  your  Assessment  Board  is  in- 

tended as  a panel  of  consultants  to  whom 
the  general  practitioner  may  refer  cases, 
then  you  are  in  your  proper  medical 
sphere? (Dr.  Carclew ):  It  is  an  ad- 

visory thing.  (Dr.  Faulkner):  But  it  would 
also  get  the  maximum  social  background  as 
well,  which  is  essential. 

5597.  While  wc  are  on  this  general  prac- 
titioner question,  later  in  your  memorandum 
you  criticise  the  present  arrangements  for 
letting  general  practitioners  know  about 


patients  on  licence,  and  you  say  that  even 
where  notice  is  given  it  is  not  given  soon 
enough,  and  that  the  general  practitioner 
therefore  tends  to  see  the  child  for  the  first 
time  in  illness.  What  I want  to  know  is 
how  far  a general  practitioner  is  likely  to 
see  a child  or  young  person,  except  in  ill- 
ness anyway,  under  present  conditions? 

(Dr.  Cardew):  I think  we  felt  here 

that  if  a mental  defective  is  going  to  be 
sent  out  on  licence  some  distance  from 
his  institution,  a general  practitioner  ought 
to  be  brought  into  the  matter  from  the 
very  beginning,  and  there  ought  to  be  an 
obligation  placed  on  the  institution  to  see 
that  the  child  or  person  is  registered  with 
a general  practitioner  and  that  the  general 
practitioner  has  a full  knowledge  of  the 
background  of  the  case. 

5598.  I think  that  almost  everyone  would 
agree  with  you  on  that  recommendation 
itself.  But  on  this  phrase  of  yours  that  it 
is  important  that  the  general  practitioner 
should  see  the  child  when  it  comes  out,  and 
should  not  wait  until  there  is  something  the 
matter  with  it,  or  it  has  a relapse,  a point 
comes  up  in  this  connection.  You  are 
relying  on  the  general  practitioner  to  report 
to  the  Assessment  Board  children  of  whom 
he  is  in  doubt.  How  well  acquainted  can 
you  expect  the  general  practitioner  to 
be,  under  present  conditions,  with  a child 
who  has  not  got,  so  to  speak,  anything 
definitely  physically  the  matter  with  him? 

(Dr.  Faulkner):  On  that  specific  point, 

Sir,  I think  that  most  of  us,  particularly 
where  we  work  in  groups  which  use  an- 
cillary services,  provide  medical  care  for 
the  family  as  a whole.  Wc  do  know  the 
families,  and  if  you  sec  one  of  the  adult 
members  of  the  family  you  very  often  ask 
about  the  children,  and  how  they  are 
getting  on,  and  wc  have  a discussion  about 
how  they  are  getting  on  at  school.  I do 
not  think  I am  exaggerating  when  I say 
that  this  is  really  taking  place  in  the  best 
practices,  where  practitioners  make,  more 
time  to  do  what  they  should  be  doing  by 
the  use  of  ancillary  help.  Therefore,  I 
think  one  ought  to  legislate  for  the  best, 

. as  it  were,  and  I think  this  is  one  of  the 
essential  functions  of  the  family  doctor, 
that  he  should  not  just  he  called  in  for  an 
incident.  He  should  give  continuing  care 
and  should  be  concerned  with  the  social 
development  of  the  family  unit,  and  not 
simply  with  a series  of  upsets  or  infec- 
tions. It  is  perfectly  true  that  we  have 
not  got  a complete  plan  of.  services  for 
our  general  practitioners  which  can  give 
that  sort  of  care  evenly  all  over  the 
country,  but  I think  that  is  the  correct 
direction.  While  I am  speaking,  perhaps 
I can  make  a second,  point  which  we  had 
in  mind  on  the  question  of  discharge,  but 
not  to  do  with  children.  I think  this  arose 
from  the  experience  of  the  members  of 
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the  Committee  with  adults.  We  are  con- 
fronted for  the  first  time  with  a man  who 
has  been  for  several  years  in  a mental 
deficiency  hospital,  and  who  comes  to  us 
with  a sore  throat.  We  discover,  for  the 
first  time,  that  he  is  living  in  the  area. 
Doubtless,  the  parent  or  guardian  hap- 
pened to  be  on  my  list  and  said,  “ Go 

along  and  see  the  doctor  I knew 

nothing  about  the  man’s  background,  I 
had  no  information  of  any  kind  at  all, 
and  clearly  in  order  to  treat  that  man’s 

sore  throat  I ought  to  have  had  more 

information.  . That,  I think,  is  rather 
what  we  had  in  mind,  that  there  should  at 
least  be  a record  somewhere,  and  wc  should 
know  what  to  expect.  We  gather  that  there 
are  variations  in  the  practices  of  various 
mental  deficiency  hospitals  in  some  parts 
of  the  country.  Some  tell  their  patients  on 
licence  to  report  back  for  any  kind  of  in- 
fection, others  tell  them  to  go  to  the  nearest 
doctor,  but  there  is  not  any  feeling  that 
that  general  practitioner  ought  to  be 
informed  of  the  man’s  background  and 
given  any  information. 

5599.  I suppose  that  is  not  confined  to 

mental  deficiency  hospitals? It  does  not 

quite  arise  in  the  same  way.  It  is  not  so 
with  tuberculosis,  for  example,  where  a 
man  leaves  a sanatorium  and  is  perhaps 
working  in  an  occupation  centre.  Through 
the  chest  clinic  network  we  get  very  full 
notes.  That,  I think,  is  automatic  now, 
and  so  far  as  I know  it  operates  very  well. 

I cannot  think  of  any  other  parallel  where 
a man  comes,  out  of  hospital  provisionally, 
as  it  were,  with  a view,  possibly,  to  getting 
back,  or  on  a sort  of  temporary 
arrangement. 

5600.  {Dr.  Rees)\  Who  should  choose 

the  family  doctor? -That  is  a difficult 

problem.  We  feel  that  there  should  be 
some  procedure  by  which  the  guardian 
made  the  medical  arrangements,  and  saw 
the  doctor.  Of  course,  that  docs  limit  the 
free  choice  of  the  patient.  {Dr.  Carclew ): 
We  thought  about  this  and  we  came  to 
the  conclusion  that  you  either  had  to  put 
the  onus  on  the  institution  to  make 
arrangements  before  the  patient  is  let  out, 
or  you  had  to  put  the  onus  on  the  licensee, 
who  has  to  sign  a document  in  any  case, 
and  have  one  more  sentence  on  it  by  which 
he . does  not,  so  to  speak,  receive  that 
patient  to  live  with  him  until  he  has  stated 
that  arrangements  have  been  made,  and 
we  feel  that  is  the  best  way  of  doing  it. 
It  does  not  force  him  to  choose  a doctor 
for  the  patient,  but  it  at  least  ensures  that 
he  will  have  asked  the  patient  what  doctor 
he  would  like  to  have. 

5601.  But  he  may  be  a total  stranger  to 

the.  area? He  is  like  any  other  new 

patient.  He  has  to  take  pot-luck  to  start 
with.  There  is  one  small  point  we  did 
come  across.  I would  not  want  to  stress 
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*}}is  unduly.  There  seems  some  evidence 
that  these  patients  have  no  medical  cards 
and  that  they  are  under  some  slight  diffi- 
culty in  getting  one,  because  they  have 
not  got  perhaps,  the  old  ration  book 
number  they  used  to  use,  and  when  they 
apply  for  a medical  card  they  are  asked 
lor  their  number,  and  . they  have  not  got 
one  if  they  have  been  in  an  institution  for 
years.  I do  not  think  it  is  a big  point  but 
I just  mention  it  in  passing.  This  did  come 
up  on  two  or  three  occasions,  that  there 
was  some  difficulty  in  getting  the  card. 
J trunk  m the  end  they  got  it  all  right. 
(Dr.  Evans):  If  I may  come  back  a 
moment  to  your  first  point,  Sir,  on  this 
question  of  whether  patients  are  seen  in 
health  or  disease,  it  is,  of  course,  quite 
true  that  the  majority  of  them  are  seen 
m disease,  but  there  is  an  increasing 
awareness  throughout  the  profession  that 
they  should  be  seen  in  health,  and  doctors 
are  deliberately  forming  themselves  into  big 
partnerships  and  groups  so  that  they  can 
see  patients  who  are  not  ill,  and  have 
routine  examinations.  We  think  it  is  a 
healthy  trend  and  we  feel  that  in  every 
aspect  of  mental  defect  we  should  en- 
courage it,  and  that  is  why  we  said  a 
patient  should  be  seen  immediately  he 
comes  out  of  an  institution,  and  before 
he  feels  ill. 

5602.  {Dr.  Thomas ):  How  far  do  you 
feel  that  .the  function  which  you  want 
this  Assessment  Board  to  fulfil  is  fulfilled 
at  present  by  the  Child  Guidance  Clinics 

in  the  country? 1 would  say  not  at  all. 

What  we  are  suggesting  here  is  that  ascer- 
tainment, as  we  understand  it,  is  sometimes 
very  difficult  when  there  is  a double  defect, 
when  there  is  partial  sight  or  partial 
hearing,  and  where  a child’s  ability  to 
answer  or  to  deal  with  an  intelligence  test,’ 
for  example,  is  impaired  for  that  reason, 
and  we  feel  that  the  physical  examination 
is  not  always,  as  satisfactory  as  it  ought 
to  be.  The  idea  of  the  Board  is  rather 
like  a service  board,  such  as  the  Royal 
Air  Force  had  during  the  war,  when  you 
had  different  people  who  were  specialists 
in  each  particular  branch.  You  have  your 
paediatrician,  you  have  your  ear,  nose  and 
throat  surgeon,  and  possibly  you  have  your 
orthopaedic  surgeon,  if  there  is  any  element 
of  spasticity  there  ; you  have  your  psycholo- 
gist, who  is  doing  an  intelligence  test,  and 
you  have  a social  worker,  who  'knows  the 
social  circumstances  in  which  the  child  is 
living,  and  you  can  call  in  the  evidence 
of  the  general  practitioner.  Then  you  have 
got,  it  seems  to  us,  a much  more  expert 
assessment  of  that  particular  child,  and 
that  Board  would  be  much  better  able  to 
determine  the  kind  of  treatment  it  should 
have,  and  recommend  that  treatment  to  the 
authority  who  is  going  to  have  to  provide 
it. 
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5603.  (Chairman):  Do  you  think  it  would 
work  better  than  the  medical  boards  in  the 

Army?- My  experience  of  the  Royal  Air 

Force  medical  boards,  particularly  in 
choosing  pilots,  at  any  rate,  was  that  they 
were  extremely  good. 

5'6'04.  (Dr.  Thomas):  Have  you  any  views 
about  how  these  would1  be  integrated1  ad- 
ministratively? Who  would  run  these 

boards? 1 think  they  would  have  to  be 

run  by  the  Regional  Hospital  Board,  be- 
cause the  personnel  on  them  would  be  con- 
sultants in  their  particular  specialities,  and 
employed  by  the  Regional  Hospital  Board, 
but  with  their  advice  freely  available  to 
the  local  authority. 

5605.  In  your  paragraph  on  disposal  here, 
you  have  used1  the  figure  of  a minimum  of 
500,000  patients  who  might  be  regarded  as 
mentally  defective.  Those  figures  were  used 
by  Penrose  as  an  academic  estimation  of 
intelligence  deficiency  only.  Is  it  your  view 
that  mental  deficiency  should  be  assessea 

only  on  intelligence? (Dr.  Cardew): 

This  is  the  64  dollar  question,  Sir,  is  it 
not?  This  is  the  most  difficult  one  of  all, 
and1  we  have  all  got  our  views  on  this. 
My  feeling  is  that  the  broad  concept  of 
mental  defect,  in  so  far  as  treatment  is  con- 
cerned, must  take  into  consideration  the 
whole  personality.  But  so  far  as  certifica- 
tion is  concerned,  we  feel  that  if  you  are 
going  to  have  an  Act  which  determines  dis- 
posal, you  must  confine  it  to  people  who 
are  intellectually  sub-normal  and  under- 
developed. 

5606.  {Chairman):  Does  this  apply  to 

your  Assessment  Boards  too? No,  Sir, 

I do  not  think  so,  but  the  Assessment 
Boards  would  not  be  concerned  with  the 
legal  disposal.  They  would  only  give 
advice  as  to  how  best  to  deal  with  a par- 
ticular patient,  or  a particular  person,  for 
his  own  good. 

5607.  (Dr.  Thomas):  The  point  I wanted 

to  bring  out  in  that  question  is  this,  that 
there  are  many  people  with  intelligence 
quotients  under  70  per  cent.,  who  are  per- 
fectly normal  citizens. Yes. 

5608.  This  recommendation  you  make 
here  does  seem  to  imply  that  you  would 
want  to  have  some  kind  of  ascertainment 

powers  over  those  people. (Dr.  Evan,:) : 

No,  Sir,  because  if  they  are  perfectly  nor- 
mal people  they  would  not  present  a 
problem’  and  they  would  never  be  sent  to 
the  Assessment  Board.  It  is  only  if  they 
were  presenting  a problem  of  some  kind, 
either  an  educational  problem  or  a problem 
in  the  home,  that  the  general  practitioner 
and  the  parent,  in  consultation,  would  need 
to  send  them  to  an  Assessment  Board,  so 
if  they  have  a defect  of  intelligence  which 
does  not  affect  them  in  any  way,  then  the 
question  does  not  arise.  But  if  there  is 
some  kind  of  treatment  which  the  patient 
obviously  needs,  then  he  would  be  subject 


to  go  to  the  Assessment  Board.  But  if  he 
had  a high  intelligence  quotient,  and  il'  he 
was  then  ineducable  because  of  behaviour 
problems  or  because  he  was  maladjusted, 
he  would  then  not  be  subject  to  be  dealt 
with  under  your  arrangements  for  mental 
defectiveness.  I would1  have  said  the  assess- 
ment would  have  to  be  on  intelligence  and 
that  the  function  of  an  Assessment  Board, 
in  determining  the  intelligence  of  the  child, 
is  to  rule  out  all  the  physical  factors  which 
would  make  him  do  an  intelligence  test 
badly.  In  other  words,  if  it  had  a defect 
of  sight  or  hearing  that  would  be  taken 
into  account  and  allowance  made  for  it. 
I think  that  allowance  is  not  made  suffi- 
ciently often  at  the  present  time,  but  1 
would  have  said  that  mental  defects  should 
be  defects  of  intelligence  and  not  social 
inadequacy  or  maladjustment. 


5609.  On  the  statement  that  you  make  in 
paragraph  16,  “ ...  it  follows  that  350,000 
mental  defectives  are  not  under  any  official 
form  of  care  in  this  country  at  the  present 
time  ”,  I would  like  to  submit  to  you  that 
it  may  not  actually  be  necessary  for  those 
3'50  000  to  be  under  supervision  of  any 

kind. We  accept  that,  but  we  would  say 

that  there  is  a proportion  of  them,  at  any 
rate,  who  should  be  under  care.  We  know 
this  because  of  the  effects  they  have  on  the 
parents,  as  I said1  before,  and  particularly 
mothers. 


5610.  (Dr.  Rees):  Then  do  you  attich  a 

great  deal  of  importance  to  intelligence 
tests? 1 do  not  know  that  we  are  com- 

petent to  judge,  Sir. 

5611.  (Chairman):  It  seems  to  me  that 
we  are  up  against  the  difficulty,  with 
mental  defect,  that  you  arc  dealing  with  a 
functional  disorder,  and  its  functional  cilects 
may  be  so  slight  that  you  do  not  need  to 
trouble  about  it.  But  there  is  an  enormous 
gap  between  that  and  an  intelligence  test, 
which  is  an  objective  measurement  of  the 
child's,  or  the  person's  capacity.  1 do  not 
see  how  your  Assessment  Board  i is  going 
to  assess  the  degree  of  the  functional  dis- 
order. The  parent  or  the  general  practi- 
tioner could  assess  it,  or  if  it  is  in  the 
school  the  teacher  could  possibly  assess  it, 
but  I cannot  imagine  how  the  Assessment 
Board  could  do  it.  I am  afraid  the  Assess- 
ment Board  would  be  driven  to  the  most 
mechanical  of  tests,  namely  the  intelligence 

test. (Dr.  Faulkner):  Surely,  Sir,  they 

will  have  before  them  a report  for  every 
case  which  comes  up.  Experienced 
psychologists,  or  in  some  cases  a health 
visitor,  will  make  a report,  which  must 
essentially  be  based  on  function,  on  how 
the  child  behaves  and  how  it  takes  its  food. 
Surely  all  those  factors  will  form  an  im- 
portant part  of  the  evidence  before  the 
Board,  and  the  intelligence  test,  the 
accuracy  of  which  must  clearly  be  in  doubt 
in  the  present  state  of  knowledge,  would 
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only  form  one  useful  piece  of  objective  evi- 
dence, together  with  the  evidence  of  the 
ear,  nose  and  throat  surgeon,  and  so  on. 

5612.  Would  you  diagnose  a physical 
defect  on  that  kind  of  miscellaneous  written 
evidence  from  health  visitors,  and  so  on? 

Yes,  Sir.  Social  history  becomes  more 

and  more  important  in  a diagnosis  of  that 
kind. 

5613.  Social  history  is,  of  course,  very 
important  in  deciding  what  you  are  to  do 
with  the  patient  in  physical  illness,  but 

does  it  conic  into  the  diagnosis? 1 can 

visualise  the  Board  saying,  “ We  have  an 
inadequate  history,  or  social  background” 
— or  whatever  one  likes  to  call  it — “ and  we 
would  like  to  see  this  child  again  in  three 
months,  with  a further  report  from  the 
teacher,  from  a psychologist,  and  a social 
worker.  We  feel  at  the  moment  that  this 
is  inadequate.”  I would  say  this1  is  a very 
important  part  of  the  examination,  and  if 
the  Board  felt  they  had  not  got  sufficient 
information  they  should  not  try  to  form 
a judgment.  I see  the  Boards  having  a 
continuing  function,  and  not  necessarily 
bringing  down  the  curtain,  and  saying, 
“ Right,  wc  will  take  a decision  today  ”, 
but  saying,  “We  would  like  to  see  this 
child  again  and  give  continuing  advice.” 
I feel  that  we  are  dealing  with  the  position 
when  we  have  inadequate  knowledge  about 
the  diagnosis  of  mental  disorder,  and  we 
can  only  endeavour  to  put  the  most  quali- 
fied people  together  and  give  them  as  much 
evidence  as  we  can.  We  cannot  do  more 
than  that. 

5614.  (Dr.  Rees):  But  would  these  reports 
not  deal  very  largely  with  a child’s  social 

adjustment? 1 think  they  would,  Sir, 

yes.  (Dr.  Evans):  There  is  no  reason  why 
this  Assessment  Board  should  not  be  deal- 
ing with  mentally  defective  children  on  the 
basis  of  intelligence  tests,  and  maladjusted 
children  on  the  basis  of  social  inadequacy. 
The  advice  given  for  the  treatment  would 
not  differ,  and  there  is  no  reason  why  the 
Assessment  Board  should  not  cover  both. 
We  feel  that  at  the  present  moment  there 
is  a great  tendency  to  lump  the  two  types 
of  children  together  in  the  way  in  which 
they  are  finally  dealt  with.  On  your  point, 
Sir,  that  the  Assessment  Board  might  be 
hazardous,  it  is  surely  less  hazardous  than 
the  present  system  where  the  diagnosis,  or 
ascertainment,  the  physical  examination, 
and  the  intelligence  test  are  done  by  one 
doctor,  say  a School  Medical  Officer,  who 
has  had  three  weeks  training  and  practical 
experience  following  it.  We  feel  that  the 
Assessment  Board  system  would  make  the 
human  error  less  likely,  because  there  are 
several  people  in  consultation  on  that  one 
case,  rather  than  an  ascertainment  being 
done  by  one  person,  as  it  is  at  the  moment. 

5615.  (Chairman):  Where  you  have  once 
seen  a child  and  the  administrative  authority 
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is  undecided  how  to  deal  with  it,  it  should 
call  in  the  best  experts  it  possibly  can  and 
no  doubt  to  have  a board  would  be  a very 
good  thing.  That  is  rather  different  from 
an  assessment  of  the  child  as  a child,  and 
I am  just  wondering  whether,  at  the  early 
stage,  one  really  wants  to  deal  with  in- 
cipient difficulties  of  mind.  The  normal 
procedure  of  the  general  practitioner 
sending  the  child  to  a consultant,  or 
two  or  three  consultants,  is  no  better 

than  this  _ board? 1 can  only  say  this, 

Sir.  I live  out  in  the  country,  and  I 
live  in  an  area  where,  if  a child  is  to  be 
sent  to  a consultant,  he  has  a journey  of 
16  miles,  and  it  is  extremely  difficult  for 
a mother  to  take  the  child.  If  she  has  to 
take  it  on  one  occasion,  and  has  then  to 
go  to  another  specialist  for  a further  visit, 
and  then,  possibly,  to  a third  specialist,  it 
becomes  an  extremely  difficult  matter 
indeed.  What  you  suggest  is  easy  enough 
in  towns,  but  as  far  as  we  have  been  able 
to  ascertain,  it  is  in  the  rural  areas  of  the 
country,  in  particular,  that  this  machinery 
for  the  ascertainment  of  mental  defective- 
ness is  poor.  _ The  Board  would  mean  that 
all  the  specialists  would  be  meeting  together 
at  one  time,  and  there  would  only  need  to 
be  one  visit  on  that  particular  occasion  for 
all  the  consultations  to  take  place,  rather 
than  possibly  four  or  five  separate  visits. 

5616.  {Mr.  Jackson):  Are  you  not  getting 
a divorce  between  the  decision  as  to  what 
ought  to  be  done,  and  the  carrying  out  of 
it?  Are  you  not  likely  to  have  trouble 
if  you  have  such  a break  between  advice 
as  to  what  ought  to  be  done,  and  the 

responsibility  for  doing  it? (Dr. 

Faulkner):  I think  we  would  like  to  have 
that  break.  We  feel  that  at  the  moment 
there  is  an  undisclosed  problem.  There 
arc  children  who  could  have  help  in  adjust- 
ment. We  feel  that  this  is  extremely  patchy. 
Where  the  general  practitioner  and  the 
consultants  in  Child  Guidance  Clinics 
are  working  at  their  best,  probably  all 
the  things  we  want  are  being  done, 
that  is  all  right,  but  this  is  extremely 
patchy  and  there  are  many  parts  of 
the  country,  in  rural  areas,  where  this 
is  not  taking  place.  We  would  like 
to  see  the  most  qualified  people  taking 
judgment  in  the  interests  of  the  child 
primarily,  and  the  community  secondly, 
and  then  confronting  the  local  health 
authority,  or  the  local  education  authority, 
as  (the  case  may  be,  with  the  fact  that  a 
certain  kind  of  care  needs  to  be  provided 
for  the  child,  or  for  a group  of  children  ; 
the  decision  should  not  be  left  to  the 
authority’s  own  Medical  Officers,  who  must 
be  conditioned  by  the  knowledge  that  it  is 
very  difficult  to  get  this  kind  of  care  in 
their  area.  Our  evidence  is  that  there  are 
extreme  discrepancies  in  the  provisions  by 
local  authorities.  One  general  practitioner 
A 6 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1114 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


says  he  can  get  all  kinds  of  things  done 
for  the  children,  and  another  says  these 
things  are  unheard  of.  We  feel  that  that 
is  covered  up  to  some  extent  because  of 
the  absence  of  an  independent  body,  which 
will  simply  present  the  problem  as  it  sees 
it,  and  then  confront  the  local  authority 
with  the  need  to  provide  residential  or  non- 
residential  facilities,  to  give  the  maximum 
help  to  those  children. 

5617.  I see  the  advantage  of  that,  but  I 
am  a little  puzzled  as  to  how  the  thing 
works  when  you  do  get  this  separation, 
if  one  body  can  lay  down  what  should  be 
done,  and  the  other  body  says  what  it 
can  do.  The  question  of  what  can  reason- 
ably be  done  is  the  kind  of  question  that 
is  always  cropping  up  when  you  divorce 
responsibility  for  decision  from  responsi- 
bility for  carrying  it  out. Can  I give 

the  comparison  with  the  chest  clinics 
again?  Their  function  is  to  report  that 
certain  members  of  the  community  need 
treatment  for  tuberculosis,  but  they  are  not 
responsible  for  building  sanatoria,  or  pro- 
viding care.  Their  function  is  to  assess, 
and  to  report  to  the  authority  concerned 
with  these  people  that  they  are  in  need 
of  care.  It  seems  to  me  that  that  works 
perfectly  well,  and  the  system  is,  in  fact, 
essential,  rather  than  a disadvantage. 

5618.  That  is  a very  much  more  limited 
and  more  tprecise  type,  is  it  not?  First  of 
all,  there  is  diagnosis  and  then,  secondly, 
what  ought  to  be  done.  I am  not  sure 

that  it  is  a good  parallel. -(Dr.  Evans)'. 

Can  I say  that  you  have  this  division  of 
responsibility  even  under  the  present 
system,  in  that  so  much  of  your  legislation 
is  permissive  and  some  local  authorities 
adopt  it,  and  others  do  not.  There  is  your 
division  of  responsibility  right  away. 

5619.  (Chairman):  There  is  a quite  pos- 
sible division  as  to  policy.  After  all,  you 
may  get  a child  in  a rural  county  and  you 
diagnose  that  it  needs  special  school  treat- 
ment. In  a rural  county,  special  treatment 
generally  means  a residential  school,  and 
the  view  of  the  authorities  of  that  county 
may  be  that  on  the  whole  it  is  better  to 
deal  with  these  children  in  special  classes 
in  the  local  secondary  modern  school,  so 
that  they  can  be  at  home  and  do  not  have 
to  be  taken  away  to  a residential  school. 
That  is  a difference  of  policy,  and  after 
all  this  is  not  entirely  a medical  problem. 

-No.  Our  point  there  would  be  that 

we  realise  that  there  are  a variety  of  ways 
in  which  the  problem  can  be  dealt  with,  as 
you  suggest.  Our  objection  is  to  the  fact 
that  in  some  places  the  problem  is  not 
dealt  with  in  any  way,  and  we  are  aware, 
for  instance,  that  a local  authority  with  a 
limited  budget  may  have  to  decide  whether 
it  is  going  to  spend  part  of  its  educational 
allocation  on  providing  more  scholarships 
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for  the  brilliant  children,  or  on  providing 
more  special  schools  for  the  children  with 
mental  defect.  We  are  well  aware  that 
that  problem  does  come  up,  and  that may 
be  one  of  the  reasons  for  poor  facilities 
in  certain  areas,  but  it  still  remains  a fact 
that  we  have  a lot  of  members  who  say 
“ What  is  the  good  of  _ my  getting  this 
child  ascertained,  even  if  it  is  being  a 
burden  on  its  parents  at  home,  because 
there  are  no  facilities  in  my  area  for  deal- 
ing with  it?  It  cannot  go  to  a special 
school  as  there  is  not  one,  or  if  there  is 
one  in  a nearby  town  there  is  no  transport 
to  take  the  child”. 

5620.  (Mr.  Jackson):  How  will  your 
Assessment  Boards  alter  that  position  at 

all? -Because  of  the  fact  that  these  cases 

will  be  brought  to  light.  At  the  moment 
they  are  submerged.  The  general  practi- 
tioner knows  that  they  are  there,  but  he 
does  not  tell  anybody  unless  an  enquiry  of 
this  kind  comes  up.  The  fact  that  they 
have  been  sent  up  to  an  Assessment  Board, 
and  it  is  known  that  there  are,  shall  we 
say,  200  children  in  need  of  this  treatment 
where  before  there  were  none,  means  that 
the  local  authority  has  to  alter  its  policy 
on  that  particular  problem. 

5621.  Your  real  point  is  that  if  you  have 
a Board  and  the  Board  says  that  certain 
things  ought  to  be  done,  and  they  are  not 
done  because  the  facilities  are  not  there,  one 
has,  shall  I say,  a good  basis  for  pressure? 

Yes,  Sir.  (Dr.  Cardew):  We  noticed 

this  in  the  case  of  old  people.  We  have 
recently  done  a report  on  old  people  and 
we  found  the  same  problem,  where  you 
have  a divorce  between  diagnosis,  and 
responsibility  for  carrying  out  treatment. 
The  diagnosis  was  often  made  by  the 
general  practitioner,  or  local  hospital,  and 
pressure  was  often  a very  good  thing  and 
resulted  in  action  by  the  local  authority. 
(Dr.  Evans):  In  many  instances  I think 
people  are  genuinely  unaware  that  the  prob- 
lem exists,  and  if  it  is  brought  into  the  light 
it  is  more  likely  to  be  dealt  with  satisfac- 
torily. 

5622.  But  apart  from  the  pressure  point, 
you  would  get  the  same  result,  and  get 
advice  on  what  might  be  needed,  by  refer- 
ence to  a specialist,  would  you  not?  It 
could  be  done  by  a reasonably  organised 
specialist  service,  could  it  not?-— — (Dr. 
Cardew) : I think  it  would  be  very  difficult, 
because  there  would  clearly  have  to  be  con- 
sultation between  the  specialists  on  such  a 
matter.  It  could  be  done  in  a well-run  hos- 

' pital,  with  teams  meeting,  I admit,  but  I 
think  that  probably  a unit  would  be  the 
ideal  way  of  doing  it.  (Dr.  Faulkner): 
This  type  of  assessment  is,  in  fact,  done 
at  a hospital  like  Great  Ormond  Street, 
where  they  work  as  a team.  The  whole 
concept  is  based  on  the  modern  method 
of  medical  examination,  when  you  say  no 
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one  man  can  know  everything  about  every- 
thing, and  therefore  you  work  as  a team. 
But  it  is  very  patchy  at  the  moment.  I 
have  come  up  against  my  own  ignorance 
of  it,  and  I am  very  conscious  of  it.  I 
simply  did  not  know  about  it  until  I was 
invited  to  this  Committee  to  discuss  this. 
1 think  it  is  the  same  with  many  general 
practitioners,  when  it  comes  to  knowing  the 
facilities  in  their  own  areas,  and  they  are 
extremely  ignorant  about  what  can  be  done 
for  the  children. 

5623.  (Dr.  Thomas ):  Will  that  not  apply 
to  any  legislation ?>  There  have  been  regu- 
lations laid  down  in  the  Education  Act  for 
special  provision  for  emotionally  mal- 
adjusted pupils,  as  distinct  from  education- 
ally sub-normal  pupils,  and  I think,  what- 
ever form  of  legislation  is  introduced,  there 
is  invariably  a lag  between  the  introduction 
of  a regulation  and  the  implementing  of  it. 

We  may  also  point  to  post-graduate 

medical  education.  There  are  courses  run 
by  various  organisations  specifically  on 
mental  health,  but  in  the  ordinary  post- 
graduate courses  for  general  practitioners, 
run  by  the  Postgraduate  Federation,  there 
are  no  lectures  or  discussions  on  this  sub- 
ject and,  therefore,.  I feel  that  whatever 
changes  are  made  it  is  not  sufficient  just 
to  publish  them,  as  you  suggested.  They 
would  have  to  be  part  of  a continuing 
policy,  and  those  who  are  concerned  with 
administration  must  be  allies  in  this  and 
made  to  feel  that  something  can  be  done, 
and  that  they  have  a part  in  it. 

5624.  (Chairman):  Are  you  speaking  of 
the  Postgraduate  Medical  School  in  London? 

1 meant  the  London  Postgraduate 

Medical  Federation.  (Dr.  Cardew ):  But 
there  are  many  medical  schools,  up  and 
down  the  country,  which  run  their  own 
courses,  and  it  applies  equally  to  them. 
(Dr.  Faulkner ):  I am  not  making  an  ex- 
haustive statement,  but  we  just  looked 
through  the  recent  courses  and  on  no  occa- 
sion were  we  able  to  find  a lecture  or  dis- 
cussion on  this  question. 

5625.  (Dr.  Rees ) : Do  you  mean,  on  men- 
tal deficiency? Mental  deficiency  or 

mental  health. 

56 26.  Are  family  doctors  interested  in 

this  subject? That  is  my  precise  point. 

I think  that,  probably,  we  are  not  interested 
specifically  because  we  do  not  know 
enough  about  it.  I do  not  think  many 
doctors  would  go  to  a special  course.  The 
ordinary  refresher  courses  are  well  attended, 
and  my  point  is  that  I think  we  should 
press  for  there  to  be  at  least  one  lecture 
on  this  subject,  because  of  its  importance, 
in  the  general  refresher  courses.  In  other 
words,  they  would  not  come  because  it  was 
there,  but  because  of  its  importance  and  our 
lack  of  knowledge  on  the  subject  I think 
we  should  press  for  it  to  be  put  into  the 
ordinary  curriculum.  The  same  applies  to 


medical  students,  most  of  whom  are  most 
inadequately  instructed  in  mental  health  as 
medical  students.  I am  sure  you  have  had 
evidence  of  this  (from  other  quarters. 

5627.  (Mrs.  Braddock):  Do  you  not  think 
that  the  general  practitioners  themselves  are 
somewhat  guilty  of  detaching  themselves 
from  the  local  authority  aspects  of  mental 
health?  .1  have  found  that  it  has  been  very 
difficult  indeed  to  get  general  practitioners 
to  collaborate  or  co-operate  with  local 
health  services.  You  have  to  give  incen- 
tives, or  wait  until  some  of  the  old  ones 
die  off  and  some  new  ones  with  more  pro- 
gressive ideas  come  in,  before  they  will 
take  any  responsibility  or  take  any  part  in 

ih (Dr.  Cardew ) : I think  that  is  true, 

but  we  came  up  against  the  same  problem 
in  the  case  of  dealing  with  old  people,  and 
where  you  had  general  practitioners  using 
the  facilities  to  the  full,  and  co-operating, 
it  was  nearly  always  due  to  a good  Medical 
Officer  of  Health,  with  a good  progressive 
viewpoint,  and  who  had  taken  trouble  to 
see  the  general  practitioners’  work.  A 
group  of  500  general  practitioners  do  not 
act  as  a unit,  but  a good  Medical  Officer 
of  Health  can  organise  and  bring  them  in, 
and  we  feel  he  can  do  the  same  in  this 
field. 

5628.  Could  you  say  to  what  extent  the 
general  practitioners  should  act  for  a 
family?  For  instance,  during  a discussion 
on  the  Health  Bill,  it  was  suggested  that  in 
very  many  instances,  where  a doctor  had 
taken  special  responsibility  for  child  work, 
there  would  be  two  general  practitioners  for 
a family,  one  for  the  adults  in  the  family 
and  one  for  the  children.  To  what  extent 
does  that  apply,  and  what  difficulties  does 
that  create  in  relation  to  the  general 

practitioners’  work? 1 do  not  think  there 

are  any  official  figures  on  this.  I do  not 
know  if  the  Ministry  have  any,  but  I have 
never  seen  any.  I would  say  the  tendency 
as  a whole  is  to  keep  the  family  as  a unit. 
(Dr.  Faulkner ):  A very  small  minority  of 
our  members  are  only  seeing  children.  It  is 
a rarity.  I believe  there  have  been  figures 
published  of  small  surveys  which  have 
shown  a surprisingly  high  number  of  families 
split  between  two  doctors,  but  the  tendency 
is  definitely  to  try  and  get  the  family  as  a 
whole.  I think  the  tendency  is  more  and 
more  to  restore  the  idea  of  the  family 
doctor.  I think  the  urban  districts,  the 
cities,  and  the  industrial  districts  have  been 
the  worst  offenders,  but  I think  in  the 
country  areas,  usually  for  geographical 
reasons  if  for  nothing  else,  there  is  a 
tendency  for  the  family  all  to  have  one 
doctor. 

5629.  (Chairman) : You  have  mentioned 
several  times  the  analogy  of  old  people,  but 
that  brings  out  a difficulty  about  these 
Assessment  Boards,  that  they  would  not  be 
dealing  with  as  definitely  ascertainable 
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a condition  as  you  are  with  old  people ; at 
any  rate  you  know  that  the  old  people  are 
old.  It  is  a question  here  of  making  the 
consultant  system  more  efficient,  both  from 
the  point  of  view  of  the  family  and  from 
the  point  of  view  of  the  school  authorities. 

If  you  have  got  to  dispose  of  a child  from 
the  school  that  is  one  thing,  but  your  pro- 
posals seem  to  suggest  another  administra- 
tive machine.  Your  memorandum  seems  to 
argue  that  in  principle  if  there  is  any  mental 
defect  you  must  ascertain  it,  and  that  is  a 
very  large  assumption.  That  is  the  way 
bad  bureaucracies  start,  by  demanding  to 
know  all  the  facts  about  everybody?-— 
(Dr.  Car  dew):  I would  like  to  say  on  this, 
Sir,  that  we  accept  your  first  point  entirely 
that  this  is,  in  our  view,  an  extension  of 
good  consultant  examination,  but  I think 
you  have  read  too  much  into  our  memo- 
randum or  perhaps  it  has  been  badly  ex- 
pressed. We  certainly  do  not  wish  to  have 
all  the  350,000  or  500,000,  or  whatever  the 
number  of  mental  defectives,  ‘finger- 
printed”. We  certainly  do  not  wish  that. 
All  we  wish  is  that  people  who  would 
benefit  by  some  particular  treatment  should 
have  it,  and  in  certain  areas  people  would 
be  brought  to  light  who  have  not  so  for 
been  noticed.  (Dr.  Evans)'.  Where  the 
family  doctor  and  the  parents  can  see  that 
there  is  a need  for  something  to  be  done 
for  the  child,  then  that  child  can  be  brought 
before  a Board ; we  do  not  suggest  that  it 
must,  but  that  it  can. 

5630.  I think  the  next  question  I would 

like  to  ask  is  one  which  one  always  tends 
to  shirk  in  this  business.  However  much 
one  says  one  wants  voluntary  treatment,  and 
so  on,  however  much  one  says  this  and  that 
class  of  child  should  be  treated  as  a mental 
deficient  and  another  class  possibly  as  a 
psychotic — apart  from  the  methods  of  dis- 
posal, to  use  your  own  phrase — under  what 
conditions  should  a mentally  detective 
child— a child  that  has  inadequate  or 
arrested  development — be  detained  at  all 
against  the  wishes  ot  its  parents?  You 
would  say  immediately  in  the  case  of  a 
bad  home  or  where  there  is  no  effective 
parent,  and  I think  you  say  in  your  memo- 
randum that  this  ought  to  be  dealt  with 
under  Children  Act  powers  rather  than 
under  a Mental  Deficiency  Act,  but  apart 
from  that  what  state  of  mental  defect  justi- 
fies detention? (Dr.  Cardew):  Under 

this  Act,  Sir? 

5631.  Under  the  system  as  you  want  to 

see  it? (Dr.  Faulkner)-.  It  may  sound 

an  evasion,  but  I would  have  said  that 
these  Assessment  Boards  were  the  only  ones 
that  could  determine  it,  to  advise  what  the 
disposal  and  treatment  should  be,  to  say, 
“ It  seems  to  us  that  this  child  would  be 
better  treated  at  home,  or  in  a special 
school,  or  an  institution  for  mental  de- 
fectives ”.  They  would  have  all  the  facts 
before  them. 


5632.  But  they  would  not  go  further  than 

saying  that  institutional  and  hospital  treat- 
ment are  desirable? (Dr.  Evans):  No. 

5633.  The  question  of  whether  it  should 
be  voluntary  or  compulsory  would  not  come 
within  their  ambit?  They  would  not  know 

the  patient  well  enough?- If  it  did 

become  compulsory,  Sir,  surely  it  would  be 
a matter  for  a Court,  and  the  Court  would 
have  the  Assessment  Board's  opinion  before 
it  to  help  it  make  up  its  mind. 

5634.  Do  you  want  to  have  all  detentions 

subject  to  a court  decision? Yes,  com- 

pulsory detentions.  (Dr.  Cardew):  On 
this  point,  we  have  thought  about  this, 
and  wo  really  do  not  feel  qualified  to  give 
an  opinion.  We  arc  not  sufficiently  versed 
in  the  technicalities  of  the  subject  to  lay 
down  a definite  criterion,  but  we  felt  very 
strongly  that  the  area  of  compulsion  should 
be  reduced,  in  so  far  as  it  is  compatible 
with  the  welfare  of  the  community,  to  the 
minimum.  I think  that  is  as  far  as  wc 
are  prepared  to  go.  Wc  feel  at  present 
it  is  far  too  largo  and  could  be  reduced. 

5635.  And  you  assume  that  any  com- 
pulsion which  remains  should  be  compul- 
sion involving  what  is  popularly  known  us 

certification? Yes ; there  are  certain 

instances  in  which  I think  it  would  be 
necessary,  particularly  where  the  parents 
are  perhaps  obstructive,  and  particularly 
where  it  would  be  to  the  benefit  of  the 
child,  or  where  the  child,  because  of  mental 
defect,  in  the  sense  of  low  intelligence  and 
anti-social  habits  together,  had  to  be  con- 
fined for  the  benefit  of  the  community  or 
of  the  other  children  with  whom  it  would 
otherwise  come  in  contact,  if  it  was 
dangerous. 

5636.  You  would  postulate  a low  intelli- 
gence quotient  and  bad  behaviour? 

(Dr.  Evans):  I would  have  thought  so,  Sir, 
yes,  because  otherwise  it  could  be  a 
voluntary  patient. 

5637.  Bad  behaviour  alone  does  not 

justify  detention? No,  certainly  not 

under  the  Mental  Deficiency  Acts,  (Or. 
Cardew ):  Or  under  any  other  Act. 

5638.  After  all,  the  main  social  problem 
with  which  we  are  dealing  is  the  problem 
of  children,  or  young  people,  who  arc 
worse  behaved  than  they  ought  _ to  be 
judging  from  their  intelligence.  I think  that 
is  broadly  true,  and  if  we  are  going  lo 
throw  in  our  hands  on  this,  we  do  not 
know  what  we  shall  do  with  these 

children. (Dr.  Evans):  Wc  say  that 

does  not  come  within  the  province  of 
mental  defectiveness.  They  may  be  social 
misfits,  they  may  be  maladjusted,  they  may 
behave  badly,  but  you  do  not  deal  with 
them  under  the  Mental  Deficiency  Acts, 
They  should  be  dealt  with  under  some 
other  machinery. 
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5639.  You  want  to  confine  yourself  to 
that?  You  do  not  wish  to  say  how  they 

should  be  dealt  with? (Dr.  Cardew ): 

No. 

5640.  It  is  perfectly  justifiable  to  say  you 
want  to  give  evidence  about  mental 
deficiency,  not  about  mental  illness,  but  if 
you  exclude  from  mental  deficiency  a lot 
of  people  who  are  dealt  with  under  the 
Acts  now,  you  ought  to  have,  I think,  some 
idea  of  how  you  are  going  to  deal  with 
them.  So  many  people  take  the  line  which 
reminds  me  of  Saint  Paul,  “ If  he  will  not 
do  that,  let  him  be  anathema  ”? — -(Dr. 
Evans) : It  is  not  a matter  of  that,  Sir. 
There  are  special  schools  for  maladjusted 
children  where  they  get  the  treatment 
appropriate  to  their  condition.  This  does 
not  rule  out  the  extension  or  the  increase 
in  the  number  of  schools  of  that  kind, 
which  it  seems  to  me  are  dealing  with  an 
entirely  different  problem. 

5641.  Yes,  but  in  your  mental  deficiency 

institutions  there  are  many  maladjusted 
people,  whose  behaviour  is  worse  than  it 
ought  to  be,  given  their  intelligence.  I 
suppose  that  applies  to  most  of  the  high- 
grade  defectives.  (Dr.  Rees):  In  your 

view,  how  intelligent  ought  a child  to  be 
in  order  to  be  excluded  from  the  pro- 
visions of  the  Mental  Deficiency  Acts? 

I call  to  mind  the  case  of  a child  who  was 
said  by  its  schoolteacher  to  be  ineducable. 
It  was  seen  and  ascertained,  and  there  was 
no  doubt  that  its  behaviour  in  school  was 
impossible,  and  it  was  learning  nothing  at 
all.  It  was  seen  by  the  school  medical 
officer  because  the  schoolteacher  thought  it 
was  mentally  defective.  Its  intelligence 
quotient  was  136,  and  it  was  obvious 
that  the  trouble  was  partly  home  con- 
ditions and  partly  because  the  child  was 
ahead  of  the  other  children  in  its  class. 
The  child  was  bored ; it  was  able  to  do 
the  work  set  for  it  more  quickly  than 
some  of  the  other  children  in  the  class, 
and  as  soon  as  it  had  finished  what  it 
was  doing  it  indulged  in  riotous  behaviour 
which,  coupled  with  its  home  circumstances, 
showed  it  to  the  schoolteacher  to  be 
ineducable.  That  was  an  actual  case  and, 
if  we  can  believe  some  of  the  other  evi- 
dence that  has  been  presented  to  you,  it 
has  happened  on  numerous  occasions,  that 
a child  of  that  kind  could  have  been  sent 
to  a mental  deficiency  institution,  and  in 
fact  children  have  been  sent  to  an  institu- 
tion though  they  have  had  a high  intelli- 
gence quotient. 

5642.  So  someone  with  an  intelligence 
quotient  of  136  should  not  be  sent  to  a 

mental  deficiency  institution? The  name 

ceases  to  have  any  meaning  then. 

5643.  Supposing  a child’s  intelligence 

quotient  was,  say,  86,  should  it  then  be 
sent? (Dr.  Cardew ):  You  are  forcing 
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us  into  a position  which  no-one  could 
answer.  We  all  know  the  assessment  of 
intellect  by  an  intelligence  test  involves 
a varying  and  changeable  standard. 
Clearly  one  cannot  lay  down  this  specific 
point,  but  we  are  quite  sure  about  one 
thing,  that  no-one  who  has  not  got  a 
defect  of  intellect,  but  only  of  behaviour, 
should  be  dealt  with  in  a mental  deficiency 
institution. 

5644.  But  how  severe  must  that  defect  be 
to  bring  him  within  the  Mental  Deficiency 

Acts? Your  Commission  will  have  to 

plump  for  some  point ; I do  not  know  how 
it  is  going  to  be  done.  (Dr.  Evans) : We  do 
not  think . we  are  competent  to  say  what 
the  intelligence  quotient  should  be,  but 
it  stands  out  in  our  minds  that  that 
kind  of  case  that  I have  mentioned  just 
now  and  the  kind  of  child  who  is  feeble- 
minded or  an  idiot  or  an  imbecile  are 
totally  different  things  and  should  be 
dealt  with  in  a totally  different  way, 
and  we  think  that  under  the  present 
Act  there  is  a danger  that  they  are  not. 
(Dr.  Faulkner ):  I think  that  all  the  dis- 
cussions we  have  had  tend  towards  the  con- 
viction that  when  so  many  of  our 
instruments  are  imperfect  it  is  necessary  to 
rely  to  the  minimum  on  any  one  of  them, 
and  that  is  partly  what  we  based  our  plea 
for  the  Assessment  Boards  on.  You  should 
use  all  possible  methods  of  diagnosis  ; you 
are  much  more  likely  to  make  mistakes  if 
you  rely  entirely  on  an  apparently  objective 
numerical  test  like  the  intelligence  quotient 
which  may  be  quite  inaccurate  and  may 
be  conditioned  by  other  factors,  or  on 
the  report  of  one  teacher,  which  might 
be  completely  biased,  or  on  the  parents’ 
report  alone  or  a visit  of  one  psychiatric 
worker ; but  the  sum  total  of  all, 
assessed  by  people  who  are  trained  in 
this  and  have  worked  out  an  approach 
to  this  problem  and  have  certain  general 
criteria,  would  be  much  more  likely  to  be 
an  accurate  assessment.  There  is  one  other 
point  I would  like  to  make.  I feel  that  we 
would  think  that  if  such  a system  of  assess- 
ment had  been  in  operation,  many  of  the 
children  who  are  at  present  in  an  institution 
would  have  been  dealt  with  in  a different 
way.  It  might  well  be  that  such  an  assess- 
ment made  earlier  would  have  led  to  a 
different  method  of  dealing  with  those 
children.  That  is  not  simply  to  say  that  we 
have  any  evidence  that  there  are  children 
detained  who  should  not  be,  but  we  feel 
from  our  own  experience  of  the  method  of 
disposal  that  it  has  been  far  too  erratic  and 
irregular  in  different  parts  of  the  country. 
It  might  be  less  of  a residential  problem  ; 
no-one  can  tell.  But  because  we  do  not 
know  what  would  happen  because  some  of 
the  instruments  are  uncertain,  that  is  no 
reason  for  not  trying  to  use  all  the  available 
evidence  and  all  the  available  instruments 
in  this  very  important  assessment.  (Dr. 
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Evans):  Can  we  say  this  too,  on  the  ques- 
tion of  social  inadequacy?  We  can  all  think 
of  adult  patients  we  know  who  are  social 
misfits  in  some  ways,  or  have  eccentricities 
which  make  them  awkward  neighbours  _ or 
awkward  patients.  They  are  not  behaving 
outside  the  law  but  they  certainly  have  their 
behaviour  difficulties.  What  we  fear  is  that 
if  a child  has  those  things  and  is  not  able 
to  explain  why  it  behaves  in  that  particular 
way  it  is  liable  to  be  dealt  with,  and  yet  it 
may  be  the  child  that  is  rigffi  and  not  the 
people  who  are  judging  the  child,  just  as  in 
many  instances  an  adult  who  may  be 
eccentric,  you  might  say,  is  possibly . a 
genius.  Perhaps  it  is  the  people  about  him 
who  cannot  see  the  reasons  as  clearly  as  he 
can  himself.  And  there  is  that  < difficulty, 
particularly  with  children  of  high  intel- 
ligence, that  they  may  be  misjudged  and 
therefore  dealt  with  as  if  they  were  of 
inadequate  intelligence,  although  they  may 
be  of  very  much  better  intelligence  even 
than  the  people  judging  them. 

5645.  (Dr.  Thomas ):  Do  you  think  that 
happens  once  they  do  come  within  the  ambit 

of  medical  psychiatric  examination? 

(Dr.  Cardew ):  It  should  not  happen  if  the 
whole  picture  is  in  front  of  the  psychiatrist, 
and  the  social  background,  and  all  the 
information.  (Dr.  Evans):  On  the  basis  of 
the  evidence  you  have  already  had,  Sir, 
which  we  read  very  carefully,  it  would  seem 
that  there  are  in  many  mental  deficiency 
institutions,  for  one  reason  or  another, 
people  who  are  of  relatively  high  intel- 
ligence. I think  it  was  Dr.  Hilliard 
of  the  Fountain  Hospital  who  showed  how 
he  had  been  able  to  dispose  of  many  people 
who  had  been  sent  to  him  even  from  other 
mental  deficiency  institutions  and,  to  use  a 
phrase  that  is  not  used  in  mental  deficiency 
as  much  as  it  is  used  in  other  spheres  of 
medicine,  to  rehabilitate  them  and  get  them 
back  into  the  community  again.  It  is  one 
of  the  reasons  why  we  brought  up  this  ques- 
tion of  occupational  training  centres  and 
hospitals.  It  seemed  to  us  a parallel  of  what 
is  happening  in  other  spheres  of  medicine, 
particularly  in  the  case  of  people  who  are 
injured  at  work ; they  are  got  back  into  the 
community  as  soon  as  possible. 

5646.  Surely  that  tendency  is  a normal 

practice  in  most  mental  deficiency  hospitals? 
Rehabilitation  is  a thing  that  is  constantly 
going  on  in  all  mental  deficiency  institu- 
tions, surely? (Dr.  Faulkner) : I do  not 

think  we  can  give  evidence  about  this.  It 
would  be  unfair  for  us  to  say.  I would 
just  like  to  make  one  point  on  this.  We 
all  of  us  know  of  cases  where  psychiatric 
decisions  have  been  taken  and  therapy 
begun  without  adequate  physical  examina- 
tion, where  a patient  is  branded  as  unstable 
and  afterwards  is  found — perhaps  this  hap- 
pens more  often  in  the  case  of  children— 
possibly  to  be  deaf.  But  I think  that  is 


very  much  better  known  now,  but  there  arc 
still  cases  of  that  happening. 

5647.  I am  not  sure  that  that  argument 
docs  not  also  apply  to  many  medical 
problems  where,  for  instance,  a person  is 
diagnosed  as  having  a functional  disease? 

(Dr.  Cardew):  But  this  is  one  of  the 

rare  cases  in  medicine  where  the  result  of  a 
wrong  diagnosis  may  mean  that  the  patient 
is  for  a long  time  shut  up  in  an  institution ; 
so  the  results  in  this  field  can  sometimes 
be  more  serious. 

5648.  But  do  you  not  feel  that  when  they 
are  in  a mental  deficiency  hospital  they  are 
then  under  a very  comprehensive  system  ol 
psychiatry  where  there  are  teams  of  people 
such  as  psychiatrists,  teachers,  psychologists 
and  so  on,  available  to  fight  that  problem? 

And  to  rehabilitate  them  and  put  them 

back  into  the  community? 

5649.  Exactly.— — -If  that  is  general 
throughout  all  the  mental  deficiency  institu- 
tions in  the  country  it  is  very  encouraging. 

565 0.  (Chairman):  My  impression  on  the 

evidence  that  you  refer  to  here  is  that  the 
way  that  the  high-grade  mental  defective 
often  gets  into  an  institution  is  by  being 
caught  up  in  the  administrative  machine, 
and  once  in  the  machine  it  goes  on,  with 
the  very  best  intentions.  If  your  Assess- 
ment Boards  are  to  be  part  of  this  machin- 
ery, I would  not  look  at  them.-* No. 

(Dr.  Evans):  That  was  precisely  our  point 
—to  try  to  get  independence.  If  it  is  easier 
to  call  them  u panel  of  consultants  1 do 
not  think  we  should  quarrel  with  that.  We 
would  like  to  make  it  clear  too,  Sir,  that 
where  children  are  disposed  of  in  this  way, 
on  grounds  of  administrative  convenience, 
we  think  it  is  usually  done  because  it  is 
thought  to  be  in  the  interests  of  the  child, 
and  even  a maladjusted  child  might  be  dealt 
with  in  this  way  because  there  is  no  special 
school  for  maladjusted  children  in  that  area. 
We  are  well  aware  that  it  is  usually  done 
in  the  interests  of  the  child,  but  we  are  not 
sure  that  it  is  actually  in  the  long  term 
interests  of  the  child  for  all  that,  though 
it  may  appear  to  be  at  the  time. 

5651.  I do  not  think  I have  got  much 
more  to  ask  you  on  the  rest  of  your  recom- 
mendations. They  are  largely  concerned 
with  the  question  of  increased  provision  of 
occupational  centres,  und  so  on.  Sometimes 
you  are  a little  sweeping  in  your  recom- 
mendations, such  as,  “ No  mental  defective 
should  leave  an  institution  on  trial  or 
licence  (or  at  the  end  of  voluntary  treat- 
ment), until  the  authorities  have  made  sure 
that  he  has  been  accepted  on  the  list  of  a 
general  practitioner  near  his  new  home." 
That  rather  makes  discharge  subject  to  the 
capacity  of  the  general  practitioner  to  take 
a particular  patient.- — -{Dr.  Cardew):  I 
think  we  have  perhaps  expressed  that  a bit 
forcibly,  but  I think  we  expressed  our- 
selves earlier  on  that  particular  point. 
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5652.  (Mrs.  Braddock ):  You  are  suggest- 
ing that  these  Assessment  Boards  should  be 
in  each  area.  Do  you  think  you  will  get 
uniformity  among  the  different  panels 

throughout  the  country? 1 think  the 

Regional  Hospital  Boards  would  have  to 
institute  so  many  in  each  area ; that  would 
inevitably  be  so. 

5653.  (Dr.  Rees):  I am  not  quite  certain 
how  this  panel  would  work.  Would  they 

all  sit  together? 1 do  not  know.  (Dr. 

Evans) : We  have  not  really  decided  that. 
We  simply  mean  a pool  of  the  available 
experts  and  resources.  Presumably  they 
would  have  ideas  themselves  as  to  the  best 
way  of  functioning. 

5654.  At  “the  present  time  there  is  nothing 
to  prevent  a school  medical  officer  from 

sending  a child  to  a specialist? (Dr. 

Cardew ):  My  wife  is  a Care  Committee 
worker,  Sir,  and  if  you  take  the  time  it 
takes  to  get  appointments  for  some  of  these 
children  to  be  seen,  before  they  are  all 
carried  out  six  months  or  a year  may  go 
by  before  you  get  two  or  three  examina- 
tions made. 

5655.  Your  panel  may  have  a waiting  list 
even  longer  before  they  can  see  the  patient? 
— — (Dr.  Evans):  My  wife  is  a school 
medical  officer  who  does  send  children  to 
consultants  in  this  way,  but  there  again, 
because  it  is  a rural  area,  there  is  great 
difficulty  because  of  home  circumstances  in 
getting  the  child  to  the  hospital.  It  can 
be  done  on  one  occasion,  but  if  it  has  to  be 
done  on  three  or  four  occasions,  and  if  the 
consultants  that  the  child  sees  on  each 
occasion  are  not  in  consultation  with  each 
other,  and  there  is  a good  deal  of  time 
lost  in  correspondence  between  them,  it 
does  become  a most  involved  and  tedious 
procedure.  Under  our  proposed  system  it 
could  all  be  dealt  with  on  the  one  occasion. 

5656.  (Mr.  Jackson ):  It  is  not  going  to 
make  any  more  specialists  available  if  you 
call  them  a.  Board?  There  is  not  going  to 
be  a single  person  more  available  than 

there  is  at  present? But  they  would  be 

available  not  only  in  consultation  with  the 
patient  but  in  consultation  with  each 
other,  Sir.  They  would  make  a combined 
judgment,  knowing  all  the  facts ; the  facts 
are  before  all  of  them  at  the  same  time. 
We  think  they  would  come  to  a wiser 
judgment  for  that  reason. 

5657.  (Chairman):  Your  words  “at  the 
same  lime  ” would  cover  a considerable 
period  of  time,  which  would  be  needed  for 
testing  a child’s  eyesight  and  his  hearing 

and  his  intelligence,  and  so  on. Yes,  but 

that  is  a difficulty  which  medical  boards  of 
this  kind  have  always  surmounted  quite 
easily.  If  they  have  half  a dozen  children 
to  be  seen  in  a morning  one  would  see  a 
nose  and  throat  surgeon,  another  an  eye 
surgeon  and  another  a psychiatrist,  and 


they  move  round  and  by  the  end  of  the 
morning  you  have  a dossier  covering  the 
examinations  for  each  one  of  them.  It 
is  administratively  quite  possible. 

5658.  (Dr.  Thomas ):  But  hardly  possible 
from  a child’s  point  of  view?  Can  you 
imagine  the  effect  on  a child  of  being  sub- 
jected to  all  those  examinations  in  a 
morning?  I find  very  often  that  a child  is 
tired  after  half  an  hour.  I do  not  think 
it  is  going  to  be  any  easier  from  the  point 
of  time  in  a rural  area,  and  that  brings 
me  back  to  my  original  question  about 
the  Child  Guidance  Clinics,  which  reach  a 
decision  not  as  the  result  of  one  day’s 
examination,  but  under  a system  of  build- 
ing up  the  history  and  the  knowledge  of  the 
patient  over  a considerable  period  of  time. 
(Chairman):  The  trouble  is  we  have  been 
told  that  the  Child  Guidance  Clinic  deals 
with  everybody  but  mental  defectives. 
(Dr.  Thomas) : I think  the  more  progressive 
ones  now  do  look  after  mentally  defective 

people  too. It  is  that  kind  of  machinery 

that  we  are  trying  to  suggest  from  the 
point  of  view  of  assessment. 

5659.  (Chairman):  My  other  objection 
ta  the  name  “ Assessment  Boards  ” is  this. 
I remember  a very  wise  doctor  from  a 
medical  school  insisting  above  all  other 
things  that  his  students  should  not  think 
they  had  diagnosed  a disease  when  they 

had  attached  a name  to  it. (Dr. 

Cardew) : Very  true! 

5660.  (Dr.  Rees):  In  your  paragraph  25 

you  talk  of  moral  defectives,  and  you  say 
they  should  not  be  treated  in  the  same 
institutions  as  mental  defectives.  You  say, 
“ In  some  instances  it  may  be  wiser  to 
regard  them  as  of  unsound  mind  ”,  Do 
you  think  moral  defectives  are  in  fact  certi- 
fiable under  the  Lunacy  Act? (Dr. 

Evans):  It  seemed  to  us  that  they  should 
be  dealt  with  under  the  Mental  Health 
and  not  the  Mental  Deficiency  Acts.  They 
may  be  dealt  with  as  voluntary  patients. 

5661.  Supposing  they  are  not  prepared 

to  become  voluntary  patients? -I  think 

the  machinery  of  mental  health  is  more 
suitable  ; the  Mental  Deficiency  Act  should 
not  be  used. 

5662.  Do  you  think  it  is  justifiable  to 
certify  them  as  being  of  unsound  mind  and 

detain  them  against  their  will? 1 do 

not  think  I am  competent  to  say.  We  are 
not  psychiatrists;  we  are  not  working  in 
the  field  of  mental  health. 

5663.  You  do  say,  “in  some  instances 

it  may  be  wiser  to  regard  them  as  of  un- 
sound mind”. We  were  really  feeling 

that  if  they  were  mixed  with  children  who 
had  no  vicious  tendencies,  but  only  a 
defect  of  mind,  they  were  going  to  be  harm- 
ful to  those  children,  and  it  would  be  far 
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wiser  for  them  to  be  in  another  institu- 
tion with  other  people  who  had  vicious  or 
anti-social  tendencies.  Let  me  put  it  that 
way. 

5664.  (Sir  Cecil  Oakes):  It  could  be  an 
institution  for  mental  defectives  rather  than 
those  suffering  from  mental  illness,  so  long 

as  they  were  all  of  one  type? All  of 

one  type. 

5665.  (Dr.  Rees):  Could  it  be  a prison? 

1 do  not  think  we  are  competent  to 

take  that  up. 

5666.  (Chairman):  Is  there  anything 

more  you  would  like  to  say?  I know  I 

(The  witnes 


have  not  covered  the  whole  of  your  memo- 
randum, but  I really  have  read  it  through 
carefully,  and  I have  addressed  myself 
simply  to  those  points  on  which  I had  some 

doubt  in  my  mind. (Dr  Cardew):  Only 

this,  Sir.  I hope  you  will  assess  this  as 
being  the  evidence  of  general  practitioners. 
We  are  not  particularly  well  informed  on 
the  detailed  aspects  of  the  law  on  this 
matter  and  consequently  may  have  slipped 
up,  and  you  can  perhaps  take  that  into 
consideration. 

(Chairman):  Thank  you  very  much, 

gentlemen,  for  coming  here  today  to  give 
evidence  before  the  Commission. 

s withdrew.) 


Miss  Elizabeth  A.  Allen  (General  Secretary ),  Mr.  F.  Haskell,  and  Mr.  R.  George, 
on  behalf  of  the  National  Council  for  Civil  Liberties,  called  and  examined. 

(Continuation  of  evidence  given  before  the  Royal  Commission  on 
16th  March,  1955  (Twenty-second  Day).) 


Examination 

5667.  (Chairman):  We  are  very  much 
obliged  to  you  for  your  supplementary 
memorandum  with  which  you  have  supplied 
us.  I think  we  had  better  finish  going 
through  your  original  memorandum  of 
evidence ; we  had  not  considered  your  sec- 
tion J,  your  general  proposals  and  recom- 
mendations. I will  take  the  italicised 
recommendations.  I do  not  think  I have 
anything  to  ask  you  on  paragraph  51  ex- 
cept that  I am  not  quite  sure  what  you 
mean  when  you  say,  “ Entry  should  be  at 
the  instance  of  parents,  where  the  patient 
is  low-grade,  or  high-grade  and  under  18, 
and  at  the  instance  of  the  patient  himself 
if  high-grade  and  over  18.”  In  other 
words,  you  would  give  the  parent  power  to 
commit  a low-grade  child  of  any  age.  Do 
you  want  to  attach  any  particular  definition 

to  “low-grade”? (Mr.  Haskell ):  We 

use  the  term  “ low-grade  ” meaning  imbecile 
or  idiot. 

5668.  As  defined  in  the  present  Act? 
As  defined  in  the  present  Act,  yes. 

5669.  If  any  member  of  the  Commission 
wants  to  ask  any  questions  on  that  recom- 
mendation, please  let  them  do  so.  We 
come  now  to  paragraph  52,  on  the  defini- 
tion of  mental  deficiency.  You  say,  “.  . . 
the  term  ‘mental  deficiency’  shall  apply 


of  Witnesses 

only  to  a serious  sub-normality  of  intelli- 
gence”. Have  you  any  idea  of  what  that 
should  be?  Should  it  be  judged  by  the 
intelligence  quotient  or  should  it  be  by 
behaviour? 1 think  there  must  be  evi- 

dence of  some  formal  test.  The  person  will 
become  subject  to  be  dealt  with  presum- 
ably by  virtue  of  some  need  for  care  or 
abnormality  of  behaviour,  but  before  he 
can  be  dealt  with  in  this  way  he  should 
be  the  subject  of  a formal  test  of  the  level 
of  intelligence,  and  the  definition  should 
only  apply  where  that  operates. 

5670.  I do  not  know  whether  you  feet 
entirely  happy  at  the  principle  to  which 
this  leads,  that  only  those  who  are  very 
s.tupid  should  be  subject  to  detention.  I 
do  not  know  that  that  is  a very  liberal 

principle. We  do  raise  the  question. 

later  on  in  our  more  general  recommenda- 
tions as  to  whether  there  should  be  a 
detention  order  in  respect  of  the  high-grade 
who  is  not,  by  virtue  either  of  his  be- 
haviour or  abnormality,  subject  to  the  old 
lunacy  provisions. 

5671.  I am  not  talking  about  the  high- 

grade  now ; I am  talking  about  the  low- 
grade  and  whether  the  principle  should  be 
thait  if  you  are  very  stupid  you  may  be 
detained  compulsorily. Again  we  put 
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forward  as  a further  proposal  later  on  the 
suggestion . that  except  where  behaviour 
abnormalities  make  detention  essential, 
there  should  be  a special  legal  status  for 
the  low-grade  person,  namely  that  of  a 
child  or  young  person,  so  that  his  residence 
can  be  determined  by  his  parents  or 
guardians  at  any  age  in  the  same  way  as 
in  the  case  of  a child  at  present,  and  that 
he  shall  always  be  subject  to  the  protec- 
tion of  the  Children  and  Young  Persons 
Act,  so  that  should  he  be  exploited  or 
abused  and  be  incapable  of  protecting  him- 
self, then  the  local  authority  may  step  in, 
as  they  step  in  in  the  case  of  a child,  and 
remove  him  to  more  suitable  surroundings. 
That  would  avoid  the  question  of  a deten- 
tion order  for  a vast  number  of  the  low- 
grades. 

5672.  I am  not  sure  I quite  appreciate 

what  you  mean. May  I make  the  point 

that  there  is  a distinction.  Normally 
if  a child  or  young  person  is  found  to 
be  in  need  of  care  which  is  not  available 
in  its  own  home,  the  local  authority  acts 
on  a fit  person  order,  and  that  does  not 
involve  the  detention  of  the  child  or  young 
person.  He  is  put  into  a hostel  or  into 
the  care  of  foster  parents,  or  into  some 
suitable  home,  and  he  is  cared  for  by  the 
local  authority.  We  say  that  a similar 
situation  could  operate  so  far  as  the 
majority  of  low-grades  are  concerned, 
particularly  the  imbeciles. 

5673.  Under  what  circumstances,  in  re- 
gard to  what  children  or  young  persons, 
do  you  .think  detention  is  justifiable,  or  do 
you  ithink  that  the  fit  person  order  could 

deal  with  all  cases? It  can  deal  with 

almost  all  cases  that  are  dealt  with  today. 
Of  course,  if  there  are  refractory  charac- 
teristics, there  is  the  possibility  today  in 
regard  to  the  normal  person  of  using  an 
approved  school  order  if  there  is  a breach 
of  the  law.  We  think,  however,  there  may 
also  be  cases  where  a child  or  young 
person,  by  reason  of  a tendency  to  violence 
and  abnormality  of  conduct,  is  of  the 
character  that  would  have  been  dealt  with 
prior  to  1913  under  the  lunacy  legislation, 
and  in  those  special  cases  we  agree  a special 
detention  order  could  be  made,  but  only 
in  those  special  cases. 

5674.  On  the  grounds  of  unruly  beha- 
viour?  On  the  grounds  that  the  beha- 

viour is  so  abnormal  as  to  make  it  essential 
in  .the  interests  of  the  community  and  in 
the  interests  of  other  children  who  would 
be  associating  with  him,  that  he  must  be 
held.  We  think  there  are  very  few  such 
cases  but  allowance  must  be  made  for 
them. 

_ 5675.  But  even  so,  that  must  be  asso- 
ciated in  your  mind  with  a low  intelligence 

quotient? If  it  is  to  be  dealt  with 

within  the  terms  of  mental  deficiency,  yes. 


Otherwise  it  is  a matter  for  the  normal 
lunacy  legislation,  the  legislation  dealing 
with  mental  illness. 

. 5676.  Yes,  but  you  do  not  really  con- 
sider, do  you,  that  all  persons  who  may 
be  fit  subjects  for  detention  on  the  ground 
that  you  have  suggested,  if  they  are  not 
of  very  low  intelligence,  are  certifiable  as 

of  unsound  mind? No.  You  have  a 

whole  series  of  children  and  young  persons, 
again  not  a large  number,  who  today,  what- 
ever their  intelligence  quotient,  whatever 
their  level  of  intelligence,  are  dealt  with 
under  the  Children  and  Young  Persons  Act 
or  by  approved  school  order  if  they  are 
very  refractory.  We  are  being  asked,  as  I 
understood  it,  concerning  the  type  of  young 
person  who  is  in  effect  a young  psychotic ; 
if  that  is  so  he  should  be  dealt  with  under 
the  legislation  for  that  particular  kind  of 
person.  If  it  is  purely  refractory  behaviour 
that  is  involved  without  any  question  of 
the  level  of  intelligence,  then  I think  the 
issue  is  one  for  the  use  of  the  Children 
and  Young  Persons  Act  and  the  approved 
school  order. 

5677.  You  use  the  word  “psychotic”; 

I used  the  words  “ of  unsound  mind  ”,  In 
other  words,  do  you  think  that  within  the 
existing  law  those  persons  I am  talking  of 
could  be  certified  as  being  proper  inmates 
of  a mental  hospital? 1 think  un- 

doubtedly they  must  have  been  before 
1913,  because  this  issue  was  not  raised  as 
a problem  then.  The  use  of  the  normal 
children’s  protection  legislation  and  the 
normal  niental  illness  legislation  operates 
satisfactorily  in  the  majority  of  countries 
of  the  world  without  a Mental  Deficiency 
Act.  Norway,  for  example,  does  not  detain 
certainly  any  of  its  high-grade  mental 
defectives,  and  they  are  only  detained  if 
they  become  subject  to  the  general  legisla- 
tion for  people  of  unsound  mind. 

5678.  I do  not  want  to  go  into  the 
position  of  other  countries,  because  their 
legislation  generally  gives  far  more  dis- 
cretion to  the  administrative  authority  than 
ours  does.  But  I do  want  to  get  clear 
the  ground  on  which  you  attach  importance 
to  existence  of  evidence  before  the  age  “ 

of  18. Firstly  because  of  the  ground 

on  which  separate  legislation  was  first  of 
all  formulated,  namely  that  we  required 
separate  legislation  in  order  to  deal  with 
people  who  were  not  of  unsound  mind  but 
were  in  fact,  by  virtue  of  some  condition 
which  developed  early  in  their  years,  not 
of  full  mental  development. 

5679.  Do  you  agree  with  that,  that  there 

is  a need  for  separate  legislation? 1 

think  there  is  certainly  a need  for  separate 
forms  of  care,  and  I think  it  would  be  as 
well  if  they  were  covered  by  separate 
legislation. 
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5680.  A moment  ago  you  quoted  other 
countries.  We  are  one  of  the  very  few 
countries  which  have  special  mental 

deficiency  • legislation? Britain,  the 

British  Dominions  and  some  of  the 
American  States. 

5681.  But  broadly  speaking  we  are 

peculiar? Yes. 

5682.  And  you  do  regard  the  ground  of 
the  old  Act  of  1913  as  a sound  ground? 

That  the  provision  for  special  means 

of  care  for  the  person  who  is  merely  back- 
ward, as  apart  from  the  person  who  has 
become  mentally  ill,  is  desirable— yes. 

5683.  (Sir  Cecil  Oakes):  But  why  do  you 
attach  importance  to  the  18  years — ;that  is 
what  the  Chairman  is  trying  to  elicit?— — 
That  is  the  b&sis,  namely  that  the  condition 
has  existed  from  early  years.  Eighteen 
years  is  an  arbitrary  age  certainly,  but  it 
seems  an  age  which  works  fairly  reason- 
ably. It  was  I think  generally  accepted  as 
up  to  16  years  until  the  1927  Act.  I would 
rather  not  be  tied  to  a particular  age,  but 
I would  be  against  any  extension  of  it. 
I think-  the  condition  must  have  shown 
itself  in  early  years  in  order  to  justify  the 
use  of  special  legislation. 

5684.  (Chairman):  I think  originally  that 

in  the  Act  of  1913  the  words  “from  an 
early  age”  were  based  upon  the  eugenics 
argument  which  you  want  to  discard  alto- 
gether?  “ From  birth  or  from  an  early 

age.”  I do  not  think  so.  I think  it  is 
what  lies  under  the  concept  of  “natural 
fool”,  which  was  the  original  definition 
long  before  there  was  any  theory  of 
eugenics.  The  assumption  is  that  there  is 
a distinction  between  a person  who  is  born 
with  an  inability  to  reach  normal  mental 
development  and  a person  who  reaches 
normal  mental  development  and  then,  by 
virtue  of  illness  or  accident  or  for  some 
other  reason,  ’becomes  of  unsound  mind. 
I think  there  is  a general  point  on  this 
which  runs  through  our  wish  to  tie  it  to 
intelligence  too.  There  appears  to  be,  in 
our  experience,  a very  strong  tendency 
developing  which  shows  itself  in  two  or 
three  forms — (i)  to  get  rid  of  this  idea  that 
the  condition  must  have  shown  itself  before 
the  age  of  18  ; (ii)  to  make  it  no  longer 
dependent  upon  intelligence,  and  (iii)  to 
abolish  classifications  of  mental  deficiency 
into  various  grades. 

All  this  seems  to  us  to  involve  the  de- 
velopment of  a concept  quite  foreign  to  that 
which  was  the  basis  of  the  Act,  namely 
that  there  shall  be  accepted  a conception  of 
some  defect  of  mind  which  is  not  certi- 
fiable insanity,  but  which  will  be  manifested 
by  some  rather  arbitrary  and  sometimes 
almost  undiscoverable  standards  whereby 
individuals  shall  be  deprived  of  their  liberty. 
We  feel  that  anything  as  vague  and  as 
indefinite  as  this  is  highly  dangerous  and 


that  it  is  clearly  operating  today  in  respect 
of  a whole  number  of  people  of  normal 
intelligence  by  any  standards,  who  are 
vouched  for  by  numerous  people  who  have 
met  them  and  talked  with  them,  and  had 
them  to  work,  vouched  for  as  being  per- 
fectly normal,  but  who  nevertheless,  by 
virtue  of  some  rather  obscure  and,  as  I 
said,  undiscoverable  standards,  are  held  to 
be  mentally  defective.  We  believe  that 
to  make  the  liberty  of  the  individual 
dependent  on  anything  as  vague  and 
indefinite  as  this  is  a highly  dangerous 
development,  one  which  has  already  done  a 
great  amount  of  harm  and  which,  if  it  is 
carried  any  further,  will  do  even  more 
harm. 

5685.  {Mr.  Jackson):  But  coming  down 
to  earth  over  this  age  of  18*  years,  cases 
are  sometimes  picked  up  during  compulsory 
national  service  and  it  may  be  very  diffi- 
cult indeed  to  produce  evidence  of  what 
has  happened  before  that  period.  Is  there 
really  any  threat  to  the  liberty  of  the  sub- 
ject if  one  happens  to  go  over  18  to  in- 
clude the  ages  during  which  there  is  a 

good  deal  of  medical  examination? 

It  is  surprising  to  me  that  you  could  reach 
that  position,  if  the  condition  has  truly 
manifested  itself  in  early  years,  with  the 
amount  of  school  examination  which  goes 
on  today.  I think  frequently  if  you  wait  until 
that  period  you  may  be  misinterpreting  the 
normal  vagaries  of  adolescence  and  assum- 
ing an  innate  mental  deficiency  that  in  fact 
does  not  exist. 

568'6.  {Chairman):  Your  argument  seems 
to  be  that,  while  this  age  of  18  may  be 
illogical,  you  are  so  afraid  of  indefinite  ex- 
tensions that  you  welcome  any  restriction, 

logical  or  illogical. (Miss  Allen) : I think 

there  is  an  additional  point,  and  that  is 
this.  I think  it  is  generally  agreed  the 
mind  goes  on  developing  until  it  reaches 
the  age  of  15  or  16 — I think  there  is  some 
disagreement  as  to  exactly  which  of  those 
ages  it  is,  but  it  is  somewhere  about  then. 
You  can  say  that  somebody  has  a mental 
age  of  so-and-so,  but  you  cannot  get  be- 
yond 15  or  16.  If  you  extend  the  age 
to  18  you  have  allowed  for  all  possible 
errors;  if  you  go  on  after  that  then  the 
mind  is  not  developing. 

5687.  That  sounds  to  me  rather  like  a 
relic  of  the  old  idea  of  the  infallible  in- 
telligence quotient.  I have  known  quite  a 
lot  of  people  who  have  developed  after  18. 

1 think  their  experience  develops.  But 

that  is  one  possible  reason  for  putting 
it  forward. 

568'8.  (Dr.  Thomas):  In  paragraph  52, 
the  first  paragraph,  what  do  you  feel  is 
the  lowest  manifestation  of  the  normal 
range  of  intelligence  you  mention  there? 

{Mr.  Haskell):  Where  we  say. 

“well  within  the  normal  range"? 
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5'689.  Yes. You  can  only  mark  that 

by  some  accepted  standard,  which  means 
a mental  age  or  intelligence  quotient.  I 
would  say  that  a large  number  of  people 
we  have  met  who  have  been  detained  for 
many  years  not  only  show  an  intelligence 
quotient  of  90  to  114,  or  120  even,  but  in 
their  ability  to  deal  with  normal  problems 
show  complete  normality. 

5690.  What  I wanted  to  know  was 
whether  you  had  any  indication  in  your 
own  mind  of  where  the  limit  should  be? 
We  would  suggest  the  accepted  inter- 
national standard,  which  suggests  an  intel- 
ligence quotient  of  70  to  75. 

5691.  (Dr.  Greenwood  Wilson ):  You 

spoke  about  the  person  who  had  been  ill 
or  had  had  an  accident  after  the  age  of  18. 
What  would  you  do  with  that  person?  The 
effect  of  the  illness  or  accident  may  make 
him  just  like  a mental  defective.  Would 
you  say  he  must  go  to  a place  for  per- 
sons of  unsound  mind  or  not?  Would 
you  let  him  go  into  a mental  deficiency 
institution  even  though  he  had  the  accident 

at  age  25? 1 think  the  legislation  that 

is  covering  that  must  be  the  legislation  that 
is  dealing  with  ordinary  mental  illness  or 
mental  accidents  of  that  kind.  The  question 
of  the  disposal  of  the  individual  to  the  par- 
ticular form  of  treatment  is  a question  on 
which  the  doctors  would  have  to  have  their 
say.  But  I think,  for  the  general  protec- 
tion of  the  community  as  a whole,  any 
legislation  of  . this  character  must  be 
governed  by  certain  restrictions,  because 
normally  I think  it  would  be  accepted  that 
the  vast  majority  of  high-grades  who  are 
at  present  held  in  detention  were  not  sub- 
ject to  detention  at  all  prior  to  the  1913' 
Act.  That  point  was  made  very  srongly 
by  McKenna,  the  Home  Secretary,  when 
he  moved  the  introduction  of  the  Act,  and 
I would  hesitate  to  extend  the  conception 
any  further.  In  fact,  this  point  was  one 
of  the  bases  of  the  argument  for  pro- 
viding the  detention  order  in  respect  of 
the  high-grade. 

5692.  (< Chairman ) : On  paragraph  53, 1 do 
not  want  to  be  malicious,  but  your  recom- 
mendation that  people  with  gross  behaviour 
abnormalities  be  dealt  with  as  persons  of 
unsound  mind  is  the  largest  hole  in  the 
system  of  civil  liberties  that  I have  ever 

heard  anybody  propose  to  excavate! 1 

think  it  is  going  to  depend  on  how  you 
use  the  term  “ gross  behaviour  ab- 
normalities ”.  I want  to  make  this  point 
clear  in  explanation  of  this,  and  that  is 
that  we  do  meet  within  the  terms  of  mental 
deficiency,  detained  as  mental  defectives  at 
present,  a very  small  number  of  people  who 
are  socially  dangerous  by  virtue  of  the  fact 
that  their  behaviour  is  completely  ab- 
normal, and  quite  clearly  the  detention  of 
such  individuals  where  they  can  be  found 
is  essential  for  public  security.  It  is  quite 
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clear  that  these  people  were  being  held 
under  the  general  lunacy  legislation  prior  to 
1913.  We  have  gone  right  through  the  de- 
bates to  ascertain  if  there  was  any  issue 
of  public  danger  which  cropped  up  in  the 
Parliamentary  debates,  in  order  to  attempt 
to  deal  with  the  opposition  which  showed 
itself  to  the  1913  Act,  and  so  far  as  we 
could  see  throughout  the  whole  of  the 
Commons  debates  there  was  only  one  case 
of  violence  mentioned,  and  that  clearly  was 
a complete  misunderstanding  since  it  arose 
from  a person  who  had  been  certified  under 
the  Lunacy  Acts.  There  is  no  evidence  that 
the  application  of  those  Acts  prior  to  1913 
did  not  deal  with  people  who  fell  into  this 
particular  category,  and  we  hold  they  should 
be  dealt  with  under  the  lunacy  legislation 
in  future. 

5693.  The  answer  may  be  that  before 

1913  they  were  not  dealt  with  at  all? 

There  is  no  evidence  of  that.  There  were 
very  heated  debates  on  the  1913  Act, 
Wedgwood  and  the  Cecils  made  quite  a 
lengthy  fight  against  the  proposals  of  the 
Act,  particularly  the  detention  proposals, 
and  one  would  have  expected,  in  the 
course  of  the  lengthy  arguments  that 
developed,  evidence  of  a category  of 
people  who  constituted  a social  danger 
to  be  produced  if  such  a category  existed. 
I have  gone  right  through  the  debates 
on  both  readings  of  all  the  Acts  that 
were  introduced  and  the  report  stage  where 
the  last  Bill  was  debated  section  by 
section,  but  I can  find  no  reference  at  all 
to  any  such  category  existing. 

0 Chairman}:  I do  not  think  the  world  in 
which  I grew  up  regarded  crimes  of  violence 
or  dangerous  persons  as  being  connected 
with  lunacy  legislation  at  all.  Crimes  of 
violence  were  commoner  than  they  are  to- 
day. However,  that  is  another  question. 

5694.  (Dr.  Rees):  You  believe  that  these 
people  should  be  dealt  with  as  of  unsound 

mind? 1 believe  any  person  falling  into 

a category  of  behaviour  which  is  dangerous 
to  the  community,  of  the  character  which 
one  might  associate  with  the  name  Strata, 
should  be  held,  as  that  individual  has  been 
held,  under  lunacy  legislation.  That  is  the 
proper  legislation  for  dealing  with  people 
whose  conduct  is  so  abnormal  that  they 
cannot  safely  be  left  at  large. 

5695.  You  think  these  people  can  be 

certified  under  the  Lunacy  Acts? 

Stralfen  as  a particular  case  in  point 
certainly  has  been.  He  is  held  as  a criminal 
lunatic,  and  _ they  have  had  plenty  of  time 
for  observation  of  the  case.  He  was  never 
sent  to  Rampton  ; he  was  sent  to  Broad- 
moor. 

5696.  (Chairman):  From  the  point  of 
view  of  the  general  limitation  of  the  powers 
of  government,  that  would  seem  to  be 
rather  a dangerous  proposal.  You  propose 
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to  abolish  the  moral  defective,  though  very 
few  people  are  so  certified,  and  you  open 
a very  much  wider  door,  the  detention  of 
all  people  who  in  the  modern  jargon  are 
sometimes  called  aggressive  psychopaths. 

Our  conception  of  gross  behaviour 

abnormalities  here  would  not  include  a 
whole  number  of  people  who  fall  within 
the  usual  use  of  the  term  “ psychopath  ”, 
because  it  seems  to  be  used  to-day  in  at 
least  as  vague  a form  as  any  word  I know 
of. 

5697.  I said  “ aggressive  psychopath 

(Miss  Allen):  We  are  not  including 

people  unless  they  are  using  force  against 
other  people.  (Mr.  Haskell ):  For  reasons 
which  are  quite  illogical  to  anyone  else, 
which  cannot  be  understood  . . . 

5698.  (Lady  Adrian ):  Would  they  have 
been  sufficient  to  certify  Straffen?  Would 
you  have  certified  Straffen  as  of  unsound 

mind  before  he  committed  murder? 1 

cannot  say,  you  do  not  know  what  the 
evidence  was  and  whether  it  was  adequate. 
In  most  of  these  cases  of  the  aggressive 
psychopath  it  is  hindsight ; there  is  no  fore- 
sight in  the  matter ; you  find  out  after- 
wards that  he  was  going  to  do  it.  It 
would  be  different  if  there  were  any  means 
whereby  you  could  tell — but  I doubt 
whether  modern  psychiatry  has  reached  a 
stage  where  you  can  do  that.  In  general 
where  there  is  evidence  with  this  type  of 
aggressive  case  that  the  dangerous  tenden- 
cies were  operating,  then  the  proper  legis- 
lation for  it  is  the  lunacy  legislation. 

5699.  (Sir  Cecil  Oakes):  Is  the  medical 

profession  with  you  there,  and  would  they 
be  inclined  to  certify  such  people  as  of 
unsound  mind? It  has  done  in  the  par- 

ticular case  referred  to.  If  we  are  asked, 
“ Will  the  doctors  go  with  you?  ”,  I think 
that  is  a matter  to  discuss  with  the  doctors. 
The  point  we  have  to  make  is  this:  that 
at  the  moment  the  term  “ psychopath”  is 
being  used  in  an  extremely  loose  sense  to 
mean  not  necessarily  acting  in  breach  of 
the  law,  but  it  is  being  used  in  a manner 
which,  with  the  present  definitions  as  they 
operate,  results  in  the  detention  of  people 
who  have  not  broken  the  law  in  any  sense 
and  who  do  not  show  a sub-normality  of 
intelligence,  and  nothing  I think  can  be 
worse  than  the  manner  in  which  they  are 
held.  * 

. 5700.  (Chairman):  Your  recommendation 
is  not  that  people  with  a continuous  record 
of  unlawful  behaviour  should  be  treated  as 
people  of  unsound  mind,  but  people  with 
gross  behaviour  abnormality  whether  they 

are  transgressing  the  law  or  not? We 

mean  both,  and  we  underline  the  word 
“ gross  ”.  We  do  not  mean  the  girl  who 
perhaps  produces  two  illegitimate  children. 
We  are  trying  to  find  a form  of  words— 
and  there  may  be  criticism  of  the  form  of 
words  but  we  want  to  get  this  meaning 


across — that  will  enable  people  who  are 
rightly  held  as  dangerous  to  continue  to 
be  held.  What  we  want  to  avoid  is  a 
situation  in  which  vast  numbers  are  being 
held  under  detention,  and  to  an  extent 
public  opinion  is  confused  on  the  issue 
because  it  confuses  them  with  this  small 
group.  We  think  the  lunacy  legislation 
should  operate  to  deal  with  these. 

5701.  I am  only  afraid  that  your  recom- 
mendations have  the  opposite  effect.  At 
the  present  time  a very  small  number  are 
detained  as  moral  defectives,  and  your  pro- 
posal that  all  people  with  gross  behaviour 
abnormality  should  be  certifiable  as  of  un- 
sound mind  may  fill  institutions  with  people 
like  the  King’s  Messenger  in  Through  the 
Looking  Glass  who  are  not  going  to  be 

tried  until  next  Wednesday  week. (Miss 

Allen):  If  I may  intervene  here,  there  is  a 
little  difficulty  about  this  question  of  the 
moral  defective.  We  have  been  concerned 
to  find  the  number  of  people  held  as  defec- 
tives who  were  not  intellectually  retarded 
in  any  way  but  who  may  have  had  gross 
behaviour  abnormalities,  or  who  in  fact 
were  just  law-breakers.  We  feel,  looking 
at  all  these  categories  which  are  now 
lumped  together  as  moral  defectives,  that 
the  situation  is  thoroughly  undesirable  as 
it  is  at  the  moment  because  it  includes  so 
many  different  types  which  the  law  does 
not  really  cover.  This  suggestion  is  one 
way  of  dealing  with  the  one  section  which 
must  be  dealt  with. 

5702.  Are  you  on  sound  ground  when 

you  say  that  the  people  you  are  thinking 
of  are  at  present  detained  as  moral  defec- 
tives?  You  have  just  said  that,  my  Lord. 

I understood  that  you  were  referring  to 
moral  defectives. 

5703.  I was  saying  that  very  few  people 
are  detained  as  moral  defectives  now  and 
the  abolition  of  the  category  will  not  have 
much  effect,  whereas  I think  you  are  open- 
ing a far  wider  door  than_  you  are  closing. 
(Sir  Cecil  Oakes):  That  was  my  point  too. 

I was  wondering  whether  you  realised  that 

is  a possible  result  of  your  suggestion? 

(Mr.  Haskell):  It  depends  on  the  interpreta- 
tion you  are  going  to  give  to  gross  be- 
haviour abnormality.  We  are  talking  of 
dangerous  aggressive  conduct  which  is 
clearly  abnormal,  a dangerous  abnormal 
condition,  and  in  those  circumstances  where 
the  individual'  is  dangerous  to  the  com- 
munity the  community  must  take  steps  to 
restrict  his  liberty  so  long  as  there  is  that 
condition.  But  whereas  we  are  finding  that 
very  few  people  are  now  being  detained 
under  the  formal  category  of  moral  defec- 
tive, the  term  feeble-minded  is  now  being 
interpreted  to  cover  people  of  perfectly 
normal  intelligence  sometimes  on  the  basis 
of  some  adolescent  trouble.  In  fact  at  one 
time  there  was  an  unwillingness  to  use  the 
term  feeble-minded  in  respect  of  people  of 
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normal  intelligence,  but  that  is  now  tending 
to  go  and  we  are  getting  in  consequence 
lots  of  people  who  were  previously  classi- 
fied as  moral  defectives  included  under  the 
term  feeble-minded,  with  in  fact  very  little 
evidence  to  indicate  what  constitutes  the 
fecble-mindedness. 

5704.  (Mr.  Jackson):  When  you  use  the 

word  gross,  do  you  mean  dangerous? 

Yes. 

5705.  {Chairman):  May  we  pass  on  to 
paragraph  56.  I think  your  recommenda- 
tion there  is  beating  the  air,  because  deten- 
tion on  eugenic  grounds  has  not  been 
recommended  to  us,  so  far  as  I recollect, 

by  any  of  our  witnesses. No,  but  we  do 

say  this,  my  Lord,  that  there  is  quite  a deal 
of  evidence  that  it  still  operates  within  the 
service.  I do  not  know  if  it  operates  at  a 
high  level,  but  it  operates  certainly  in  let- 
ters we  have  seen  in  the  Press,  in  letters 
which  we  ourselves  have  received  and  in 
one  letter  I have  from  a functioning  social 
worker  who  writes  in  her  individual 
capacity,  and  conversations  that  we  have 
had.  {Miss  Allen):  There  was  a matron 
who  said  to  us  that  of  course  she  could 
not  let  out  a woman  like  that  because  she 
might  have  mentally  defective  children. 
I said,  “ Do  you  mean  they  all  do,  or  that 
particular  one?  ”,  and  she  said,  “ They  all 
do.”  It  is  believed,  but  on  what  level  you 
cannot  generalise. 

5706.  Of  course  heredity  has  entered  into 
the  common  fund  of  thought  of  the  com- 
munity, but  as  a basis  for  law  I do  not 
think  it  has  much  currency  today.  In 
paragraph  57,  there  appear  the  words 
which  you  later  repeat  as  a sort  of  litany, 
“That  in  cases  of  high-grade  mental  defi- 
ciency (where  it  has  always  been  recognised 
that  the  mental  condition  itself  is  no 
grounds  for  detention)  ...”  That  after 
all  in  the  Act  of  1913  applies  to  all  grades 
of  mental  deficiency.  Mere  mental  defi- 
ciency in  the  sense  of  deficiency  of  in- 
telligence is  no  ground  for  detention  in 

any  grade? (Mr.  Haskell ):  No  ; I see 

your  point — why  do  we  specify  high- 
grades?  That  is  because  prior  to  the  1913 
Act  the  Idiots  Act  did  permit  the  detention 
of  the  low-grades  on  grounds  of  deficiency 
in  itself,  and  prior  to  that  low-grade  mental 
defectives  were  frequently  held,  and  were 
in  fact  held  up  to  1913,  and  sometimes 
beyond  1913,  by  the  Lunacy  Act  by  virtue 
of  the  mental  condition  itself.  That  is 
why  we  say  the  high-grades  represent  the 
real  change  made  in  terms  of  categories 
who  could  become  subject  to  detention  by 
the  1913  Act.  It  is  perfectly  true  they  did 
not  cover  the  whole  of  the  low-grades  in 
practice,  but  the  legal  machinery  for  deal- 
ing with  the  low-grade  mentally  deficient 
by  virtue  of  the  condition  itself  did  exist 


prior  to  1913,  and  to  an  extent  still  exists 
in  so  far  as  today  in  the  Lunacy  Acts  the 
lunatic  is  still  defined  as  “ a person  of  un- 
sound mind  or  an  idiot.” 

5707.  {Dr.  Rees):  Would  your  recom- 
mendation still  apply  to  the  girl  who  has 
six  or  more  illegitimate  children  and  has 
proved  to  be  incapable  of  looking  after  any 

of  them? {Miss  Allen):  I think  you 

would  have  to  go  into  the  reasons  why  she 
was  incapable  of  looking  after  them.  There 
are  still  a number  of  cases  in  the  institu- 
tions where  women  are  there  because  they 
had  what  were  known  as  “babies  on  the 
rates”,  and  it  is  something  to  be  watched 
all  the  time  that  the  fact  that  they  are  not 
in  a position  to  look  after  their  family 
should  not  be  given  as  a reason  for  their 
being  held  to  be  mentally  defective  and 
so  put  into  the  institution.  {Mr.  Haskell): 
To  take  up  that  point  again,  would  we  say 
that  if  from  any  other  cause  a woman  was 
incapable  of  looking  after  her  children 
‘therefore  she  should  be  locked  up  if  she 
'persisted  in  having  illegitimate  children? 

5708.  {Chairman):  You  do  not  attach 
'very  much  importance  to  the  words  “ what- 

‘ever  the  size  of  the  family  income  ”? 

That  is  how  it  worked  in  the  past.  A 
‘woman  became  subject  to  be  dealt  with  by 
'having  an  illegitimate  child  whilst  in 
'receipt  of  poor  relief,  those  are  the  words. 

5709.  You  are  talking  of  the  original 

'detention? Exactly. 

5710.  I should  have  thought  this  was 
'misconceived.  Having  an  illegitimate  child 
in  itself  is  no  ground  for  detention  ; you 
must  be  a mental  defective  before  that? 

■ But  the  high-grade  mental  deficiency 

is  not  in  itself  a cause  for  detention.  It  is 
not  today.  You  have  to  become  subject  to 
be  dealt  with.  One  reason  that  you 
became  subject  to  be  dealt  with  under  the 
old  rdgime  was  that  you  had  an  illegitimate 
child  whilst  in  receipt  of  poor  relief,  and 
there  are  large  numbers  who  are  in  mental 
deficiency  institutions  today  by  virtue  of 
that  provision.  That  provision  lasted  until 
the  National  Assistance  Act  abolished  poor 
relief. 

5711.  Where  in  the  present  Act  is  this 

provision  contained? Section  2 (b)  (vi). 

5712.  That  was  in  the  1913  Act,  but  does 

not  exist  any  longer? It  was  abolished 

by  the  National  Assistance  Act  which 
removed  poor  relief. 

5713.  Then  your  recommendation  in,  para- 
graph 57  is  not  for  the  repeal  of  any  exist- 
ing law,  it  is  just  a warning  that  we  must 

not  re-enact  that  part  of  the  1913  Act? 

Yes. 

5714.  Then  on  paragraph  58 : I think  you 
are  referring  in  your  recommendation  there 
to  the  days  of  prevalent  unemployment, 
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especially  juvenile  unemployment.  Are  you 
referring  to  any  present  provision  of  the 

Act? No,  we  are  quoting  from  the 

Ministry  of  Health  Annual  Report  of  1953, 
where  they  make  these  points  as  a justifica- 
tion of  detention — I think  they  are  in  effect 
to  an  extent  justifying  present  detentions  on 
these  grounds.  The  passage  reads,  “The 
question  is  whether  the  patient  can  be  made 
fit  to  live  as  a free  agent.  Where  there  is 
unemployment  the  defectives  are  the  first  to 
fall  out  of  work.  The  fact  that  the  patient 
can  work  does  not  always  mean  that 
industry  has  a place  for  him.” 

5715.  (Mr.  Jackson ):  You  would  agree 
with  that,  would  you  not?  Is  not  that  a 
factual  statement  beyond  question,  that 
where  there  is  unemployment  that  happens? 

No,  not  to  my  knowledge.  I have  not 

seen  the  evidence  in  support  of  that.  All 
the  evidence  that  we  have  of  the  ability 
of  people  held  in  detention  today,  high- 
grades,  to  obtain  employment  is  that  they 
do  very  well.  That  is,  once  they  have  over- 
come usually  a short  period,  sometimes  a 
longer  period,  depending  on  the  number  of 
years  they  have  been  detained,  when  they 
are  getting  over  institutionalisation. 

5716.  ( Sir  Cecil  Oakes):  Is  it  not  your 

experience  that  during  the  days  when  there 
was  unemployment,  whether  it  was  in  a 
factory  or  in  agriculture,  the  people  to  go 
first  were  those  who  were  the  least  com- 
petent?  1 am  afraid  you  are  not  at  the 

moment  detaining  the  people  who  are  the 
least  competent  in  actual  practice.  I will 
give  you  one  or  two  cases.  There  is  the 
case  of  a lad  who  was  held  for  a matter  of 
some  12  to  14  years  who  went  out  on 
licence.  Whilst  he  was  on  licence  he 
obtained  employment  in  a national  industry, 
he  took  classes  for  promotion  again  whilst 
on  licence,  and  he  was  selected  for  a super- 
visory position  out  of  23  applicants.  We 
have  another  case  of  a lad  who  was  in 
detention  for  some  24  years  who  had  the 
utmost  difficulty  during  the  first  two  years 
in  adjusting  himself  to  permanent  employ- 
ment at  all  but  who  had  now  overcome  the 
problems  created  by  so  long  a period  of 
institutionalisation.  He  is  earning  £10  a 
week  in  a factory  and  he  was  promoted  not 
exactly  to  a supervisory  position  but  to  a 
slightly  more  skilled  position  with  an  in- 
crease of  3d.  an  hour  within  a period  of  I 
think  four  weeks  of  his  entry.  We  can  go 
on  giving  cases  like  this.  There  is  not  the 
evidence  so  far  as  we  can  see  not  only  that 
these  people  cannot  find  employment  but 
that  they  do  not  do  well  at  their  employ- 
ment. 

5717.  {Chairman):  I cannot  see  in  this 
report  of  the  Ministry  of  Health  anything 
to  complain  of  at  all ; it  is  not  concerned 
with  justifying  detention.  You  are  con- 
cerned in  your  recommendation  with  the 
grounds  upon  which  people  are  originally 


detained. And  on  which  the  detention  is 

maintained. 

5718.  Broadly  speaking  this  report  deals 
with  people  who  are  in  hospital  as  mental 
defectives,  and  the  question  of  how  far 

they  should  be  sent  to  work  outside. 

How  far  there  is  a justification  for  retain- 
ing them  in  detention  on  the  grounds  that 
they  are  not  self-supporting.  We  say  the 
evidence  is  that  with  all  the  high-grades  we 
have  known,  we  have  met  with  only  one 
case  of  employment  difficulties  arising.  It 
simply  is  not  there ; it  is  not  a justification. 
They  can  obtain  employment,  and  they  can 
hold  employment.  I think  this  is  the  point, 
that  whatever  the  cause  may  have  been  that 
led  to  their  being  put  in  in  the  first  place 
you  cannot  justify  continued  detention  on 
the  basis  of  their  not  being  able  to  support 
themselves. 

5719.  If  you  really  meant  that  you  would 
rule  out  the  necessity  for  occupation  centres 
or  any  form  of  rehabilitation  or  sheltered 

workshops. No.  I would  add  this,  my 

Lord ; in  some  cases  the  initial  training 
they  have  received  within  the  first  two  or 
three  years  within  the  institution  has  con- 
tributed to  their  ability  to  maintain  them- 
selves. We  are  proposing  here  in  our 
definite  proposals  that  there  should  be  a 
continuation  of  education  and  training 
schemes  beyond  the  age  of  16,  but  the 
point  we  are  making  is  that  the  long-term 
detentions  at  present  operating  are  not 
justifiable  on  those  two  grounds. 

5720.  I think  you  are  using  the  werrd 

“ detention  ” in  a rather  narrow  sense. 
You  are  using  “ detention  ” in  terms  of 
certification,  certified  detention  under  the 
Mental  Deficiency  Acts? Yes. 

5721.  You  do  not  regard  as  detention  the 
compelling  of  a person  over  the  age  of  16 

to  attend  training  centres? It  does  not 

necessarily  involve  detention.  He  may  be 
merely  called  upon  to  attend  a training 
centre  for  two  or  three  hours  a day,  or  even 
for  eight  hours  a day ; he  is  not  necessarily 
detained. 

5722.  In  rural  areas  if  it  is  to  be  any 

good  as  training  it  may  have  to  be  resi- 
dential?  It  can  still  be  residential  without 

his  being  under  detention.  There  is  a 
difference  between  being  detained  and 
having  a residential  job,  from  which  you  can 
go  out  as  and  when  you  please  when  you 
are  not  at  work. 

5723.  There  is  a difference  between  deten- 
tion and  being  compelled  to  live  in  a place? 
Yes,  certainly.  It  is  the  difference  be- 
tween a fit  person  order  and  an  approved 
school  order  with  a child. 

5724.  I wonder  whether  we  are  not  so 
impressed  sometimes  with  the  forms  of 
detention  we  know  that  we  are  too  liable 
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to  accept  forms  of  detention  under  another 
name  which  may  have  just  as  serious  an 
effect  in  interfering  with  the  subject’s 

liberties? 1 think  it  is  a point  to  be 

borne  in  mind. 

5725.  In  paragraph  59  we  pass  on  to  the 
proposal  to  substitute  a fit  person  order 
for  action  under  the  Act  of  1913.  Have 
you  considered  in  what  respects  the 
Children  and  Young  Persons  Acts  would 

have  to  be  modified  to  achieve  this? 

{Mr.  George ):  Not  in  detail,  no. 

5726.  They  are  very  restricted  in  their 
application  at  present,  are  they  not? 
I am  asking  this  question  because  a good 
many  of  our  witnesses  have  made  the 
same  recommendation,  and  I am  rather 
afraid  that  it  may  become  a sort  of  stock 
recommendation,  without  consideration — I 
do  not  pretend  yet  to  have  given  this  con- 
sideration myself — of  whether  the  Children 
and  Young  Persons  Acts  are  really  adapted 

to  this  purpose. {Mr.  Haskell)-.  I think 

the  point  at  issue  is : is  there  a special 
reason  why  any  particular  categories  should 
be  removed  from  the  care  of  their  parents 
contrary  to  those  circumstances  which 
would  operate  in  regard  to  the  rest  of  the 
children  and  young  people? 

5727.  But  one  is  proceeding  throughout 
on  the  assumption  that  these  children  are 

particularly  helpless. All  children  are 

fairly  helpless  and  particularly  in  their 
younger  stages.  Is  -there  a special  reason 
Whereby  a high-grade,  or  for  that  matter 
a low-grade,  mental  defective  of  the  age 
of  around  12  requires  more  protection 
from  an  unsatisfactory  home  than  any 
child  aged  12?  Of  course,  the  major  point 
here  is  that  .the  Children  and  Young  Per- 
sons Act  requires  procedure  of  a much 
more  formal  character  than  that  which 
operates  in  respect  of  the  Mental  Defi- 
ciency Act  and  is  therefore  much  more  de- 
sirable since  there  are  many  more  safe- 
guards against  misuse. 

5728.  And  conceivably  a public  stigma 

is  not  necessarily  attached? Yes.  I think 

it  would  probably  be  generally  accepted  by 
most  people  that  in  so  far  as  provision 
can  be  made  for  any  such  category  as 
these  people  without  using  special  legisla- 
tive measures,  it  is  desirable.  In  so  far  as 
the  general  social  services  can  be  extended, 
they  should  be,  and  there  is  justification 
for  new  legislation  only  in  so  far  as  there 
is  genuine  need  or  genuine  danger  which 
cannot  be  met  through  existing  legislation. 
That  is  the  approach  we  would  make  to  it. 

5729.  Of  course  there  is  another  consider- 
ation. With  the  Children  and  Young 
Persons  Act  you  are  dealing  with  a child 
who  is  in  an  unsatisfactory  home,  however 
healthy  he  may  be.  You  are  here  dealing 
with  an  ill  child.  Are  you  satisfied  that 


there  is  no  case  for  removing  a sick  child 
from  a home  when  he  is  incapable  of 

being  properly  cared  for? {Miss  Allen)-. 

What  happens  at  the  moment  with  a child 
who  has  broken  his  leg  and  has  not  been 
properly  cared  for?  You  get  the 

National  Society  for  the  Prevention  of 
Cruelty  to  Children  down.  What  happens 
with  a child  who  suffers  from  an  infectious 
disease?  There  are  provisions  for  other 
forms  of  illness  for  dealing  with  the 
children. 

5730.  Should  we  disarm  ourselves  of  any 
powers  to  deal  with  a mentally  ill  child? 

7 If  the  child  is  mentally  ill  I assume 

it  should  be  dealt  with  as  somebody  who 
has  come  under  the  lunacy  laws.  If  a 
child  was  ill  in  bed  and,  for  instance,  was 
not  being  washed,  which  is  the  kind  of 
thing  which  you  perhaps  have  in  your 
mind,  that  could  happen  to  a child  who 
was  not  backward  or  imbecile  and  it  has 
to  be  dealt  with.  We  are  suggesting  it 
should  be  dealt  with  in  precisely  the  same 
way  as  it  would  be  for  a helpless  child 
who  is  not  ill  in  that  way  but  is  ill  in 
some  other  form ; we  cannot  see  there 
is  any  need  for  distinction. 

5731.  I am  not  _ sure  whether  you  are 
right  about  the  existence  of  provision  for 
an  ill  child  with  only  not  very  satisfactory 
parents.  Parents  have  to  be  very  unsatis- 
factory for  a fit  person  order  under  the 

Children  and  Young  Persons  Act. In 

that  case  is  it  not  there  where  the  improve- 
ment is  needed  rather  than  under  a special 
law? 

5732.  That  may  be,  but  I am  more  afraid 

of  general  legislation  which  puts  all  sorts 
of  different  things  into  one  category  than 
you  seem  to  be.  I know  there  is  a danger 
in  stigmatising  particular  classes  of  the 
population  by  special  legislation  but,  on 
the  other  hand,  general  legislation  which 
deals  with  totally  different  conditions  and 
lumps  them  together  under  one  head  may 
also  be  rather  dangerous. We  are  con- 

cerned with  the  question  of  the  liberty  of 
the  subject,  and  the  problem  is  that  with 
the  present  mental  deficiency  laws  these 
people  lose  their  freedom,  and  that  is  far 
worse  than  anything  else  that  can  happen. 

5733.  Yes,  and  I am  just  putting  to  you 
this,  that  there  may  be  no  better  way  of 
depriving  people  of  their  liberties  than  by 
lumping  them  all  together  under  one  system 
of  legislation  without  discriminating  between 

their  needs  or  their  wishes. The  point 

we  are  making  is  that  the  needs  are  very 
largely  the  same ; at  least,  we  are  speaking 
for  where  the  needs  are  the  same,  and  we 
believe  they  are  much  more  the  same  than 
is  at  present  realised,  may  I put  it  that 
way.  {Mr.  Haskell) : If  I could  add  to 
that,  there  is  this  point  which  is  I think 
the  major  one,  namely  that  under  the 
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Children  and  Young  Persons  Act  there  is 
a time  limit  on  all  decisions  taken ; tney 
must  end  either  at  the  age  of  18'  or  on 
the  19th  birthday.  Too  often  we  get  cases 
where  by  virtue  of  an  unsatisfactory  home 
— it  may  be  quite  agreed  it  is  an  unsatis- 
factory home — the  child  is  put  into  a 
residential  special  school  or  sometimes  he 
goes  straight  to  an  institution  and  is  then 
detained  for  many  years,  long  beyond  the 
period  of  the  Children  and  Young  Persons 
Act.  The  review  at  the  age  of  21  does 
not  provide  a complete  opportunity  for  re- 
assessment, which  was  probably  the  inten- 
tion of  those  who  formed  the  original  Act, 
and  in  consequence  the  child  neve^  J 
chance  to  stand  on  his  own  feet.  We  had 
one  case  quite  recently  of  a boy ; actually, 
he  was  put  into  an  institution  at  the  age  or 
14  and  he  seemed  to  have  been  excluded 
from  a special  school.  He  does  not  get 
a chance  of  getting  out,  proving  his  ability 
to  work  and  of  getting  education  until  he 
is  about  25.  We  get  a letter  from  the 
school  master;  he  is  going  after  work  to 
evening  classes  and  he  is  learning  to  read 
and  write.  He  could  undoubtedly  have 
learnt  much  earlier  had  the  opportunity 
been  available  to  him,  but  it  does  not 
happen  until  after  he  has  spent  years  m 
that  institution.  Had  he  been  dealt  'With 
under  the  Children  and  Young  Persons  Act, 
then  he  would  have  had  an  opportunity 
of  seeing  whether  he  could  stand  on  his 
own  feet  at  the  age  of  18. 


5734.  (Sir  Cecil  Oakes):  You  do  not  have 
to  have  legislation  to  provide  that ; that 

is  pure  administration? It  could  be. 

What  we  are  up  against  is  that  it  seems 
to  have  occurred  on  a very  large  scale 
and  the  question  is— can  you  re-formulate 
the  present  legislation  to  deal  with  this- 
adequately  under  terms  of  protection  for 
the  high-grade,  or  do  you  require  to  deal 
with  it  by  totally  different  means?  I think 
you  require  to  deal  with  it  by_  'totally 
different  means.  I think  the  experience  of 
forty  years  of  the  Act  has  shown  that  it  is 
detaining  unnecessarily  large  numbers  of 
people. 


5735.  (Chairman):  I confess  what  sur- 
prised me— I hope  I am'  not  criticising  you 
wrongly— was  that  you  have  not  recom- 
mended anything  on  one  point  which  sticks 
out  in  the  1913  Act,  the  fact  that  nobody 
but  the  Board  of  Control  can  discharge  a 

patient. Yes  we  have,  my  Lord.  In 

paragraph  54  we  have  made  the  point  that 
if  general  reserve  powers  of  detention  are 
still  retained— and  we  make  the  argument 
later  that  we  do  not  think  they  should  be 
retained— in  respect  of  the  non-law-breaker 
and  the  person  who  is  not  a danger,  then 
there  are  certain  safeguards  that  should  be 
introduced  as  a minimum  requirement,  and 
these  are  outlined  in  (a)  to  (s)  in  para- 
graph 54. 


5736.  Yes,  I beg  your  pardon.  I had 
read  that  of  course,  but  I rather  dismissed 
it  in  my  mind  because  it  was  so  very  con- 
ditional. Your  recommendation  in  para- 
graph 60  is  that  in  future  legislation  for 
the  care  of  the  mentally  deficient  no  deten- 
tion powers  shall  operate  for  the  high-grade 
cases  except  where  there  has  been  an 
offence  against  the  law.  Is  the  principle 

■of  that  quite  satisfactory  to  you? Yes, 

the  principle  is  that  there  shall  be  no  power 
to  detain  the  individual  except  under  cir- 
cumstances which  would  warrant  his  deten- 
tion in  any  event. 

5737.  But  is  he  to  be  detained  as  an 

ordinary  offender  and  imprisoned? 'No, 

we  made  our  suggestions  here  in  the  section 
that  follows,  headed  “The  Offender  against 
the  Law  ”,  We  make  the  point  first,  with 
regard  to  the  use  of  the  Children  and 
Young  Persons  Act,  of  the  same  limitation 
of  duration  of  detention  arising  out  of  a 
conviction  as  operates  there.  Secondly, 
that  there  should  be  a maximum  period 
fixed  by  the  Court  in  terms  of  any  other 
detentions  of  a person  who  has  been  found 
guilty  of  an  offence  against  the  law  and 
who  is  held  to  require  special  training  by 
virtue  of  his  or  her  mental  deficiency ; this 
would  operate  in  precisely  the  same  way 
as  under  the  terms  of  the  Criminal  Justice 
Act,  when  a person  is  found  guilty  of  an 
offence  and  put  on  probation  with  a con- 
dition of  probation  that  he  shall  attend  a 
mental  hospital  as  a voluntary  patient ; 
there  is  a time  limit  placed  upon  that. 

5738.  Yes,  but  is  it  not  rather  a curious 
principle  that  the  high-grade  mental  defec- 
tive is  not  regarded  as  suitable  for  deten- 
tion in  a mental  deficiency  hospital  unless 
he  commits  an  offence  against  the  law  such 
as  stealing  a milk  bottle,  and  then  he 
becomes  suitable  just  because  he  stole  a 

milk  bottle? No,  we  have  not  said  that 

a high-grade  mental  defective  may  not  enter 
an  institution  voluntarily.  We  have  said 
that  certainly  he  may,  we  hope  he  will. 
We  hope,  in  so  far  as  he  can  get  the 
training  that  will  help  him,  he  will  con- 
tinue to  make  use  of  it.  To  the  best  of 
our  'knowledge,  parents  confronted  Iwith 
the  problem  of  the  employment  of  young 
people  and  children  when  they  leave  school 
desire  them  to  have  a trade,  and  there 
should  be  very  little  difficulty  in  getting 
them1  t0‘  do  that. 

5739.  (Lady  Adrian ):  But  except  when 
there  has  been  an  offence  against  the  law, 
you  would  not  use  compulsion  even  in  the 
most  extreme  cases,  where  they  would  be 
detained  in  their  own  interests?— —We 
could  not  accept  any  other  reason  than 
those  which  will  operate  under  the  Children 
and  Young  Persons  Act  and  for  the  limited 
duration  provided  by  that  Act.  At  the 
moment  you  have  a situation  where  people 
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are  being  held  for  the  large  part  of  their 
lives,  allegedly  in  their  own  interests. 

5740.  Have  you  any  figures  of  those  de- 

tained for  short  periods,  given  training  and 
then  established  out  in  the  community 
again? The  only  figures  which  are  avail- 

able are  those  published  by  the  Registrar 
General— the  latest  ones  are  1949 — which  I 
think  gives,  a median  figure  for  the  de- 
tention period  of  those  discharged  during 
the  year  of  just  over  eight  years.  This  is 
the  only  document  I can  give  you. 

5741.  My  point  was  to  ask  whether  you 
have  made  yourselves  familiar  with  any 
of  the  evidence  which  would  show  that  they 
really  have  required  the  treatment  they  re- 
ceived? I know  you  have  found  many 
cases  where  you  consider  they  were  de- 
tained wrongly,  but  have  you  looked  at  the 

other  cases? Those  are  cases  which 

would  not,  of  course,  come  to  us,  because 
the.  issues  which  come  to  us  are  issues  on 
which  there  are  complaints.  So  from  that 
point  of  view  we  have  not ; but  we  have, 
as  I say,  gone  through  the  Registrar 
General’s  Statistical  Review  for  the  pur- 
pose of  seeing  the  number  of  short-term 
detentions,  etc.  And  we  make  the  point 
without  any  hesitation  or  qualification  that 
a number  of  people,  whom  we  know, 
have  benefited  from  such  training  as 
they  have  received  within  the  first  two 
or  three  years.  We  agree  with  that,  and 
we  think  our  whole  proposal  for  con- 
tinuing training  after  the  time  of  attending 
school  or  occupation  centre  is  based  on 
a recognition  of  the  fact  that  these  ad- 
vantages can  be  obtained.  But  we  would 
not  accept  the  idea  of  detention,  except 
under  the  Children  and  Young  Persons  Act 
safeguards,  and  for  the  limited  period  which 
they  would  allow. 

5742.  {Chairman):  You  do  state  that 

quite  clearly,  that  you  make  that  exception 
where  the  Children  and  Young  Persons  Act 
safeguards  apply.  Would  you  also  make 
an  exception  when  the  detention  is  similar 
to  compulsion  under  the  Education.  Act — 

detention  in  that  sense? Yes,  using  the 

word  “ detention  ” in  that  sense. 

5743.  (Dr.  Rees):  You  have  said  that 
your  recommendations  are  based  on  the 

study  of  exceptional  cases? (Miss 

Allen):  I should  doubt  that.  I would  not 
say  they  were.  We  are  concerned  with  the 
purposes  of  detention.  We  maintain  that 
people  can  be  trained  and  benefit  from  the 
training.  We  are  not  disputing  that  q.t  all. 

5744.  But  the  people  brought  to  your 

notice  are  exceptional  cases? (Mr. 

Haskell):  In  what  sense  exceptional?  If 
you  have  a median  period  of  detention  of 
something  like  nine  years,  we  would  suggest 
that  a very  large  number  of  the  people  in 
fact  are  held  for  very  lengthy  periods. 


5745.  ( Lady  Adrian):  That  would  include 

low-grade  cases? It  is  the  average  for 

all  those  discharged  during  that  year — 
1949 — the  amount  of  time  that  they  had 
been  detained.  It  would  include,  possibly, 
15  per  cent,  of  low-grade  cases  which  were 
once  again  passed  back  to  the  care  of 
their  parents. 

5746.  (Dr.  Rees):  How  are  you  going  to 
deal  with  a defective  who  refuses  to  go  in 

voluntarily  for  treatment? (Miss  Allen): 

Could  I answer  that  question  by  asking 
what  does  one  do  with  the  tramp  who  re- 
fuses to  work  and  goes  from  one  reception 
centre  to  another? 

5747.  I was  asking  you  the  question. 

Is  it  not  the  same  thing?  Are  they  both  to 
be  regarded  as  defectives?  (Mr.  Haskell ): 
Your  question  referred  to  high-grade 
defectives? 

5748.  Yes,  a high-grade  defective  who 

refuses  to  go  into  an  institution  for  re- 
habilitation?  1 think  he  would  be  subject 

to  the  same  sanctions  which  would  operate 
in  regard  to  anyone  else  in  applying  for 
national  assistance  under  those  circum- 
stances. 

5749.  (Chairman):  Applying  for  national 
assistance? — - — There  are  certain  sanctions 
about  not  being  genuinely  prepared  to  work. 
I think  we  have  got  some  evidence  of  that. 
It  is  the  same  thing  as  any  other  person 
who  is  requiring  national  assistance  and 
who  refuses  to  work,  although  able  to  do 
so..  There  are  sanctions  applied  and  the 
national  assistance  benefit  is  withdrawn 
from  him. 

5750.  Yes,  but  it  is  not  only  a question 
of  being  willing  to  work.  He  must  be 
willing  to  undertake  the  necessary  training 

in  order  to  do  so. If,  for  example,  I 

feel  that  I am  unable  to  work  because  of 
tuberculosis,  and  for  so  long  as  I am  unable 
to  work  I am  able  to  get  assistance  from 
the  State,  then  surely  a high-grade  defective 
who  is  unable  to  work  is  entitled  to  the 
same  facilities  as  the  person  who  is 
physically  ill  and  unable  to  work. 

5751.  I think  my  next  question  is  on 
paragraph  63.  You  recommend  that  for 
the  low-grade  cases  there  should  be  estab- 
lished a special  legal  status  of  child  or 
young  person  at  the  age  of  14  or  16,  sub- 
ject to  periodic  review.  I am  not  quite 

clear  about  that. 1 mean  by  judicial 

authority.  We  have  known  cases — not  very 
many,  but  two  or  three — where  there  had 
been  an  assessment  of  ineducability  at  the 
age  of  10,  and  the  person  had  been  subse- 
quently maintaining  himself  after  discharge 
of  an  order  at  the  age  of  32.  That  is  why 
we  make  the  point  about  review. 

5752.  What  I rather  doubted  was  the 
special  status,  which  has  been  recom- 
mended before.  For  what  purposes  is  this 
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mental  defective  of  low-grade  to  be  treated 
as  an  infant,  or  child,  or  a young  person? 

He  is  to  some  extent  already.  He  is 

denied  the  franchise ; that  is  something 
which  applies,  1 believe. 

5753.  Is  he  denied  the  franchise  if  he  is 

not  in  an  institution? 1 think  in  law 

he  is  not  entitled  to  vote. 

5754.  If  he  is  an  idiot  he  may  be  dis- 

qualified under  common  law ; I am  not 
sure  whether  an  imbecile  would  be  denied. 
Would  you  refuse  him  if  you  were  Return- 
ing Officer? (Mr.  George):  Is  it  not  for 

their  protection  that  this  proposal  is  put 
in,  to  get  all  the  protective  benefits  or 
being  so  treated? 

5755.  I do  not  know  if  one  can  ever  get 
special  protection  without  losing  something. 
There  is  something  rather  fundamental 

about  that. If  he  had  that  status  he 

would  get  a number  of  protective  benefits 
which  a child  or  young  person  now  enjoys. 
(Mr.  Haskell ):  If,  for  example,  you  give 
the  parents  the  right  to  withdraw  at  any 
time,  that  would  necessitate  protection 
against  the  misuse  of  the  child.  We  have 
made  the  point  for  the  high-grade  that  over 
18  he  would  be  able  to  make  his  own 
choice.  So  far  as  the  low-grade  is  con- 
cerned, it  is  a perfectly  valid  point  that 
they  might  be  taken  and  not  properly  cared 
for  and  that  there  should  be  some  pro- 
tective legislation  to  cover  them  during  this 
period.  In  consequence  this  proposal  was 
made,  so  that  they  get  Children  and  Young 
Persons  Act  protection  for  the  whole  of 
their  lives,  or  for  so  long  as  they  remain 
within  this  status.  It  would  overcome  the 
problem  of  certifying  in  regard  to  the  low- 
grade,  because  here  you  have  got  some 
authority,  either  the  parent  or  the  local 
authority  operating  in  place  of  the  parent, 
able  to  determine  the  place  of  residence 
of  the  low-grade  by  virtue  of  parental 
authority. 

5756.  I wonder  how  this  very  special 
legislation  would  act  Could  a low-grade 
defective  marry,  for  instance,  or  would  he 
for  ever  be  regarded  as  being  below  the 

age  of  consent? 1 have  known  of  no 

case  of  a low-grade  marrying. 

5757.  (Sir  Cecil  Oakes):  Yes,  they  are 

married  in  a number  of  cases. 1 am  not 

sure  that  could  not  be  worked  out. 

5758.  {Chairman):  I hope  it  could,  but 

X am  asking  your  views. No  ; we  had 

not  given  consideration  to  the  possibility 
of  marrying  in  that  grade.  Would  not  the 
position  correspond  to  that  of  a married 
minor? 

5759.  Or  if  it  should  happen  that  some- 
one died  leaving  him  money,  will  he  be  able 
to  make  a will?  I think  there  are  a lot 
of  things  which  could  be  picked  out  in 
this.  There  is  very  little  else  I want  to 


ask  you,  because  so  much  of  your  remain- 
ing recommendations  relate  to  the  provi- 
sion of  accommodation  and  facilities  of 
various  kinds  which  arc  quite  clear.  The 
only  point,  I think,  is  under  paragraph  65. 
Are  you  recommending  that  all  education 
and  training  of  mentally  defective  children 
should  be  carried  out  by  the  local  educa- 
tion authority? Yes. 

5760.  You  arc  sure  about  that? On 

balance  I think  the  difficult  problem  at  the 
moment  is  transference  ol!  function  from 
one  department  to  another  at  a certain 
level,  which  is  not  really  a level  of  in- 
educability,  because  there  is  so  much 
training  and  education  which  can  be  done 
below  it.  I think  we  must  make  the  provi- 
sion that  it  should  be  an  obligation  on  the 
education  authority. 

5761.  (Dr.  Rees):  Do  you  think  the 
education  authorities  would  show  the  same 
interest  in  occupation  centres  as  they  do 
in  grammar  schools?-— — I think  on  the 
whole  they  would.  I am  being  reminded 
of  the  London  special  schools.  Although 
many  difficulties  arise,  we  feel 
—possibly  from  the  fact  that  London  is 
more  progressive  than  some,  but  it  may 
not  be  so — that  where  the  drive  is  made 
there  is  a genuine  interest  shown.  But  the 
point  must  be  made  that  there  should  be 
the  same  obligation  to  provide  the  educa- 
tion as  there  is  in  respect  of  any  normal 
child. 

5762.  (Chairman):  You  make  a recom- 
mendation in  paragraph  62  that  there  shall 
be  constituted  a suitable  body  to  hear 
appeals  against  a certificate  that  a patient 
is  dangerous  and  unfit  to  be  at  large.  Have 
you  thought  of  how  such  a body  would 
be  constituted?  Are  they  going  to  be 
medical  bodies,  or  have  you  anything  in 
your  mind  there? — —I  think  this  is  pri- 
marily a medical  decision  but  as  it  is  going 
to  alter  the  status  of  the  individual,  the 
judicial  side  also  enters  into  it.  I believe 
there  is — I am  not  sure  whether  it  is  in 
France  or  Belgium— a procedure  where, 
before  such  a certificate  is  issued,  the 
authority  can  be  challenged  on  the  basis 
of  the  appointment,  at  the  instance  of  the 
patient,  of  one  member  of  a tribunal  and 
the  appointment  by  the  institution  of 
another,  with  agreement  on  the  third  party. 
I have  not  the  details ; I am  speaking 
purely  from  hearsay  information.  I would 
suggest  that  both  sides  could  put  up  one 
medical  person  to  participate  in  _ the 
tribunal,  possibly  with  a person  in  a 
judicial  position  as  the  Chairman. 

5763.  About  your  supplementary  memo- 
randa, I do  not  think  twe  had  better  in 
public  continue  our  discussion  on  indi- 
vidual cases.  For  instance,  in  the  case  of 
Alice  the  conflict  of  evidence  remains  as 
absolute  as  it  was  before,  and  I do  not 
think  we  should  get  anywhere  except  by 
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treating  these  things,  especially  the  possi- 
bility of  interference  with  marriage,  as 
being  one  of  the  risks  which  are  run  in 
the  present  system  and  possibly  in  any 
conceivable  system ; and  some  of  your 

cases  are  under  that  heading. (Miss 

Allen):  Might  we  draw  your  attention  to 
one  new  memorandum  which  has  been 
issued  on  this  question,  of  marriage  which 
makes  us  feel  that  there  is  in  fact  a policy 
of  which  we  were  not  aware.  This  is  a 
new  memorandum  dated  10th  May,  1955. 
It  refers  first  of  all  to  a previous  memo- 
randum with  regard  to  carnal  knowledge 
of  mental  defectives.  The  new  memo- 
randum reads: — 

“ 1.  Memorandum  R.H.B.  (51)  30 ; 

H.M.C.  (51)  28  advised  that  when  a 
certified  mental  defective  is  found  to  be 
pregnant — or  there  is  reason  to  think  that 
sexual  intercourse  has  taken  place — a 
report  should  be  submitted  to  the  Board 
of  Control  in  the  first  place,  and  the 
local  police  should  not  be  informed. 

2.  The  Board  of  Control  should  con- 
tinue to  be  informed  ; but  following  con- 
sultations with  the  Secretary  of  State  for 
the  Home  Department  the  Minister  is 
of  opinion  that  it  is  desirable  that  in 
future  such  cases  should  be  reported  to 
the  police,  not  necessarily  with  a view 
to  prosecution  but  to  enable  the  police, 
in  consultation  with  the  Medical  Super- 
intendent, to  deoide  what  is  the  best 
course  to  take  in  all  the  circumstances. 

3.  Medical  Superintendents  should 
send  reports  to  the  local  chief  constable, 
even  where  the  offence  has  been  com- 
mitted in  another  police  area.” 

At  the  last  sitting  we  were  given  to  under- 
stand that  the  Board  of  Control  was  taking 
a more  sympathetic  view  of  the  marriage 
of  mental  defectives.  It  appears  to  us  from 
this  that  they  are  no  longer,  if  indeed 
they  ever  were ; and  if  indeed  they  were, 
then  they  have  changed  their  minds,  as  is 
shown  by  the  issue  of  this  memorandum. 

( Chairman ) : I am  afraid  I do  not  under- 
stand the  connection  between  the  two 
things. 

5764.  (Sir  Cecil  Oakes):  Would  you  not 
think  it  might  be  explained  in  this  way, 
that  the  idea  of  bringing  in  the  police  is  to 
assist  in  ascertaining  the  physical  surround- 
ings, as  they  very  often  cannot  trace  these 

cases? 1 do  not  think  it  was  meant  in 

that  way. 

5765.  But  surely  it  is  clear  that  informing 
the  police  is  not  necessarily  for  the  purpose 
of  prosecution,  but  maybe  for  the  purpose 
of  assisting  the  hospital,  ascertaining  the 

medical  surroundings  of  the  case? 1 

would  not  have  read  that  into  it.  I 
think  perhaps  it  is  open  to  two  readings. 
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5766.  (Chairman):  This  new  memoran- 
dum has  nothing  whatever  to  do  with 

marriage? (Mr.  Haskell ):  You  quoted, 

right  at  the  end  of  our  previous  evidence, 
from  the  earlier  memorandum:  “In  the 
case  of  a woman  who  is  pregnant  and  pro- 
poses to  marry,  some  of  the  same  consider- 
ations apply  . . .”  This  seems  to  draw 
in  the  police  in  every  case  now,  whereas 
previously  the  procedure  was  that  the 
hospital  notified  the  Board  and  the  Board, 
after  consultation  with  the  Medical  Super- 
intendent, decided  whether  or  not  there 
was  to  be  a marriage  permitted,  whether 
the  marriage  could  go  ahead. 

5767.  I really  do  not  see  how  the  two 

things  are  connected  at  all. You  are 

bringing  in  the  police  automatically  here. 

5768.  This  is  a memorandum  referring 
to  the  very  difficult  case  of  a man  who 
renders  himself  liable  to  criminal  prosecu- 
tion under  Section  56.  I have  never  seen 
this  before,  but  looking  at  it  just  on  the 
face  of  it,  it  would  appear  the  Home  Office 
has  objected  to  the  police  being  deliber- 
ately kept  in  the  dark  about  breaches  of 
the  law.  It  seems  to  me  rather  a reason- 
able provision  ; I think  you  are  reading 

into  it  something  which  does  not  exist. 

(Miss  Allen):  I was  reading  it  following  on 
that  previous  memorandum  where  the  ques- 
tion had  been  raised  regarding  a woman 
who  became  pregnant  and  proposed  to 
marry.  Where  previously  consideration 
was  given  to  the  question  of  whether  or  not 
they  should  be  allowed  to  marry  although 
certain  offences  had  preceded  the  proposed 
marriage,  now  it  is  quite  clear  that  the 
law  is  to  be  enforced,  or  at  least  it  is 
highly  likely  the  law  is  to  be  enforced  if 
the  police  have  to  be  informed. 

5769.  It  is  not.  It  is  stated  that  the 
police  should  be  informed  of  breaches  of 
the  law  of  this  particular  kind,  but  that 
they  should  not  prosecute  except  after  con- 
sultation with  the  Medical  Superintendent. 
It  seems  to  me  a 'highly  reasonable  arrange- 
ment between  the  two  authorities.—; — (Mr. 
George):  It  does  not  say  they  will  not 
prosecute  in  the  circular. 

5770.  (Sir  Cecil  Oakes):  It  says  “not 
with  a view  to  prosecution  ”. — ;— ( Mr . 
Haskell ):  “Not  necessarily  with  a view  to 
prosecution,”  I think. 

5771.  (Chairman):  “Not  necessarily  with 
a view  to  prosecution  but  to  enable  the 
police,  in  consultation  with  the  Medical 
Superintendent,  to  decide  what  is  the  best 
course  to  take  in  all  the  circumstances.” 
That  surely  means  that  the  police  will  not 
prosecute  except  after  consultation  with  the 

Medical  Superintendent. (Mr.  George): 

But  it  is  a change  of  policy,  clearly.  It 
is  a complete  reversal  of  previous  proce- 
dure, when  it  was  dealt  with  within  the 
Board  of  Control  and  the  local  institution. 
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Now  it  goes  outside,  and  the  local  chief 
constable  is  notified  automatically  from  the 
outset. 

5772.  {Mrs.  Braddock) : This  has  nothing 
to  do  with  the  mental  defective.  This  is 
■a  question  of  the  man  concerned  and 
whether  there  is  to  be  a prosecution  under 
the  law  for  carnal  knowledge  of  a mental 
defective.  ( Sir  Cecil  Oakes)'.  The  previous 
memorandum  rather  ignored  the  commis- 
sion of  a criminal  offence ; this,  is  to 
eliminate  the  possibility  of  doing  any  such 
thing.  That  is  how  I read  it. — —If  that 
be  so,  and  if  it  is  merely  regularising  the 
relations  between  two  different  arms,  of 
government,  it  does  not  seem  so  objection- 
able. 

5773.  ( Lady  Adrian ):  It  is  providing  for 

automatic  notification  to  the  police,  but  not 
necessarily  for  prosecution, Not  auto- 

matically for  prosecution ; I follow  the 
point.  But  it  does,  indicate  a watchful 
change  since  our  evidence  was  last  given 
in  regard  to  this  point. 

(The  i vitnes 


5774.  Does  it  mention  the  question  of 

marriage  or  permitting  marriage? It  cer- 

tainly does  not  mention  marriage.  (Miss 
Allen):  But  the  previous  one  did.  It  men- 
tions pregnancy. 

5775.  (Chairman):  Is  there  anything  else 

you  would  like  to  say  to  us? 1 think 

we  have  covered  every  point  of  principle, 
and  those  are  the  most  important.  Wc 
have  also  given  you  the  evidence  on  which 
some  of  the  recommendations  were  based. 

(Chairman) : We  are  very  grateful  to  you 
for  having  gone  to  so  much  trouble  on 
both  these  days  to  see  us.  We  hope  it 
has  given  you  satisfaction  to  know  that 
you  have  helped  us  a good  deal  to  clear 
our  minds. 

(Miss  Allen):  T think  we  should  thank 
you  for  patiently  listening  to  us  and  pay- 
ing so  much  attention  to  the  voluminous 
documents  with  which  we  have  supplied 
you.  We  do  appreciate  it. 
es  withdrew.) 


(The  following  is  the  supplementary  memorandum  mentioned  in 
Questions  5667  and  5763.) 

Supplementary  memorandum  by  the  National  Council  for  Civil  Liberties 


(a)  Educational  record  of  Horace 

We  were  asked  to  check  on  the  educational  record  of  Horace  who  had  told 
us  that  although  attending  normal  school  from  orphanage,  he  had  been  evaoua  ed 

to  a residential  school  for  the  educationally  sub-nor: “ad^ ' been  sent 
outbreak,  of  war  Tt  was  suggested  (Question  4337)  that  Hot  ate  naa  pecn  sent 
to  a special  school  at  the  age  of  seven  and  was  at  a residential  special  school 
before  he  was  evacuated. 

In  endeavouring  to  check  the  record,  wc  have  come  across  the  customary  diffi- 
culties  in  obtaining  information  on  a subject  where  the  documentation  is  so  bad. 
We  approached  the  County  Council  which,  as  the  educational  author  y made  the 
report  on  Horace  at  the  age  of  sixteen  and  which,  as  the  health  authority,  pre- 
sented the  petition  for  the  original  detention  order. 

We  sent  them  a letter  of  authority  from  Horace,  but  after  investigation  they 
informed  us  that  they  could  not  tell  us  if  he  had  been  transferred  from  a normal 
school  to  a school  for  the  educationally  sub-normal  on  evacuation  as  they  have  no 
record  of  him  prior  to  1940  when  he  was  already  evacuated  to  the  residential 
school  for  the  educationally  sub-normal  in  the  country. 


Our  enquiries  in  the  vicinity  of  the  area  in  which  he  lived  prior  to  evacuation  have 
been  hampered  by  the  fact  that  street  names,  names  of  schools  and  status  of 
schools  have  changed  since  1939.  From  Horace's  information  and  from  local 
investigations,  we  have  traced  what  may  be  the  school  he  was  attending  in  1939. 
This  is  now  a secondary  modern  school.  One  department  of  the  education 
authority  assures  us  that  it  was  before  the  war  a senior  boys’  and  girls’  and  infants 
normal  school  and  did  not  take  educationally  sub-normal  children.  Another 
department  of  the  same  authority  tells  us  that  it  did  take  educationally  sub- 
normal children.  Horace  is  quite  definite  that  he  did  not  receive  residential  educa- 
tion prior  to  evacuation. 
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We  think  it  would  be  possible,  if  Horace  had  attended  special  school  since 
the  age  of  seven,  that  he  might  look  upon  such  a school  as  a normal  school. 
On  the  other  hand,  we  have  the  fact  that  he  looks  upon  himself  as  having  been 
backward  at  school  prior  to  evacuation,  yet,  by  the  time  he  was  sixteen,  he  was 
helping  other  boys  to  write  letters  to  their  relatives.  His  correspondence  and  con- 
versation today  give  np,  signs  whatsoever  of  backwardness,  and  within  a week 
or  two  .of  getting  residential  licence  this  year,  he  obtained  employment  at  about 
£8  Os.  Od.  per  week. 

If  in  fact  he  was  classified  as  mentally  deficient  at  the  age  of  seven,  there 
might  have  been  a temporary  backwardness  arising  from  emotional  causes,  fol- 
lowing his  mother’s  desertion  of  the  family  and  his  father’s  subsequent  suicide. 
Any  such  development  would  further  illustrate  the  ease  with  which  an  orphan  can 
get  classified  as  mentally  deficient. 

(b)  Guardian  ad  litem 

We  have  considered  this  proposal  and  are  of  the  opinion  that  a guardian  ad 
litem  should  be  appointed,  unless  the  patient  specifically  declines  to  accept  one, 
in  all  cases  where  a mental  deficient  becomes  the  subject  of  an  order  by  virtue 
of  Section  8 of  the  1913  Act  and  in  all  cases  where  a certified  patient  is  convicted 
of  an  offence  against  the  law.  This  should  be  additional  to  the  issue  of  appeal 
forms  and  of  information  to  the  patient  himself  in  any  institution  in  which  he 
may  be  detained,  in  precisely  the  same  way  as  these  would  be  issued  to  him 
were  he  detained  in  prison,  etc. 

We  are  giving  further  consideration  to  possible  methods  of  appointment  and 
to  the  possibility  of  the  guardian  ad  litem  being  available  to  assist  in  other 
matters  where  a patient  may  desire  to  undertake  legal  action  or  where  he  becomes 
liable  to  prosecution. 

(c)  Interference  with  marriage 

We  were  asked  (Question  4574)  to  give  evidence  of  positive  deterrents  to  mar- 
riage of  comparatively  recent  dates  where  the  husband,  prima  facie,  is  a proper 
person.  All  cases  refer  to  the  period  since  the  issue  of  the  Board  of  Control 
Circular  of  1949  or  have  persisted  since  1949. 

Edna  was  first  detained  in  1939  at  the  age  of  eighteen  years  on  giving  birth 
to  an  illegitimate  child.  She  had  had  normal  school  education.  According  to 
information  from  a responsible  local  person,  the  circumstances  of  the  original 
order  may  have  been  irregular.  The  parents  claimed  that  Edna  was  sent  to  a partly 
charitable  institution  to  have  her  baby  and  that  without  consultation  with,  or 
consent  of,  her  parents,  she  was  sent  straight  to  a mental  deficiency  institution  and 
the  baby  sent  elsewhere. 

Whilst  out  on  licence  she  married  the  father  of  her  child,  but  release  was 
refused.  The  farm  cottage  which  they  would  share  with  the  parents  had  inter- 
communicating bedrooms  without  a passageway,  and  this  was  said  to  be  quite 
unsuitable.  Numerous  proposals  were  made,  none  of  which  met  with  the  approval 
of  the  authorities.  Eventually,  in  desperation,  the  couple,  in  1950,  suggested  that, 
having  now  legitimised  the  child,  they  might  get  the  marriage  annulled.  This,  of 
course,  was  impossible,  and  in  late  1951  ^ the  woman  was  still  under  a detention 
order,  although  out  on  licence  in  domestic  service. 

Olive  was  first  detained  in  1934  at  the  age  of  twenty-seven.  In  1946,  aged 
thirty-nine,  she  absconded  and  became  acquainted  with  a farm  labourer.  There 
is  no  suggestion  of  intimacy  at  this  stage.  She  was  recaptured  and  the  man  re- 
quested permission  to  marry  her.  This  was  refused,  but  she  was  shortly  after- 
wards released  on  licence  to  a series  of  domestic  posts  where  she  was  found 
to  work  satisfactorily.  After  waiting  eight  years  for  permission  to  marry,  Olive, 
now  aged  forty-seven,  absconded  in  November,  1953,  from  her  licence  situation 
and  went  to  live  with  the  farm  labourer,  keeping  house  for  him.  She  was  recap- 
tured and  he  was  prosecuted  for  an  offence  under  Section  56  of  the  1913  Act. 
He  was  conditionally  discharged. 
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Phyllis  was  recalled  from  licence  in  July,  1950,  aged  twenty-four,  for  attempt- 
ing to  get  married.  She  describes  her  work  on  licence  in  the  following  words : — 

“I  was  working  at  the  sanatorium  in  the  kitchen,  I had  to  do  the 

chefs  work  when  he  was  off  duty,  also  make  the  menus  and  bills  for  the 
week.  The  matron  at  the  sanatorium  told  me  once  to  take  up  shorthand  and 
typing,  but  these  sort  of  places  only  train  you  to  scrub  floors  and  how  to 
wash  up.” 

She  adds  that  .the  Medical  Superintendent  told  her  after  her  return  that  she  had 
to  work  for  her  freedom. 

Only  after  six  months’  pressure  was  the  woman  released. 

Blanche  became  engaged  whilst  on  residential  licence  as  a domestic  servant  in 
September,  1950.  She  was  then  just  over  thirty.  Her  prospective  husband  hearing 
of  the  circumstances  of  her  licence,  wrote  to  the  Medical  Superintendent  explaining 
the  circumstances  and  asking  permission  to  marry.  He  stated  that  he  had  a 
home  and  a good  income.  He  received  no  reply  to  his  letter  and  the  woman 
was  at  once  taken  back  to  the  institution.  She  was  put  out  again  to  domestic 
service  in  May,  1951,  at  an  address  some  distance  from  her  prospective  husband. 

We  received  news  in  January,  1954,  that  the  woman  had  by  then  been  dis- 
charged, but  we  do  not  know  the  date  of  discharge. 

Cynthia  (aged  twenty-nine)  was  recalled  from  licence  in  September,  1950,  for  wish- 
ing to  marry  The  prospective  husband  was  apparently  able  to  provide  a home. 
Despite  application  to  the  Board  of  Control,  he  was  not  allowed  to  visit  or 
correspond  with  the  woman. 

We  understand  that  in  the  cases  of  both  Shirley  and  Agatha,  who  became  preg- 
nant whilst  on  licence,  both  parties  wished  to  marry.  The  two  women  were, 
however,  taken  back  to  the  institution  and  the  children  were  born  illegitimate  in 
the  institution. 

Shirley  was  made  the  subject  of  an  approved  school  order  in  1943  at  the  age 
of  sixteen,  as  being  beyond  parents’  control  and  shortly  afterwards  transferred  to 
a mental  deficiency  institution  under  a Section  9 order.  Normal  school  education. 
Released  on  licence  to  parents  in  1950  at  the  age  of  twenty-three.  Obtained 
normal  employment  in  a pottery  and  normal  behaviour  attested  by  many  local 
residents.  When  she  became  pregnant,  she  went  back  to  institution  with  her  mother 
to  explain  the  situation  and  get  permission  to  marry.  She  was  forcibly  detained. 

Agatha.  Detained  at  age  of  twelve.  Released  on  licence  to  parents  in  April, 
1954,  age  nineteen.  Did  normal  work  alongside  mother  and  sister  in  cotton  mill. 
When  found  to  be  pregnant  she  was  recalled  to  institution.  Young  man  prose- 
cuted for  offence  under  Section.  56  of  1913  Act  in  March  of  this  year. 

Leonora  (sister  of  Lionel)  was  recalled  from  licence,  two  days  before  expiry 
of  two  years’  successful  licence,  after  which  she  was  to  be  considered  for  discharge. 
The  reason  for  recall  was  that  she  had  received  a letter  from  a man  who  wished 
to  marry  her  when  she  had  obtained  her  discharge.  This  was  described  by  the 
Medical  Superintendent  to  Leonora’s  sister  as  a “ love  letter  He  promised  to 
supply  the  sister  with  a copy  but  failed  to  do  so. 

Hilda.  In  this  case  (a  Section  6 order  made  on  leaving  a school  for  the  educa- 
tionally sub-normal)  a request  for  marriage,  in  1952,  was  met  by  the  Medical 
Superintendent  imposing  conditions  that  the  woman  was  to  remain  in  the  institution 
and  to  receive  no  visit  or  letter  from  the  man  for  twelve  months.  These  con- 
ditions were  accepted  under  protest.  We  believe  they  were  adhered  to  and  the 
couple  are  now  married. 

Muriel  married,  when  on  licence  in  February  of  this  year,  a man  who,  for  a 
short  time,  had  been  a patient  himself  in  the  same  institution.  The  order  had 
however  in  his  case  been  discharged  for  some  years  and  he  was  in  normal  employ- 
ment. 
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She  herself  had  'been  out  on  residential  licence  for  almost  two  years.  After 
the  wedding  the  girl  went  to  live  in  her  mother-in-law’s  house.  When  she  did 
not  return  to  her  employer,  her  absence  was  reported  and  in  due  course  the  police 
came  to  collect  her.  She  is  now  in  the  institution,  her  wedding  and  her  engagement 
ring  having  been  taken  from  her.  Her  husband  was  told  by  one  of  the  police  that  the 
marriage  would  be  annulled. 

Jennifer  and  Kathleen  after  waiting  years  for  permission,  got  married  when 
on  leave  from  the  institution  in  April,  1950.  They  were  retained  in  the  institution 
and  their  husbands  and  mothers  were  then  prosecuted  and  fined  for  aiding  them 
to  break  a condition  of  licence. 

Florence  was  detained  in  June,  1933,  when  seventeen  or  eighteen  years  of  age, 
as  being  beyond  parents’  control.  She  had  a normal  education.  She  was  licensed 
in  May,  1948,  but  left  her  employment  and  was  taken  back.  She  was  licensed 
again  in  May,  1952.  as  a resident  domestic  worker  iin  a hospital.  In  February, 
1953,  at  the  age  of  thirty-seven,  she  married  a man  described  by  her  married 
sister  as  apparently  “ a very  nice  chap  and  quite  capable  of  looking  after  her.” 
We  understand  the  couple  had  temporarily  taken  a furnished  room,  that  Florence 
went  back  to  her  residential  job  and  that  her  husband  then  notified  the  institution 
of  the  marriage,  whereupon  Florence  was  seized  at  her  work  and  taken  back  and 
put  under  lock  and  key. 

We  are  told  that  the  reason  put  forward  for  this  action  was  that  release  would 
not  be  granted  until  the  husband  had  a house  or  flat.  We  understand,  however, 
that  the  parents  of  the  husband  offered  the  couple  a good  home  with  them  as  they 
had  ample  spare  room. 

Florence  suggests  the  reason  for  her  continued  detention  was:  — 

“ because  they  cannot  get  nursing  staff  so  they  hold  on  to  the  high-grades  to 
clean  and  look  after  the  low-grades  and  during  my  seventeen  months  back,  I 
have  done  the  work  of  a nurse  such  as  feeding  the  low-grades  and  cleaning  the 
wards  for  which  I receive  30s.  per  month.” 

Her  wages  outside  were  £5  Os.  Od.  per  week. 

We  wrote  to  the  Board  of  Control  on  this  case  in  September,  1954,  pointing  out 
that  most  married  couples  have  to  start  their  married  life  today  in  their  parents’ 
homes  and  asking  them  to  investigate  the  case.  They  replied  in  October  that  our 
letter  was  receiving  attention  and  have  not  written  since.  The  woman  is  still 
detained. 

In  addition  to  the  above,  we  give  below  some  further  cases,  as  reported  to  us, 
on  which  we  are  obtaining  further  information : — 

Vanessa.  First  detained  in  1945.  We  are  informed  that  she  was  recalled  to 
institution  in  1951  for  trying  to  get  married,  was  then  found  to  be  pregnant  and 
the  child  born  illegitimate  in  institution. 

Pauline,  we  understand,  contracted  a secret  marriage  whilst  on  licence  in  1953 
and  was  recalled  to  the  institution  when  the  news  became  known. 

In  the  case  of  Dorothy,  we  are  told  that  about  four  years  ago,  notice  of  her 
marriage  apparently  reached  the  eyes  of  the  authorities  and  the  woman  was  seized 
at  the  door  of  the  Register  Office  as  she  was  entering  to  get  married.  We  understand 
that  she  was  forcibly  conveyed  to  the  institution  van  and  carried  off  to  the  institution, 
where  she  was  detained  for  two  years.  She  then,  we  believe,  escaped  and  succeeded 
in  contracting  her  marriage.  To  the  best  of  our  knowledge  she  has  not  since  been 
traced. 

The  effect  of  these  restrictions  on  normal  association  and  the  type  of  assessment 
of  mental  deficiency  on  which  they  are  based  was  the  subject  of  strong  comment 
by  a Judge  at  Assizes  in  June,  1950. 

Marie,  aged  twenty-four,  detained  since  the  age  of  nine,  appeared  as  a witness 
when  a young  man  was  charged  for  the  second  time  with  an  offence  under  Section  56 
of  the  1913  Act. 
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The  Judge  stated  the  young  man  had  been  previously  bound  over  and  had  broken 
the  condition  not  to  associate  with  the  girl.  Having  regard  to  the  relationship 
between  them  it  was,  in  his  judgment,  a superhuman  condition  which  it  was  not 
possible  for  anybody  to  obey.  That  did  not  justify  his  conduct  as  a result  of  which 
the  girl  was  going  to  have  a baby. 

The  Judge  continued:  — 

“ I have  seen  the  girl.  Is  there  any  means  of  getting  this  case  re-examined? 
It  is  a very  shocking  state  of  affairs.” 

Having  been  told  that  the  medical  officer  still  regarded  her  as  mentally  deficient, 
the  Judge  went  on : — 

“Then  I think  nine-tenths  of  the  people  I see  at  this  Court  must  be  regarded 
as  mentally  deficient.  She  is  the  best  witness  I have  had  in  the  box. 

Expressing  his  great  anxiety,  he  concluded  that  so  far  as  he  could  see  she  was 
infinitely  superior  in  intelligence  to  a very  large  number  of  people  brought  before 
him. 


(d)  Alice* s marriage  plans 

It  was  stated*  a propos  our  reference  to  the  seizure  of  Alice  three  days  before 
her  marriage  was  to  take  place, 

(i)  that  according  to  the  Medical  Superintendent  Alice  had  stated  that  there 

had  never  been  any  question  of  a marriage.  (Question  4558) 

(ii)  that  it  would  seem  to  be  quite  clear  that  the  Medical  Superintendent  had  no 
knowledge  of  an  approaching  marriage.  (Question  4553) 

(iii)  that  our  knowledge  of  the  events  dated  from  a year  after  they  had  occurred. 
(Questions  4559  and  4560). 

(iv)  that  Alice  was  apparently  out  of  the  country.  (Question  4562) 

We  have  further  investigated  this  case  and  have  found : 

(1)  that  Alice  is  not  out  of  the  country  and  has  never  left  the  country.  She 
has  been  traced  and  interviewed,  and  has  been  told  of  the  statement 
attributed  to  her  by  the  Medical  Superintendent  when  he  said:  — 

“This  woman  informs  me  that  she  never  hears  from  the  man 
who  was  the  father  of  her  baby  and  does  not  know  where  he  is.  She 
also  informs  me  that  there  was  never  any  question  of  her  marrying 
him,  and  that  even  if  he  offered  to  do  so  she  would  not  accept.” 

Alice  completely  repudiates  the  remarks  attributed  to  her.  In  a signed  and 
witnessed  statement,  in  her  own  handwriting,  she  confirms  the  date  of 
the  proposed  marriage  at  the  local  Register  Office,  three  days  after  she 
was  seized.  She  goes  on  to  say : — 

“ I have  never  stated  to  Dr.  ...  or  to  any  other  person  that 
this  marriage  had  not  been  arranged.” 

(2)  We  also  interviewed,  without  notice,  Alice’s  parents  and,  quite  independently, 
in  another  village  on  the  same  day,  her  married  sister.  All  three  confirmed 
without  hesitation,  the  day  and  place  of  the  proposed  marriage.  Both 
parents  willingly  supplied  statements  in  their  own  handwriting  to  this 
effect  which  were  signed  and  witnessed.  We  then  visited  the  Register  Office, 
only  to  find  that  the  original  Notices  of  Marriage  for  1949  ceased  to  be 
available  a few  months  previously.  We  have  since  confirmed  that  it  is 
general  practice  to  destroy  these  documents  after  five  years.  A record 
which  should  contain  particulars  of  Notices  of  Marriage  did  not  contain  the 
reference  we  sought,  but  we  consider  that  the  absence  of  this  reference 
which  could  well  be  due  to  human  error  in  posting,  has  little  weight 
against  serious  testimony  maintained  without  changes  for  several  years. 

We  protest  most  strongly  at  the  action  of  the  Board  of  Control  in  first 
leaving  unchallenged  for  four  and  a half  years  a statement  of  evidence 


Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


EVIDENCE  OF  NATIONAL  COUNCIL  FOR  CIVIL  LIBERTIES 


1137 


properly  conveyed  to  them  and  then  producing  what  purports  to  be 
counter-evidence  after  the  date  when  the  original  documents  would  have 
been  destroyed. 

(3)  At  the  same  time,  we  investigated  the  possibility  of  the  seizure  of  the  girl 
having  taken  place,  with  the  authorities  unaware  of  the  proposed  marriage. 

The  mother  confirms  that  on  Wednesday,  8th  June,  1949,  she  told  the 
social  worker  from  the  county  authority  of  the  arrangements  for  the 
wedding.  Alice  and  both  parents  state  that  a letter  arrived  next  day 
(Thursday)  asking  for  Alice  to  be  taken  on  that  day  to  the  county  town 
for  examination.  This  request  was  not  complied  with,  Alice  believing 
that  it  was  a subterfuge  which  would  result  in  her  being  taken  back  to 
the  institution.  Alice  and  her  mother  confirm  that  the  ambulance  arrived 
at  about  11  a.m.  on  the  following  day  (Friday,  10th  June)  without  notice 
and  without  any  previous  request  to  return  the  girl,  and  that  the  social 
worker  who  had  been  told  by  the  mother  of  the  approaching  wedding, 
came  a day  or  two  later  to  enquire  about  the  child  but  was  ordered  away 
from  the  house  by  the  mother  and  told  never  to  set  foot  there  again. 
Finally,  the  current  licence,  the  original  of  which  is  in  our  possession, 
licenced  the  girl  to  her  parents  up  to  the  30th  June.  Both  parents  assert 
that  no  explanation  was  ever  given  to  them  for  seizing  their  daughter  on 
the  10th  June,  twenty  days  before  the  licence  expired. 

(4)  We  were  first  advised  of  this  case  in  April,  1950.  The  statement  about 
the  marriage  reaching  the  authorities  on  13th  December,  1949,  (Question 
4560)  must  therefore  have  been  quite  independent  of  our  approach.  Yet 
the  first  report  so  far  mentioned  from  the  Medical  Superintendent  is  dated 
27th  July,  1950  (i.e.  after  we  had  written  about  the  case).  It  would  be 
useful  to  know  what  action  the  Board  of  Control  took  to  investigate  the 
case  after  the  first  report  which  reached  them  apparently  in  December, 
1949. 

There  is  a very  good  reason  why  we  were  not  informed  of  the  case 
before  April,  1950.  Up  to  March,  1950,  knowledge  of  our  work  in  the 
field  of  mental  deficiency  was  confined  to  a fairly  small  circle.  In  that 
month,  two  national  newspapers  gave  considerable  publicity  to  our  activities. 
One  of  these  journals  was  read  by  Alice’s  parents  who  wrote  to  the  news- 
paper about  their  daughter.  They  were  referred  by  the  editor  to  us  and 
in  April  sent  us  details  of  the  case. 

Their  first  letter  referred  to  the  arrangements  for  the  wedding  and  the 
seizure  of  the  girl  three  days  before  it  was  due  to  take  place.  It  also 
stated : — 

“ I have  written  numerous  letters  to  different  people  regarding 
my  daughter  Alice.  I’ve  even  written  to  M.P.s  but  they  tell  me  that 
everything  rests  with  the  discretion  of  the  Medical  Officer,  Dr.  ...  , 
at  the  colony.” 

It  is  clear  that  this  case  was  being  pursued  by  the  parents  long  before 
it  reached  us  and  it  would  appear  that  it  was  one  of  these  approaches, 
(eventually  conveyed  to  the  proper  authority  in  December,  1949)  which 
was  the  report  referred  to  in  Question  4560. 

Before  leaving  this  case,  we  would  ask  the  Royal  Commission  to  examine  the 
statement  attributed  to  Alice  by  the  Medical  Superintendent  in  July,  1950,  and  her 
present  complete  denial  of  the  statement  which  is  supported  by  the  testimony  of 
her  mother,  her  father  and  her  married  sister. 

It  is  on  the  basis  of  statements  subjected  to  as  little  check  as  this  appears  to 
have  been  that  detention  orders  may  be  renewed,  that  licence  may  be  refused  or 
revoked,  that  parents  may  be  refused  permission  to  visit  their  children  and  that 
patients  may  be  classified  as  “ violent  and  dangerous  ” and  sent  off  to  State 
Institutions  for  ten  or  twenty  years. 
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(e)  Interests  o£  institution  affecting  detention 

w„  aslcerl  lOuestion  4405)  to  supply  additional  cases  where  we  believe  that 
the^equhements  of  the  institution  for  high-grade  labour  were  affecting  the  detention 
of  the  high-grade  patients. 

In  submitting  these  cases,  we  wish  to  make  it  clear  that  our  belief  that  this  is 
what  isoccurring  is  not  based  solely  on  these  cases,  nor  on  inferences  and  deductions 
from  the  Wood  Report  and  from  the  recent  fall  in  the  number  of  patients  on 
licence  It  is  a conclusion  we  have  been1  forced  to  accept  by  the  whole  of  °ur 
'““fence  in  this  field.  It  was  expressed  by  us  before  we  had  read  the .Wood 
Report  before  the  publication  of  recent  licence  figures,  and  before  the  Medical 
Sch  Council's  survey.  These  documents  have  only  reinforced  a view  which 
was  originally,  forced  on  us  by  our  own  experience.  It  is  a conclusion  which  is 
accepted  by  every  high-grade  patient  we  have  met,  by  almost  all  of  those  relatives 
who  have  communicated  with  us,  and,  judging  by  the  correspondence  we  receive, 
by  increasing  numbers  of  the  general  public. 


We  found  a situation  in  which  the  term  “mental  deficiency”  was  being  applied 
to  large  numbers  of  young  persons  who  appeared  to  everyone  else  as  normal  and 
whose  “ mental  deficiency  ” could  be  discerned  only  by  those  functioning  within  the 
mental  deficiency  service. 


iicutai  , 

We  found  that  in  very  many  cases  the  original  detentions  rested  primarily  either 
on  circumstances  unassociated  with  the  mental  state  of  the  patients  (l.c.  they  were 
orphans  or  had  unsatisfactory  parents)  or  on  minor  adolescent  difficulhes.  Some 
of  these  might  have  benefited  by  a short  period  of  care,  such  as  is  provided  by  the 
Children  and  Young  Persons  Act,  but  we  found  that  detentions  made  in  these 
circumstances  continued  for  ten,  twenty,  or  more  years  often  without  an  opportunity 
for  residential  licence  for  many  years. 


or  resiucuuai  unuv-&  j.v«.  j — — 

At  the  same  time  we  found  that  the  labour  of  these  patients  was  being  used  for 
the  running  of  the  institution  and  was  essential  to  the  maintenance  of  the  institution. 


We  found  it  and  still  find  it  quite  impossible  to  believe  that  these  prolonged 
detentions  were  in  the  interest  of  the  patient  or  of  society  and  °*  *£ 

statistics  and  committee  reports)  that,  the  essential  need  of  the  institution  for  their 
labour  has  not  been  a contributory  factor  in  prolonging  the  duration  of  the 
detentions,  whether  or  not  those  operating  the  service  are  conscious  of  the  tact. 


We  are  convinced  that  there  is  no  benefit  to  these  patients  from  the  prolonged 
detentions  which  are  widespread.  We  have  seen  enough  cases  where  patients,  after 
years  of  institutionalisation,  have  shown,  whilst  under  detention  and  immediately 
after  discharge  slow  “wooden”  responses  in  conversation  and  in  general  attitude, 
but  have  appeared  as  different  people  when  they  have  called  to  see  us  a year  or 
two  later.  We  can  see  no  advantage  to  the  patient  or  to  society  when  a man,  who 
is  educationally  backward,  is  locked  up  for  ten  years  without  education  before  he 
can  get  a chance  to  repair  the  omission  at  evening  school  when  at  last  released  on 
licence.  We  can  see  no  advantage  to  the  patient  or  to  society  when  a girl,  who  is 
alleged  not  to  appreciate  the  value  of  money,  is  kept  looked  up  for  years  without 
an  opportunity  of  using  money.  The  only  advantage  we  can  see  is  the  advantage 
which  the  institution  gains  from  their  labour.  If  these  prolonged  detentions  of  high- 
grades  were  taking  place  in  a period  when  there  was  ample  accommodation  in 
mental  deficiency  institutions  it  would  be  serious  enough,  but  when  they  take  place 
at  a time  when  there  are  thousands  of  low-grade  cases  on  the  waiting  lists,  in  grave 
need  of  care,  we  hold  that  the  interest  of  the  patient  and  of  society  is  taking 
second  place.  Even  on  the  most  pessimistic  and  ultra-cautious  view,  it  is  impossible 
to  claim  that  there  is  a greater  need  of  care  in  many  of  these  high-grade  cases  held 
for  ten  or  twenty  years  than  in  the  low-grade  cases  which  cannot  get  admission.  It 
seems  clear  to  us  that  another  interest  is  taking  first  place,  and  that  is  the  interest  ot 
the  institution. 


nc  maiiLuuv/u. 

In  submitting  these  cases,  we  therefore  wish  to  make  it  clear  that  they  are 
submitted  only  as  examples  and  that  we  hold  that  the  interests  of  the  institution 
affect  practically  all  detentions  of  the  high-grade  patients,  and  influence  the  whole 
of  the  administration  of  the  mental  deficiency  laws  of  the  country, 
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Lilian,  detained  for  twenty  years,  recently  recalled  to  the  institution  and  declared 
by  the  Medical  Superintendent  to  be  “ unsuitable  for  licence  ” although,  we  under- 
stand, he  had  not  even  seen  her  to  learn  her  account  of  the  circumstances  which 
preceded  her  recall.  A doctor,  in  an  independent  medical  report  already  submitted 
to  the  Royal  Commission,  states  that,  “ she  is  not,  in  my  opinion,  in  any  sense 
certifiable  under  the  Mental  Deficiency  Acts  as  feeble-minded.  The  order  should 
be,  in  my  opinion,  discharged  forthwith.” 

Social  worker’s  report  already  submitted  in  verbal  evidence  stated:  — 

“ She  conducted  her  life  in  such  a way  as  any  responsible  person  might  be 
expected  to  do  . . . It  is  nonsense  to  suggest  that  she  is  socially  inadequate.” 

A vicar  and  his  wife  who  have  known  her  since  1944  and  who  have  had  her  living 
with  them  state : — “ We  are  fully  convinced  that  Lilian  is  not  mentally  deficient 
and  that  she  ought  never  to  have  been  certified.  We  have  never  had  any  doubt 
about  this.” 

Similar  testimony  has  been  given  by  another  of  the  local  clergy  who  has  known 
her  for  more  than  six  years,  by  a recent  employer,  and  by  an  experienced  journalist. 

In  defiance  of  all  this  evidence,  the  mental  deficiency  service  continues  to  hold 
Lilian  as  a mental  defective  and  employs  her  at  two  shillings  per  week,  cutting  out 
and  machining  shirts  for  the  institution. 

Lionel  This  case  was  described  (Question  4346)  as  a curious  case.  It  may  have 
started  with  a desire  to  get  training  for  a workhouse  boy,  but  that  does  not  explain 
why  he  was  maintained  in  detenton  for  some  twenty  years,  for  the  majorty  of 
which  he  was  employed  in  the  institution  doing  gardening  and  domestic  work. 

His  intelligence  is  above  average ; he  has  had  no  court  record,  and  he  has  found 
normal  employment  without  difficulty. 

Christine . It  was  stated  (Question  4315)  that  it  was  unlikely  that  anyone  would 
be  very  much  inclined  to  defend  what  happened.  Yet  the  full  facts  of  the  circum- 
stances leading  to  this  detention  were  made  clear  when  counsel,  appointed  through 
a legal  advice  centre,  conducted  the  appeal  at  Sessions.  Representatives  of  the 
institution  were  in  court,  but  until  the  High  Court  action,  a year  later,  not  only 
was  application  for  licence  to  her  parents  turned  down,  but  the  girl  was  not  allowed 
outside  the  institution  for  a single  day.  She  was  an  experienced  hospital  ward-maid, 
earning  nearly  £5  Os.  Od.  per  week,  and  was  employed  from  6.30  a.m.  until  night 
on  ward-maid  duties  at  2s.  6d.  per  week. 

Florence.  We  would  refer  to  the  account  of  this  case  in  section  (c)  of  this 
supplementary  memorandum. 

Ann.  After  normal  education,  was  first  detained  in  1935  at  the  age  of  twenty-one 
on  giving  birth  to  an  illegitimate  child.  Recalled  to  institution  after  seven  years’ 
successful  licence  ostensibly  on  grounds  of  “ temper  ”.  Put  to  work  in  institution. 
Licence  to  parents  refused.  Even  if  report  of  “ temper  ” was  accurate,  it  seeems 
nonsense  to  us  that  this  should  discount  seven  years  of  successful  licence. 

Elaine.  Normal  school  education.  Detained  at  age  of  fifteen,  when  doing 
normal  work,  after  conviction  of  mother  by  the  Court.  Transferred  to  institution 
with  no  resident  medical  staff,  and  employed  in  laundry  operating  electrical  steam 
pressers  at  one  shilling  per  week.  Escaped  to  family,  recaptured  by  police,  lodged 
in  the  cells  overnight  and  returned  to  institution.  Escaped  a second  time,  was 
hidden  by  neighbours  who  told  police  they  could  prosecute  if  they  liked,  but  they 
were  not  going  to  hand  back  a perfectly  normal  girl.  Neighbours  then  consulted 
a legal  advice  bureau  who  got  the  girl  independently  examined.  Shown  to  be  not 
mentally  deficient,  and  after  much  negotiaton,  order  was  discharged  in  1949. 
Girl  immediately  obtained  normal  factory  work  at  £4  10s.  Od.  per  week. 

Moira.  Detained  at  age  of  seventeen  after  leaving  a number  of  jobs.  Normal 
education.  Spent  fifteen  years  in  the  institution  before  being  given  first  opportunity 
of  licence.  Employed  at  wage  of  3s.  6d.  per  week,  doing  nursing  work,  including 
bathing  of  low-grade  patients,  combing  their  hair,  putting  them  to  bed.  Has  now 
been  discharged  for  about  two  years  following  intervention.  Has  fully  maintained 
herself  ever  since  without  difficulty. 
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Violet.  Detained  shortly  after  her  eighteenth  birthday,  apparently  without  parents’ 
consent.  Had  been  in  the  care  of  the  local  authority  since  childhood,  owing  to 
parents’  housing  conditions.  When  the  family  were,  at  last,  able  to  get  better 
housing,  licence  was  refused  to  parents  despite  the  backing  of  the  vicar  for  the 
application  and  the  young  woman  continued  to  be  employed  by.  the  institution. 
When,  however,  she  was  later  found  to  have  contracted  tuberculosis,  the  objection 
to  her  residing ’with  her  parents  seems  to  have  been  withdrawn.  She  had  ceased 
to  be  an  economic  asset  to  the  institution  and  would,  like  a low-grade  case,  have 
been  a liability. 

Whilst  such  cases  as  these  have  been  held  in  detention,  Elsa,  and  many  like  her, 
cannot  get  hospital  accommodation  within  the  National  Health  Service. 

Elsa  is  a low-grade  mentally  deficient  spastic  child  aged  ten  years,  a congenital 
hydrocephalic,  epileptic,  and  incontinent,  unable  to  walk,  stand,  or  speak.  At  the 
age  of  nine  years,  this  child  was  still  being  looked  after  in  her  own  home  by  her 
parents,  every  application  for  admission  to  an  institution  being  met  with  the  answer 
that  all  were  full  and  that  there  was  a long  waiting  list. 

As  the  mother  was  on  the  verge  of  a breakdown,  the  .parents,  who  are  ordinary 
working  people,  had  to  place  the  child,  in  1954,  in  a private  nursing  home.  To  do 
this,  they  had  to  raise  50  per  cent,  of  the  money.  The  mother  (who  has  another 
child  aged  three  or  four)  had  to  go  out  to  work,  and  the  remaining  50  per  cent, 
was  raised  by  a voluntary  society. 

To  retain  cases  like  Lilian  in  mental  deficiency  institutions,  and  to  say  that  they 
are  then  too  full  to  take  cases  like  Elsa,  is  to  adopt  a position  which  it  is  impossible 
to  justify  on  grounds  of  the  need  for  care. 

It  is,  in  our  opinion,  explicable  only  on  grounds  that  a proportion  of  beds  must 
be  reserved  for  cases  which  contribute  to  the  maintenance  of  the  institution,  and 
this  fact  cannot  but  affect  the  detention  of  the  high-grade  cases. 

(f)  Employment  of  Victor 

In  reply  to  questions  on  the  expression  of  our  opinion  that  the  interests  of  the 
institution  were  affecting  the  length  of  detention,  we  gave  from  recollection  some 
information  on  the  case  of  Victor  and  were  asked  (Question  4413)  to  look  into  the 
full  circumstances  of  this  case. 


Victor,  then  twenty-eight  years  old,  called  on  us  at  our  office  in  May,  1951,  in  the 
company  of  an  aunt,  he  being  on  day  leave  from  a mental  deficiency  institution. 
He  and  his  aunt  told  us  that  eleven  years  previously  he  had  been  made  the  subject 
of  a Section  8 order  after  a conviction  for  common  assault  on  his  parents.  His 
account  of  the  circumstances  was  that  his  parents  were  fighting  and  that  he  inter- 
vened, but  he  had  little  chance  of  getting  his  defence  listened  to  as  he  had  been 
reported  as  “ out  of  control  ” as  a child. 


He  stated  that  he  had  been  on  licence  to  his  mother  from  31st  July,  1949,  to  18th 
November,  1950.  He  had  worked  during  that  time  as  a shoe  repairer  at  £5  10s.  Od. 
per  week.  He  was  not  clear  why  he  had  been  called  back.  He  had  considered  the 
possibility  that  accommodation  at  his  mother’s  house  had  been  considered  inadequate, 
but  stated  that  the  house  was  not  more  overcrowded  than  it  had  been  for  some  time 
and  that  there  were  others  prepared  to  take  responsibility  for  him.  He  told  us  that 
since  his  return  he  had  applied  ten  times  to  the  Physician  Superintendent  for  an  inter- 
view but  had  received  no  reply  to  any  of  his  letters. 


• % informed  us  that  the  shoe-maker  who  had  trained  him  was  no  longer  at  the 
mshtution  when  he  went  back.  It  is  not  clear  if  at  this  time  any  member  of  the 
staff  at  all  was  working  m the  shoe  repairing  shop  but,  later  in  the  year,  he  stated 
hat  a staff  member  was  then  working  there,  that  he  was  capable  of  handling  normal 
mpairs  but  that  he  ( Victor ) had  to  be  consulted  on  some  problems  involving  intricate 


We  made  arrangements  for  him  to  be  tested  during  subsequent  leaves  and  obtained 
™dJcal  reP°rt.  This  was  completed  by  November.  In  January, 
1942,  Victor  supplied  us  with  particulars  of  friends,  Mr.  and  Mrs.  C (a  Dominions 
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civil  servant  and  family)  who  were  prepared  to  give  him  accommodation  and 
assistance,  if  required.  At  the  end  of  January  we  received  a reply  from  the  friends 
confirming  their  willingness  to  help  and  in  February  we  sent  to  the  Board  of  Control 
a copy  of  the  medical  report  and  of  the  letter  from  the  friends. 

The  medical  report  gave  Victor  an  intelligence  quotient  of  100  on  the  progressive 
matrices  and  88  on  the  “ L ” Revision  of  the  Stanford-Binet  tests.  The  report 
stated  that  the  scatter  on  the  “ L ” Revision  suggested  that  the  figure  of  88  was  a 
low  estimate  and  that  the  figure  of  100  as  obtained  by  the  matrices  was  a more 
correct  estimate.  It  continued : — 

“ In  neither  case  is  it  proper  to  detain  him  under  the  Mental  Deficiency  Act 
as  feeble-minded.” 

On  the  16th  March,  Victor  told  us  that  two  weeks  earlier  he  had  been  told  by 
the  Medical  Superintendent  that  a letter  was  being  sent  to  Victor’s  mother  asking  for 
her  approval  to  his  going  to  stay  with  the  friends  and  Victor  had  learned  that  his 
mother  had  approved.  On  the  28th  March,  the  Board  of  Control  informed  us  that 
they  were  still  in  communication  with  the  Hospital  Management  Committee  on  the 
case. 

On  the  10th  May,  1952,  the  Board  of  Control  at  last  wrote  us,  telling  us  that, 
“ having  carefully  considered  the  evidence  . . . including  the  views  of  the  Hospital 
Management  Committee  ”,  they  were  not  prepared  to  discharge  the  patient.  They 
added  that  licence  was  in  the  discretion  of  the  Superintendent  and  two  members 
of  the  Committee,  “ but  the  Board  are  informed  that  an  application  for  the  patient 
to  proceed  on  licence  to  the  care  of  Mr.  C would  not  be  acceded  to  at  the  present 
time.” 

For  more  than  a year  after  this  letter,  Victor  continued  to  be  employed  in  the 
shoe  repairing  shop  for  1-f  ounces  of  tobacco  per  week.  Overtime  (unpaid)  which 
was  being  worked  increasingly  in  1952  became  a regular  practice  in  1953. 

In  June,  1953,  we  wrote  to  the  Minister  of  Health  asking  why  it  was  that  despite 
the  highly  favourable  character  of  the  medical  report,  submitted  fifteen  months 
before,  no  offer  of  daily  licence,  hostel  licence  or  any  form  of  residential  licence 
had  been  made  to  Victor.  In  the  following  month  the  Ministry  replied  that: — 

“ no  request  for  extended  leave  on  licence  had  been  made  by  Victor’s  relatives. 
If  the  patient’s  mother  or  some  other  responsible  relative  is  prepared  to  hold 
the  licence,  I suggest  that  they  should  get  into  touch  with  the  Medical 
Superintendent.” 

We  were  bewildered  by  this  reply,  since,  in  the  first  place,  there  was  no  statutory 
provision  that  residential  licence  should  be  confined  to  relatives  and,  in  the  second 
place,  no  explanation  was  given  as  to  why  no  offer  of  day  or  hostel  licence  had 
been  made. 

Moreover,  although  Victor  had  never,  so  far  as  we  knew,  been  able  to  get  a clear 
account  of  the  reason  for  his  return  in  November,  1950,  we  had,  up  to  then,  assumed 
that  the  institution  might  possibly  have  had  some  undisclosed  reason  for  considering 
licence  to  his  mother  to  be  unsatisfactory. 

Although  the  Ministry  of  Health  had  been  informed  that  no  application  for  licence 
had  been  received  from  a relative,  we  were  advised  that  the  Management  Committee 
had  been  told  that  an  application  had  been  made  by  the  mother,  granted  by  the 
institution,  but  not  taken  up.  Victor , however,  told  us  that  his  mother  had  applied 
for  licence  about  March  or  April  and  had  been  told  to  await  a call  from  the 
welfare  worker,  who  did  not  call  until  23rd  July  (i.e.  after  we  had  pressed  our 
enquiries  with  the  Ministry  of  Health). 

We  went  back  to  the  Ministry  of  Health  with  this  information  on  the  6th  August 
and,  on  the  2nd  September,  the  Ministry  modified  their  previous  statement,  confining 
licence  to  relatives,  and  now  stated  that  licence  would  be  permitted  to  “ some  other 
responsible  person  ”.  They  added  that  no  application  had  been  received  for 
extended  leave  on  trial,  despite  the  fact  that  application  had  been  made  earlier  by 
Mr.  C and  apparently,  recently,  by  the  mother. 
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Victor  DOW  succeeded  in  getting  national  press  publicity  to  his  exploitation.  The 
attitude  of  the  institution  changed  -and  early  in  December  arrangements  were  com- 
pleted for  his  release  on  residential  licence  to  the  same  Mr.  C who,  the  Board  had 
informed  us,  would  not  be  approved  for  licence  two  years  earlier. 

By  this  time,  Mr.  C’s  children  were  two  years  older  and  needed  more  room  and 
the  licence  was  more  inconvenient  to  him  than  it  would  have  been  when  the  first 
application  was  made.  Nevertheless,  he  accepted  it  and  maintained  it  for  a period, 
when  it  was  found  that  there  was  a brother  able  and  willing  to  take  the  licence. 
The  licence  was  then  transferred  and  we  understand  the  order  has  now  been  dis- 
charged. When  we  last  heard  of  him  he  was  doing  specialised  work  in  a firm 
producing  surgical  foot-wear. 

(g)  Escapes  and  recaptures 

The  following  cases  illustrate  the  practice  of  institutions  in  recalling  patients  who 
are  able  to  find  normal  employment  or  to  obtain  adequate  means  of  care,  during 
absence  from  the  institution.  They  are  all  either  Section  6 orders  or  Section  8 or  9 
orders  where  the  origins  of  the  proceedings  were  “ care  and  protection  " applications 
and  the  patient  at  the- time  of  the  absence  was  above  the  age  for  Children  and  Young 
Persons  Act  detentions. 

Gertrude  (Section  6 order  made  on  basis  of  report  on  leaving  special  school)  was 
employed  in  the  institution  for  the  first  four  years  of  detention.  After  protests  by 
father  she  was  transferred  to  a hostel  where  she  was  paid  12s.  6d.  per  month  for 
domestic  work. 

The  father  thereupon  removed  the  girl  from  the  hostel,  placed  her  in  the  care 
of  her  uncle  and  aunt,  advised  the  institution  and  commenced  collecting  medical 
and  lay  evidence  of  her  normality.  Whilst  correspondence  was  being  conducted 
between  the  father’s  solicitors  and  the  institution,  a police  raid  was  made  on  the 
uncle’s  house  at  10.30  p,m,  and  a sleeping  girl  was  awakened,  taken  from  bed  and 
returned  to  the  institution.  After  vigorous  local  protests  and  the  threat  of  having 
the  matter  raised  in  the  House  of  Commons,  the  girl  was  released  on  licence.  Her 
subsequent  history  demonstrates  that  she  had  not  the  slightest  difficulty  in  maintain- 
ing normal  employment,  supporting  herself  and  living  a normal  life. 

Oswald  (Section  6 order  after  leaving  residential  school  for  the  educationally 
sub-normal).  Brother  suggested  lack  of  tolerance  of  mother  had  contributed  to 
unhappy  situation.  Patient  was  quite  literate  and  wrote  a good  letter. 

Absconded  at  age  of  seventeen  and  found  work  in  a shoe  factory.  Obtained  a 
rise  in  wages  after  four  weeks,  when  a police  visit  was  made  to  his  home  and  he 
was  taken  back  to  the  institution. 

The  governing  director  of  his  employers  then  supplied  the  following  testimonial : — 
“ Oswald  was  in  our  employ  for  five  weeks  during  which  time  he  was  quiet, 
obedient  and  industrious  and  carried  on  with  any  job  given  to  him  to  the  best 
of  his  ability.  We  are  quite  prepared  to  employ  him  again  should  he  become 
available.” 

Licence  was,  however,  refused,  the  brother  being  told  that  the  institution  considered 
the  mother  incapable  of  maintaining  control  over  him.  The  brother  then  approached 
the  married  couple  with  whom  he  was  living,  and  they  agreed  to  apply  for  the 
licence  and  to  give  Oswald  accommodation  with  his  brother.  The  application  was 
refused. 

Geraldine  was  made  the  subject  of  a detention  order  at  the  age  of  sixteen,  as 
beyond  mother’s  control.  Escaped  at  the  age  of  twenty-one  and  found  employment 
in  a factory  where  she  gave  satisfactory  service  and  fully  maintained  herself.  After 
a year  she  was  picked  up  by  police  and  returned  to  institution. 

Harriet  escaped  from  an  institution  at  the  age  of  twenty-three,  having  lived 
continuously  in  institutions  since  she  was  eight  years  old.  She  obtained  employment 
for  a trial  period  in  a laundry,  proved  satisfactory  and  was  offered  permanent  work 
at  full  wages.  She  then  disclosed  her  situation  to  the  manageress  of  the  laundry 
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who  wrote  off  to  the  institution  asking  if  they  would  send  on  her  cards  and  permit 
her  to  work  there.  They  replied  by  sending  an  ambulance  and  three  attendants 
to  take  her  back. 

After  considerable  pressure  by  the  managing  director  of  the  laundry  company 
who,  at  his  own  expense,  got  an  independent  medical  report  on  the  woman,  she 
was  released  on  licence  a year  later.  Owing  mainly  to  accommodation  difficulties 
she  had  to  return  for  a time  but  is  now,  we  understand,  discharged  and  fully 
maintaining  herself. 

Vernon  (made  the  subject  of  a Section  6 order  at  age  of  nine  following  truancy 
and  roaming  from  normal  school).  Parent’s  consent  was  deemed  to  be  unreasonably 
withheld.  Escaped  on  several  occasions  in  his  teens  and  early  twenties,  on  all 
occasions  finding  work.  On  one  occasion  joined  army  and  soldiered  for  seven 
months.  On  another  occasion  obtained  identity  card  and  emergency  ration  book. 
He  was  taken  hack  on  each  occasion  and  eventually  transferred  to  a State  Institution. 

Valerie.  Transferred  from  approved  school  after  Children  and  Young  Persons  Act 
proceedings  at  age  of  sixteen,  as  in  need  of  care  and  protection.  Normal  school 
education.  Excellent  correspondent.  No  trace  of  sub-normality  which  can  be 
discerned  by  a layman  and  appears  to  have  intelligence  well  above  normal.  At 
age  of  twenty-one,  when  home  on  leave  from  hostel  licence,  obtained  employment 
as  N.A.A.F.I.  counter-assistant  and  wrote  to  institution  asking  permission  to  stay. 
She  was  told  if  she  did  not  return  to  hostel  she  would  be  fetched  back.  Returned 
to  hostel  but  ran  away  two  days  later,  was  captured  and  taken  back  to  institution.  She 
states  that  she  was  not  punished  on  this  occasion  for  absconding  as  it  was  the  first 
time  but  was  told  that  she  would  have  to  remain  in  the  institution  for  another 
year  “ because  you  got  a job  against  the  rules  and  you  know  you  did  wrong.” 

Alistair.  Orphan.  (Section  6 order  on  leaving  residential  school  for  the  educa- 
tionally sub-normal.)  Classified  “ dangerous  and  violent  ” on  leaving  school  and 
sent  direct  to  State  Institution  although  he  had  never  appeared  before  a Court. 
Classification  has  caused  grave  concern  to  schoolmaster  who  has  sent  us  lengthy 
report  on  case.  Transferred  out  of  State  Institution  to  ordinary  institution  after 
about  eight  years  and  sent  on  licence  to  hotel  and  public-house  which  at  first  failed 
to  pay  wages  promised.  Local  policeman  learned  of  situation  and  sent  Alistair  to 
probation  officer.  Hotel  was  then  forced  to  pay  full  wages  but  made  life  difficult 
for  Alistair.  Ran  away  and  obtained  employment  on  a farm,  was  cared  for  by 
local  priest,  but  was  discovered  as  a result  of  a police  check  of  all  strangers  in 
locality.  Returned  to  institution;  states  he  was  punished  by  being  made  to  dig 
holes  and  fill  them  up  again.  Absconded  and  succeeded  in  getting  to  Ireland  where 
he  hoped  to  stay  until  order  expired,  but  had  to  return  as  no  work  was  available 
there.  He  was  recaptured,  punished  by  solitary  confinement,  reacted  to  this  by 
damaging  room  and  was  then  transferred  back  to  State  Institution  for  “ defectives 
of  violent  and  dangerous  propensities  ”,  He  is  now,  we  understand,  sharing  a room 
with  a multiple  murderer.  He  has  never  been  charged  with  an  offence  against  the 
law  in  his  life  and  an  independent  medical  report  shows  him  to  be  completely 
normal. 

Judith.  (Section  6 order  at  age  of  twenty-three  after  giving  birth  to  illegitimate 
child.)  Normal  school  education.  Detained  for  twenty-three  years,  during  which 
time  she  escaped  on  four  occasions,  on  one  occasion  finding  a home  and  a canteen 
job  which  she  held  for  five  months  until  discovered  and  recaptured.  Last  escape 
in  1952.  May  be  still  at  large  and  a fugitive. 

(h)  Disciplinary  measures 

We  were  asked  (Question  4524)  for  more  evidence  on  disciplinary  measures.  The 
only  reference  to  punishment  in  the  Mental  Deficiency  Regulations  is  in  Regula- 
tion 35  which  states  that  in  no  case  shall  corporal  punishment  be  administered  to 
any  patient.  The  Board  of  Control  has  stated  (20th  luly,  1950)  that  there  is  no 
code  of  permissible  punishments  and  that : — 

“so  far  as  the  Board  is  aware  4 solitary  confinement  ’ and  1 canvas  and  sackcloth 
sheets  ’ are  not  employed  as  punishment.” 
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/ .At  the  previous  hearing  it  was  agreed  that  the  maintenance  of  discipline  in  places 
where  people  are  kept  against,  their  will  always  raises  problems.  It  was  then 
suggested  (Questions  4511  and  4512)  that  comparison  could  be  made  with  the 
position  in  schools,  but  on  reflection,  there  does  not  appear  to  be  a valid  comparison 
here.  Over  50  per  cent,  of  all  those  detained  are  high-grade  and  of  these  almost 
all  are  over  the  age  of  sixteen ; in  addition,  very  many  are  within  the  normal  range 
of  intelligence.  Therefore,  we  have  examined  the  position  in  H.M.  Prisons,  which 
seem  to  be  the  nearest  comparable  institutions,  in  order  to  see  how  far  the  present 
disciplinary  measures  in  use  in  mental  deficiency  institutions  compare  with  the 
prison  code. 

Mr.  Lionel  W.  Fox,  Chairman  of  the  Prison  Commission,  in  his  book  “ The  English 
Prison  and  Borstal  Systems”,  1952,  writes  as  follows:  — 

“ A prisoner  shall,  before  a report  against  him  is  dealt  with,  be  informed 
of  the  offence  for  which  he  has  been  reported  and  shall  be  given  a proper 
opportunity  of  hearing  the  facts  alleged  against  him  and  of  presenting  his 
case. 

' “ . . . when  an  officer  finds  it  necessary  to  report  a prisoner,  he  completes  ,i 
form,  which  is  handed  to  the  prisoner,  setting  out  the  precise  paragraph  of  (lie 
Rule  under  which  the  charge  is  made  (the  prisoner  has  a copy  of  this  in  his 
cell)  and  the  time  and  place : there  is  a space  on  the  form  on  which  the  prisoner 
can  make  a written  reply  if  he  wishes. 

“ When  the  prisoner’s  turn  comes  he  is  brought  before  the  Governor  tinder 
escort.  . . . The  Governor  then  reads  out  the  charge,  and  hears  the  evidence 
of  the  reporting  officer,  which  is  of  course  also  heard  by  the  prisoner : the 
prisoner  is  then  invited  to  say  whatever  he  has  to  say  in  his  defence,  and  here 
the  written  statement  of  defence  may  be  helpful  to  those  who  are  too  over-awed 
or  incoherent  to  express  themselves  to  advantage.  Usually  in  these  eases 
there  is  no  question  of  difficulty  about  the  facts,  or  of  an  alibi,  or  the  like, 
and  the  Governor  has  little  difficulty  in  making  up  his  mind  as  to  guilt,  though 
there  may  be  a certain  amount  of  question  and  answer  between  the  prisoner 
and  the  officer,  and  it  may  even  be  necessary  to  call  other  evidence. 

“ Frequently  an  admonition  to  a prisoner  is  sufficient,  but  when  punishment 
is  necessary  the  Governor  may  choose  from  the  following:  — 

(а)  forfeiture  of  remission  of  sentence  for  a period  not  exceeding  fourteen 

days ; 

(б)  forfeiture  or  postponement  of  privileges  for  a period  not  exceeding 
twenty-eight  days ; 

(c)  exclusion  from  associated  work  for  a period  not  exceeding  fourteen 
. days ; 

(d)  cellular  confinement  for  a period  not  exceeding  three  days  ; 

(e)  restricted  diet  No.  1 for  a period  not  exceeding  three  days  ; 

(f)  restricted  diet  No.  2 for  a period  not  exceeding  fifteen  days  : 
fe>  stoppage  of  earnings  for  a period  not  exceeding  fourteen  days," 

Three  major  principles  are  accepted  in  this  code : — 

(1)  that  the  prisoner  shall  be  fully  aware  of  the  rules  and  of  the  circumstances 
which  are  alleged  to  constitute  a breach  of  what  is  expected  from  him  ; 

(2)  that  a proper  procedure  shall  be  followed  in  which  the  prisoner’s  account 
shall  be  heard ; 

(3)  that  the  penalties  which  may  be  awarded  shall  be  limited  by  rule. 

How  does  this  compare  with  the  system  in  the  mental  deficiency  administration? 

(1)  The  only  rules  of  which  the  patients  must  be  informed  are  those  relating 
to  correspondence. 
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Regulation  46  states  that  wherever  the  Board  so  directs  there  shall  be 
posted  up  printed  notices  setting  forth  the  right  of  the  patient  to  send 
unopened  letters  to  a number  of  official  people  , and  bodies  and  the  right  of 
the  patient  to  request  a personal  and  private  interview  with  a Commissioner, 
Inspector  or  Visitor.  The  notices  shall  be  posted  in' such  a way  that 
every  patient  is  able  to  see  them  and  the  visiting  Commissioners  may  give 
directions  as  to  where  the  notices  are  to  be  posted. 

Apart  from  this  Regulation,  there  are  no  provisions  for  acquanting 
patients  of  the  rules  of  the  institution,  and  patients  complain  of  being 
punished  for  breaking  rules  of  which  they  have  not  been  informed.  Thus, 
Hubert  was  seen  smoking  before  breakfast  on  his  first  day  at  an  institution, 
no  one  having  told  him  that  there  was  a rule  against  it.  The  staff  nurse 
said  to  him,  “No  money  for  you  for  breaking  the  rules.”:  The  patient 
reports  that  he  felt  this  to  be  extremely  unjust,  that  a heated  argument 
ensued,  and  that  he  was  further  punished. 

There  is,  morever,  some  doubt  as  to  whether  Regulation  46,  concerning 
posting  of  notices  about  the  patients’  rights  of  correspondence  is  always 
operated.  We  were  told  .in  October,  1954,  that  these  notices  were  not 
posted  in  one  of  the  State  Institutions.  We  wrote  to  the  Board  of  Control 
asking  if  they  had  directed  the  posting  of  these  notices  and  if  they  were, 
in  fact,  -posted  in  the  State  Institutions.  They  replied  that  they  had  so 
directed,  and  that  the  notices  were,  in  fact,  posted.  We  wrote  again  in 
mid-October  asking  for  the  date  -on  which  the  direction  was  made  for 
the  posting  of  the  notices  in  the  State  Institutions,  and  the  number  of 
copies  posted  in  each  of  these  two  Institutions.  No  reply  has  been 
received  to  this  letter. 

We  have  since  -been  informed  that  in  one  of  the  State  Institutions  the 
notices  were  posted  for  the  first  time,  where  the  patients  could  see 
them,  on  the  28th  October,  1954,  forty  years  after  the  introduction  of 
the  Regulation.  We  have  also  been  told  that  a letter  from  Ian,  addressed 
to  us,  informing  us  of  this,  was  suppressed  by  the  administration  of  the 
Institution,  and  that  Ian  had  been  removed  to  the  punishment  ward  for 
having  sent  it.  In  view  of  the  fact  that  the  Management  Committee  of 
this  Institution  and  the  general  supervisory  body  are  one  and  the  same 
(i.e.,  the  Board  of  Control),  and  in  view  of  the  fact  that  this  body  has 
left  our  last  letter  on  the  subject  unanswered,  we  have  no  means  of 
pursuing  these  matters  further. 

(2)  There  is  no  rule  prescribing  that  a patient  shall  be  informed  of  a complaint 
against  -him  and  the  evidence  on  which  it  -is  based,,  or  shall  be  heard  in 
his  own  defence.  Some  Medical  Superintendents  endeavour  to  make  a 
fair  enquiry,  others  do  not  appear  to  do  so, 

They  would  hardly  consider  themselves  encouraged  to  undertake  a proper 
investigation  by  the  attitude  of  the  Board  of  Control  which  sends  patients 
to  State  Institutions  as  “ dangerous  and  violent  ” and  which  deprives 
parents  of  the  right  to  visit  their  children,  without  formal  enquiry  and  with- 
out obtaining  statements  from  the  people  who  are  the  subject  of  the  allega- 
tions. 

Lilian  was  recalled  from  licence  in  early  March,  and  has  since  been 
placed  in  one  of  the  closed,  wards  of  the  Institution.  When  we  last  saw 
her  relatives  on  the  17th  April,  they  told,  us  that  she  had  still  not  been 
able  to  see  the  Medical  Superintendent.  Yet  she  had  in  the  meantime 
been  brought  before  the  Visitors  and  had  her  detention  order  continued  for 
five  years  by  the  Board  of  Control.  The  Medical  Superintendent  had 
stated,  without  even  seeing  Lilian,  that  she  was  “ unsuitable  for  licence  ” 
and  presumably  would  have  included  this  statement  in  the  evidence  sub- 
mitted to  the  Visitors  and  the  Board  of  Control. 

Punishments  may  be  awarded  by  members  of  the  nursing  staff  without 
the  knowledge  of  the  Medical  Superintendent.  . ■ ' 
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Hubert  reports  that  he  was  put  in  a side  room  by  one  of  the  nurses 
as  the  result  of  a framed  up  charge  by  another  patient  who  wanted 
the  job  he  was  doing.  He  succeeded  in  smuggling  out  a letter  to  the 
Board  of  Control  on  the  subject.  The  Board  presumably  contacted  the 
Medical  Superintendent,  who  did  not  even  know  that  he  was  in  the 
side  room  The  Medical  Superintendent  sent  for  Hubert  and  asked  the 
nurse  if  it  was  correct  that  Hubert  had  been  in  the  side  room  for  some 
days  and  when  the  nurse  confirmed  this,  he  asked  why  he  had  not 
been  informed.  Hubert  was  then  released  from  solitary  confinement. 

(3)  The  duration  of  punishments  awarded  in  mental  deficiency  institutions  is 
not  limited  fay  any  rules. 

(a)  The  maximum  solitary  confinement  which  a prison  governor  can 

award  is  three  days. 

Valerie  tells  us  that  she  was  kept  for  fourteen  days  locked  in 
a side  room  with  a shutter  door  over  the  window.  She  had  no 
means  of  communicating  with  anyone  outside  and  had  to  bang 
on  the  door  to  attract  attention  if  she  wished  to  go  to  the  toilet. 
The  nurse  came  to  the  door  with  the  drugs  ready , in  case  the 
banging  was  unnecessary. 

(In  prisons  there  is  a bell  in  the  cell  with  an  indicator  out- 
side. We  have  heard  of  no  such  provision  in  these  side  rooms 
which  are  used  for  punishments.) 

Beryl  reported  that  she  spent  a week  in  bed  in  the  side  room. 
The  only  person  she  ever  saw  was  the  member  of  the  staff 
who  brought  her  the  meals.  She  said  the  room  was  slightly  dar- 
kened and  the  light  switch  was  outside.  Anybody  who  shouted 
when  in  the  side  room  was  drugged. 

Similar  accounts  have  been  received  from  other  sources. 

(b)  The  maximum  period  for  which  a prison  governor  may  order  for- 
feiture of  privileges  is  twenty-eight  days. 

Lionel  states  that  after  about  one  week  continuously  in  bed 
during  which  time  he  had  to  take  three  draughts  of  drugs,  he 
spent  ten  months  in  the  punishment  block  with  no  tobacco  or 
money,  deprived  of  privileges.  He  was  then  transferred  to  a ward 
where  most  of  the  low-grades  were  kept,  and  held  there  for  another 
year.  Similar  reports  of  lengthy  periods  of  forfeiture  of  privileges 
have  been  received  from  other  sources. 

Gerald  forfeited  all  privileges  for  six  months  as  a punishment 
for  escaping  and  getting  married. 

Earnings  during  these  periods  are  usually  reduced  from  the  five 
shilling  or  two  shillings  and  sixpence  to  ninepence  per  week. 

(c)  The  maximum  period  for  which  a prison  governor  may  order  for- 

feiture of  remission  of  sentence  is  fourteen  days. 

We  would  direct  attention  to  the  statement  of  Valerie  that  she 
was  told  she  would  have  to  stay  dn  the  institution  for  another 
year  because  she  had  got  a job  14  against  the  rules 

(d)  Other  punishments  awarded  in  mental  deficiency  institutions  have 
no  comparable  penalties  in  the  prison  code. 

Reference  has  already  been  made  to  transfers  to  low-grade 
wards  as  a punishment.  Valerie  reports  that  as  a punishment  for 
absconding,  she  had  to  stay  for  one  month  in  an  imbecile  ward 
where  the  noises  made  by  the  patients  at  night  were  very  frighten- 
ing. 
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In  some  institutions  eanvas  clothing  is  issued  to  absconders. 
The  foster-mother  of  Louise  has  told  us  that  when  her  daughter 
was  apprehended  after  escaping,  she  was  put  in  a canvas  dress 
for  three  months.  The  foster-mother  states  that  the  girl’s  legs 
were  raw,  as  stockings  are  not  issued,  and  that  her  neck  was  in 
a similar  condition  until  the  foster-mother  took  her  in  a silk 
scarf  to  wear. 

In  case  it  should  be  thought  that  this  canvas  clothing  is  reserved 
for  low-grade  cases  who  might  destroy  ordinary  clothes,  we  would 
add  that  this  girl  was  a school  prefect  at  a normal  secondary 
school,  a member  of  the  school  Health  Brigade,  and  that  the 
general  practitioner  who  attended  her  during  her  school  days 
describes  her  as  a well-mannered,  well-conducted  girl  from  a 
good  home. 

(i)  Evidence  of  arrested  or  incomplete  development  of  mind  existing  before  the  age 
of  eighteen  yearsr 

We  were  questioned  on  the  statement  appearing  in  paragraph  18  of  our 
memorandum : — 

“ . , . it  appears  that  in  a number  of  local  authority  areas  and  in  a number 
of  courts  no  notice  whatsoever  is  being  taken  of  the  provision  of  the  Act  that 
• the  arrested  condition  of  mind  must  have  existed  before  the  age  of  18  years.” 

We  were  asked  (Questions  4302  and  4303)  to  give  particulars  of  cases  where  we 
had  had  statements  from  those  present  in  court  when  Section  8 orders  were  made 
on  people  over  eighteen,  to  the  effect  that  the  question  of  the  condition  of  mind 
before  the  age  of  eighteen  was  not  raised. 

Gloria's  family  told  us  that  she  attended  a normal  council  school  and  in  December, 
1949,  at  the  age  nineteen,  was  charged  with  larceny  from  her  employers.  An  older 
man  was  charged  with  her  and  both  were  found  guilty.  The  man  was  fined 
£25  Os.  0d.,  but  the  young  woman  was  made  the  subject  of  a mental  deficiency  order 
under  which  she  has  now  been  detained  for  five  and  a half  years.  Her  mother,  who 
was  in  court  during  the  hearing,  states  that  no  evidence  was  submitted  suggesting  a 
backward  mental  condition  before  the  young  woman  was  eighteen  years  old. 

Zoe  was,  we  understand,  educated  at  a normal  county  council  school.  She  writes 
a reasonably  good  letter  with  one  or  two  grammatical  errors.  She  was  called  up 
during  the  war  for  the  A.T.S.,  but  deserted  in  1942. 

She  was  brought  before  a Court  in  that  year  and  charged,  we  understand,  with 
wandering  abroad  without  visible  means  of  support,  and  with  desertion.  She  was 
then  nineteen  years  of  age.  A Section  8 detention  order  was  made,  under  which  she 
was  detained  for  at  least  ten  years.  Her  mother  states  that  she  was  in  court  when 
the  case  was  heard  and  that  no  evidence  was  given  bearing  on  Zoe’s  mental  con- 
dition before  she  reached  the  age  of  eighteen. 

Conrad’s  sister  tells  us  that  he  went  to  an  ordinary  school,  but  missed  some  educa- 
tion in  consequence  of  a chest  complaint.  From  the  age  of  fourteen  to  eighteen  he 
worked  on  a farm  and  was  then  (1944)  called  up  for  the  army.  He  was  released 
from  the  army  two  years  later,,  to  do  essential  work  on  the  land,  and  in  1947  was 
found  guilty  of  robbery  with  violence.  He  had  not  previously  been  in  trouble 
of  any  kind.  A detention  order  under  Section  8 of  the  Mental  Deficiency  Act  was 
made.  The  patient  informs  usy  through  his  sister,  that  no  evidence  was  presented 
about  his  condition  prior  to  the  incident  which  was  the  subject  of  the  charge. 

Reginald  was,  we  understand,  educated  at  a grammar  school  until  about  sixteen 
years  of  age,  when  his  father  died  and  he  was  sent  to  Canada.  He  appears  to  have 
returned  when  about  nineteen  or  twenty,  and  in  the  years  between  1926  and  1928 
to  have  worked  as  a farm  labourer.  He  was  convicted  of  burglary  in  June,  1928,  at 
the  age  of  twenty-two,  and  the  prison  doctor  expressed  the  view  that  he  was  mentally 
defective.  The  County  Medical  Officer  of  Health,  however,  refused  to  endorse  this 
opinion,  and  Reginald  was  detained  for  further  medical  examination.. , Eventually 
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a detention  order  was  made,  under  which  he  has  now  been  detained  in  a State 
Institution  for  twenty-seven  years.  We  understand  that  one  of  the  considerations 
which  Anally  decided  the  issue  of  a detention  order  was  the  fact  that,  although  the 
son  of  an  author,  he  had  been  working  as  a farm  labourer  between  the  ages  of 
twenty  and  twenty-two.  It  would  appear  from  the  information  we  have  received 
that  there  was  no  evidence  of  an  arrested  development  of  mind  before  the  age  of 
eighteen  years.  We  have  endeavoured  to  obtain  specific  information  from  the 
patient  as  to  whether  this  question  arose  at  all,  but  our  letter  was  held  back  by  the 
Medical  Superintendent,  and  the  Board  of  Control  has  informed  us  that  they;  — 

“ . . . have  given  instructions  that  the  letter  is  to  be  withheld  as  it  would  not, 
in  their  opinion,  be  in  the  patient’s  interest  to  receive  it.” 

It  will  be  recalled  that,  in  the  case  of  Lionel  (paragraph  29),  the  Board  staled 
that : — 

“ . . . having  regard  to  the  provisions  of  Regulation  45  (1)  of  the  Mental 
Deficiency  Regulations,  1948,  the  Medical  Superintendent  has  a complete  dis- 
cretion in  regard  to  forwarding  a patient’s  letters ” (N.C.C.L. 

emphasis). 

We  have  been  unable  to  find  any  authority  for  the  action  of  the  Board  of  Control 
in  issuing  the  instructions  which  it  has  this  month  issued  in  this  case. 

We  have  seen  letters  written  by  this  patient  and  it  is  clear  from  these  that  his 
intelligence  is  well  above  the  average.  This  is  borne  out  by  such  facts  as  his  action 
in  teaching  himself  to  play  the  violin  during  the  period  of  his  incarceration  and 
his  knowledge  of  his  right  to  an  independent  medical  examination  for  which  lie  has 
applied,  apparently  without  avail. 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-EIGHTH  DAY 

Wednesday,  15th  June,  1955 


Present 


The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 


The  Lady  Adrian,  J.P. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P., 
(morning  only) 

Mr.  R.  M.  Jackson,  LL.D.,  J.P. 


Sir  Cecil  Oakes,  C.B.E.,  J.P. 

Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 
Dr.  J.  Greenwood  Wilson,  M.D., 
F.R.C.P.,  D.P.H. 


Miss  H.  M.  Hedley  ( Secretary ) 

Miss  M.  Applebey,  O.B.E.  ( General  Secretary),  Miss  A.  L.  Hargrove,  Dr.  W.  G. 
Masefield,  C.B.E.,  D.P.M.,  and  Dr.  C.  O.  S.  Blyth  Brooke,  M.D.,  D.P.H.,  on 
behalf  of  the  National  Association  for  Mental  Health, 
called  and  examined. 


Memoranda  submitted  by  the  National  Association  for  Mental  Health 
GENERAL  INTRODUCTION 

The  National  Association  for  Mental  Health  is  happy  to  be  able  to 
evidence  to  the  Royal  Commission,  because  of  its  long  history  of  interest  in  the 
welfare  of  mental  defectives  and  of  patients  who  suffer  from  mental  illness  or 
mental  abnormality.  The  Association’s  chief  interest  lies  in  prevention  and  after 
care,  but  it  also  cannot  fail  to  be  concerned  with  facilities  for  treatment  and  the 
necessary  legislation. 

It  is  well  known  that  the  National  Association  for  Mental  Health  is  a voluntary 
body  whtekno°bTectis  the  promotion  of  mental ! tod*  and ^he  P~Lrybg 
health  as  well  as  furthering  the  best  use  of  facilities  for  treatment  wnue  carrying 
out  the  natYon-wide after-care  scheme  for  service  psychiatric  casualties  from .1944-47 
Hater  extended  to  civilians),  its  staff  undertook  the  community  care  of  thousands 
of  casef  Ind  the°  pretent  Advisory  Case-Work  Department  still  deals  daily  with 
individual  mental  health  problems. 

The  Council  of  the  Association  is  composed  of  leading  experts  in  the  psychiatric 
worid  “medical  and  lay,  and  includes  representatives  of  the  educational  and 
worm,  oom  meuicai  a o£  interests  enables  a broad  view  to  be 

and  the  co-operation  of  . leaders  from  adjacent  spheres  of  work. 
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The  National  Association  for  Mental  Health  is  therefore  able  to  set  up  working 
parties  which  can  give  expert  help  in  preparing  memoranda  and  can  draw  on  the 
experience  of  its  staff,  which  includes  the  administration  of  residential  establishments. 
For  these  memoranda,  topics  had  to  be  selected  from  a wide  field  and  it  was 
decided  to  give  evidence  on  subjects  which  were  already  being  studied  by  the 
Association  as  pressing  problems.  The  following  memoranda  were  therefore 
prepared : — 

I.  (A)  Memorandum  of  Evidence  on  Mental  Deficiency  (already  presented  to 

the  Royal  Commission  and  printed  with  the  12th  Day’s  evidence). 

(B)  Supplementary  Memorandum  as  requested  by  the  Royal  Commission  on 

Young  Mentally  Defective  Children. 

II.  Memorandum  on  The  Care  of  the  Aged  Suffering  from  Mental  Illness  or 

Mental  Infirmity. 

HI.  Memorandum  on  Aggressive  Psychopaths. 


1(B). 


SUPPLEMENTARY  MEMORANDUM  ON  YOUNG  MENTALLY 
DEFECTIVE  CHILDREN 


Some  special  considerations  and  suggestions  on  methods  of  dealing  with  them  in 
relation  to  general  social  legislation 

1 This  supplementary  memorandum  is  submitted  in  response  to  an  invitation 
during  the 'hearing  of  our  evidence  on  mental  deficiency,  on  9th  November,  1954, 
in  elaborate  paragraph  4 of  our  original  memorandum  recommending  thaf  a 
mentally  defective  child  should  he,  “ entitled  to  the  same  community  provision  for 
his  welfare  and  education  as  the  normal  child  ”,  and  ‘ that  a mentally  defective 
child  should  be  removed  from  his  family  against  the  wishes  of  his  parents 
only  under  the  same  circumstances  as  would  justify  similar  action  in  the  case  of 
any  other  type  of  handicapped  child.” 


iy  uuici  i ypv  vi.  

2 Further  emphasis  is  laid  on  the  practicability  of  the  suggestion  that  mentally 
defective  children  should  be  admitted  to  mental  deficiency  institutions  without 
legal”  formalities,  and  recent  statistical  information  as  to  the  use  of  Section  3 
for  this  purpose  is  given  in  an  appendix. 


Changing  attitudes 

3 Recent  social  security  legislation,  the  National  Health  Service  Act,  the  National 
Insurance  Act,  the  National  Assistance  Act,  the  Disabled  Persons  Employment  Act 
and  the  Education  Act  of  1944,  have  greatly  altered  the  environmental  conditions  in 
which  the  ordinary  citizen  and  his  family  live.  As  a result  his  attitude  to  public 
services  is  changing.  No  longer  does  he  regard  public  provision  of  a service  as  tainted 
i™  the  Poor  Law.  Far  from  wanting  to  avoid  such  services  when  he  needs  them 
ho  regards  them  as  available  to  him  and  his  family  as  of  right,  having  made  his 
contribution  through  insurance  and  taxation. 


4.  This  changed  social  attitude  is  well  shown  in  regard  to  the  use  made  of  the 
institutional  care  of  mentally  defective  children. 


5 Before  the  last  war  nearly  alt  the  children  admitted  to  mental  deficiency  hospitals 
were  under  Section  6 of  the  Mental  Deficiency  Act  and  the  majority  were  of  necessity 
dealt  with  by  the  local  authority  as  technically  “neglected  , abandoned  or  cruelly 
treated  Even  where  the  admission  was  stated  to  be  on  parents  representation  and 
the  parent  signed  a form  of  consent,  the  whole  procedure  was  often  resented  by  the 
parents  as  once  the  magistrate  signed  the  order  they  felt  they  had  lost  all  right  to 
deal  with  their  child.  As  a result  the  majority  of  the  children  admitted  were  from 
the  poorest  families  and  the  administrative  set-up  was  of  necessity  one  which  catered 
for  the  least  co-operative  parents. 


Effect  of  National  Health  Service 

6 A complete  change  in  the  attitude  of  parents  has  come  about  with  the  new  health 
service  We  now  have  a complete  cross  section  of  the  population,  rich  and  poor, 

: _ nri.  no  a Jt  tic  nf  rittht  nnri  tnftV  Rftf*.  MO  fftaSOH 


service,  we  now  nave  a compile  uwa  w-uw  1 j Vu  ’ — ' : 

using  the  same  service.  They  expect  to  use  it  as  of  right  and  they  see  no  reason 
for  the  (to  them)  apparently  arbitrary  legal  provisions  used  hitherto.  . Parents,  wish 
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to  retain  their  responsibility  for  their  children  and  do  not  expect  to  abandon  this  as 
the  price  they  have  to  pay  for  using  such  a service  as  that  provided  for  their  child 
at  a mental  deficiency  hospital. 

7.  This  is  confirmed  by  the  admissions  to  the  Fountain  Hospital  in  the  years  1950- 
1954  (see  appendix)  during  which  period  less  than  10  per  cent,  of  the  patients  were 
admitted  under  Section  6.  The  majority  were  either  admitted  temporarily  or  were 
dealt  with  under  Section  3,  i.e.  placed  by  parents  without  a magistrate’s  order.  By 
what  appears  to  be  a curious  anomaly,  all  the  children  admitted  under  Section  3 are 
nevertheless  certified  and  dealt  with  by  two  magistrates  and  the  Board  of  Control 
at  the  end  of  the  first  year,  and  the  legal  distinction  between  children  under  Sections  3 
and  6 becomes  rather  vague  as  time  passes. 

8.  It  is  generally  accepted  that  legally  all  children  are  under  the  control  of  their 
parents  and  if  a child  needs  to  go  to  a hospital  for  pneumonia,  appendicitis  or 
measles  no  magistrates’  order  is  made  to  detain  him  there  against  his  will  and  no 
Board  of  Control  official  visits  and  inspects  the  hospital  or  deliberates  as  to  whether 
the  child  is  properly  detained  whether  it  be  in  a children’s  hospital  or  a hospital  for 
infectious  diseases. 

Procedure  for  voluntary  admission  of  children  under  5 

9.  We  suggest  that  the  great  majority  of  children  under  5 years  requiring  care  in 
mental  deficiency  hospitals  could  be  admitted  without  any  legal  formality  provided 
it  is  established : — 

That  the  child  is  deemed  to  be  mentally  defective  and  recommended  as  suit- 
able for  admission  by  two  medical  practitioners,  one  of  whom  should  be  required 
to  have  had  clinical  experience  in  mental  deficiency  and  the  other,  whenever 
possible,  should  be  the  patient’s  family  doctor. 

10.  The  admission  should  be  notified  by  the  Superintendent  of  the  hospital  to  the 
local  health  authority  in  order  that  the  authority  shall  know  of  his  whereabouts. 

11.  This  procedure  would  parallel  the  case  of  a child  with  pneumonia  or  measles 
going  into  the  appropriate  hospital.  The  child  could  then  be  removed  at  the  parents’ 
request  just  as,  presumably,  the  child  can  be  removed  from  any  ordinary  children’s 
hospital.  If  it  was  done  against  medical  advice,  the  parent  would  be  required  to 
sign  the  usual  form  and  to.  accept  the  consequences. 

1 2.  We  recommend  further : — 

That  on  attaining  the  age  of  5 years,  every  child  in  a mental  deficiency 
hospital  should  be  referred  to  the  appropriate  School  Medical  Officer  for  exami- 
nation, if  such  an  examination  had  not  taken  place  shortly  before  admission,  in 
order  to  ensure  that  if  there  is  any  doubt  as  to  his  educability  he  shall  be  given 
a trial  in  school. 

1 3.  Such  examination  would  be  in  addition  to  the  routine  reconsideration  of  cases 
as  required  under  Sections  11  and  12. 

Function  of  Children’s  Officers  in  relation  to  “ deprived  ” mentally  defective  children 

14.  A Children’s  Committee  assumes  responsibility  for  a child  under  the  Children 
Act,  1948,  on  the  ground  that  he  or  she  is  orphaned  or  abandoned,  or  that  the 
parents  are  unfit  or  unable  to  take  care  of  him.  Such  a child  may  then  be  placed 
by  the  Children’s  Officer  in  a home,  a foster-home  or  a residential  nursery,  or  in  a 
hospital  if  special  medical  treatment  is  required.  If,  however,  a child  needing  to  be 
dealt  with  in  such  circumstances,  is  mentally  defective,  the  Children’s  Officer’s 
responsibility  ceases  once  the  case  comes  “under  control  of  any  person  or  authority 
under  the  provisions  of  the  Mental  Deficiency  Acts.” 

15.  This  distinction  is  emphasised  when  a mentally  defective  child  is  a member  of 
a family  in  which  there  are  other  children  needing  care,  and  we  feel  that  there  is 
much  to  be  said  for  giving  the  Children’s  Officer  an  overall  responsibility  enabling 
him  to  act  in  loco  parentis  alike  for  the  mentally  defective  child  as  for  his  normal 
siblings.  This  contact  would  not  affect  the  statutory  duties  of  the  local  health 
authority  in  regard  to  such  a child  and  would  be  maintained  whether  or  not  he 
is  sent  to  an  institution.* 

* We  appreciate  the  difficulties  created  by  the  present  lack  of  institutional  accommodation 
but  this  does  not  affect  our  argument. 
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16.  We  therefore  recommend : — 

That  once  the  Children’s  Officer  has  the  care  of  a mentally  defective  child  the 
embargo  now  imposed  by  Section  8 of  the  Children  Act  should  be  removed  and 
that  he  should  be  able  to  place  him  under  Section  3 of  the  Mental  Deficiency 
Act  (or  its  equivalent)  in  lieu  of  the  parent  thereafter  continuing  to  act  on  the 
child’s  behalf  and  to  accept  responsibility  for  his  future  welfare. 

17.  We  recognise  that  in  certain  circumstances,  e.g.  in  the  case  of  a gravely 
neglected  mentally  defective  child  whose  parents  actively  oppose  institutional  care, 
procedure  by  petition  will  continue  to  be  necessary,  but  even  in  such  cases  we  see 
no  reason  why  the  Children’s  Officer  should  not  act  in  loco  parentis  and  maintain 
contact  with  the  child  throughout. 

18.  In  short,  our  contention  is  that  Children’s  Officers  should  assume  respon- 
sibility for  the  deprived  mentally  defective  child  equally  with  his  normal  brothers 
and  sisters  whether  or  not  institutional  care  is  found  to  be  necessary. 

Appendix 


Children  admitted  to  Fountain  Hospital 


Direct  Admissions 

1950 

1951 

1952 

1953 

1954 

Total 

Under  Section  6 

18 

9 

13 

13 

0 

53 

Under  Section  3 

95 

47 

108 

60 

62 

372 

Temporary  (short-stay 
care)  

3 

8 

36 

74 

45 

166 

116 

64 

157 

147 

107 

591 

Less  than  10  per  cent,  of  direct  admissions  to  the  Hospital  in  the  past  4 years  have  been 
certified. 


Additional  recommendation  on  “ approved  homes  ” 

Representations  have  been  made  to  us  that  the  term  “ approved  homes  ” frequently 
causes  distress  to  parents  owing  to  its  association  in  their  minds  with  approved 
schools  and  consequently  with  delinquency. 

We  suggest:  — 

That  this  term  should  be  changed,  possibly  to  “ recognised  ” home. 

n.  MEMORANDUM  ON  THE  CARE  OF  THE  AGED  SUFFERING  FROM 
MENTAL  ILLNESS  OR  MENTAL  INFIRMITY 

Introduction 

1.  A study  of  this  subject  arose  from  the  suggestion  that  there  should  be  a 
special  form  of  certification  for  senile  patients  who  required  detention  in  a mental 
hospital  because  of  the  degenerative  processes  of  old  age.  It  was  decided  that 
such  patients  should  not  be  treated  differently  from  others,  should  they  require 
admission  to  a mental  hospital,  but  that  the  whole  question  of  certification  required 
reviewing  (para.  11). 

2.  Our  recommendations  on  this  point,  therefore,  apply  to  all  types  of  psychiatric 
patients  (paras.  11-14). 

3.  It  was  decided  that  no  hard  and  fast  distinction  could  be  made  between  mental 
illness  and  mental  infirmity  in  old  people,  but  that  the  latter  term  had  a practical 
use  in  describing  those  senile  patients  who  could  properly  be  cared  for  outside  a 
mental  hospital  (paras.  9 and  21).  Their  problem  was  so  entwined  with  the  question 
of  suitable  accommodation  that  this  subject  had  to  be  included  in  the  memorandum 
(para.  27). 

4.  The  National  Association  for  Mental  Health  has  a particular  interest  in 
residential  care  for  the  aged,  since  it  runs  a home  for  old  ladies  suffering  from 
mental  infirmity  but  not  requiring  mental  hospital  treatment. 
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5.  The  increasing  proportion  of  elderly  people  in  the  population,  and  the  many 
social  changes  which  have  tended  to  make  families  unable  to  care  for  their  old 
relatives  have  extended  and  made  more  urgent  the  problems  relating  to  seniles. 

6.  Physical  infirmity  of  one  kind  or  another  is  expected  as  age  advances  and 
this  is  often  associated  with  symptoms  of  mental  deterioration.  Such  symptoms 
cannot  be  simply  grouped  as  senile  changes  because  mental  disorders  in  the  aged 
are  much  more  diverse  in  origin  and  in  symptoms  than  is  commonly  recognised. 
They  may  include : — 

(a)  The  recurrence,  or  more  rarely  first  appearance,  of  a typical  psychosis, 
and  such  an  attack  may  follow  the  same  course  as  in  younger  patients,  and 
end  in  remission  or  recovery. 

( b ) Serious  mental  illness  due  to  degeneration  requiring  mental  hospital  treat- 
ment and  expert  nursing. 

(c)  Milder  degenerative  conditions  which  may  be  described  as  mental  infirmity. 

They  cover  a wide  range  from  mild  lapses  of  memory  to  slight  confusion 
and  mental  wandering. 

7.  The  type  of  accommodation  and  care  required  varies  according  to  individual 
need  and  there  is  lack  of  wisdom  in  the  too  rigid  grouping  of  all  persons  over 
the  age'  of  say  70  or  75  as  “ seniles  ”,  and  planning  the  same  provision  for  them 
all.  In  some  cases  unnecessary  restrictions  are  placed  on  those  who  could  well 
be  more  independent,  and  in  others  there  are  unsuitable  groupings  of  differing 
personalities. 

8.  Certain  clinical  characteristics  of  aged  patients  should  be  kept  in  mind  as 
they  create  many  administrative  and  nursing  difficulties:  — 

( a ) There  is  no  sharp  line  of  demarcation  between  mental  illness  and  mental 
infirmity,  and  the  same  patient  may  appear  properly  classifiable  in  either 
category  on  different  days,  or  even  at  different  times  on  the  same  day. 

( b ) Senile  patients  may  tend  to  be  worse  at  night,  indeed  their  mental  disorder 
may  reveal  itself  only  at  night.  This  is  a very  serious  matter  for  the 
rest  of  the  household  or  hospital  ward,  who  may  become  worn  out  with 
loss  of  sleep. 

(c)  Even  the  very  aged  and  frail  may  be  extremely  hard  to  control.  Old 

people  are  commonly  more  resistant  and  difficult  with  their  own  relatives 
than  with  strangers. 

id)  Certain  conditions  often  associated  with  old  age  cause  difficulties  in  home 
care  or  nursing.  Bladder  incontinence  is  a frequent  complaint.  The 
brittle  bones  of  age  arouse  fear  of  falls,  and  also  make  any  restraint,  which 
may  in  some  cases  be  necessary,  a grave  problem. 

9.  Amongst  these  elderly  patients  are  some  who,  however  good  the  environment, 
disrupt  the  routine  of  the  ordinary  old  people’s  homes,  or  disturb  and  distress 
their  families  or  landladies.  They  may  give  rise  to  fear  of  accidents  through 
carelessness  or  forgetfulness  in  the  use  of  gas  points  or  candles,  and  all  such 
patients  create  anxieties  in  those  who  care  for  them  at  home.  Where  they  can 
properly  be  cared  for  outside  a mental  hospital,  for  the  purpose  of  this  memorandum 
we  have  called  them  the  mentally  infirm,  and  they  are  dealt  with  in  Part  2.  We 
have  differentiated  them  from  the  senile  patient  who  is  mentally  ill  (Part  1)  and 
who  does  require  admission  to  a mental  hospital.  Here  we  would  stress  the 
importance  of  adequate  psychiatric  investigation  and  diagnosis  including  a full 
report  from  a trained  psychiatric  social  worker,  either  through  psychiatric  out- 
patient departments,  or  the  use  of  short-stay  annexes. 

Part  1.  The  senile  patient  who  is  mentally  ill 

10.  It  must  be  admitted  that  a certain  stigma  is  still  attached  to  persons  certified 
as  of  “ unsound  mind  ” under’  the  Lunacy  Act,  and  hardship  may  ensue  for  their 
families  where  this  has  to  be  revealed  in  applying  for  emigration  or  for  admission 
to  certain  professions  or  for  insurance  policies.  Frequently  an  acute  confusional 
state  in  an  old  person  occurs  only  just  before  death,  and  the  patient  may  live 
for  only  a few  weeks  after  being  certified. 
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1 1 The  Magistrates’  Association’s  resolution  proposing  a special  form  of  certifi- 
cation under  some  other  Act  for  patients  over  the  age  of  70  who  are  su  ierrag 
from  a mental  illness,  was  carefully  considered,  but  it  was  suggested  that  it  was 
undesirable  to  create  a special  class  of  certified  patient  in  mental  hospitals.  Rather 
it  would  be  better  to  revise  the  procedure  for  removal  of  noil-volitional  patients 
to  hospital.  The  following  recommendations  were  then  made: 

(a)  Temporary  treatment  in  order  to  avoid  “ certification  ... 

All  cases  recommended  by  a doctor  for  admission  to  a mental  hospital  who 
are  not  suitable  for  voluntary  treatment  should,  in  the  first  instance,  be  admitted 
as  remnorary  patients  under  the  Mental  Treatment  Act,  1930, . amended 
fn  certain  respects.  Deletion  was  suggested  of  the  following  clause  in  Section 
m certain  resp  . j t0  benefit  ,by  temporary  treatment  but  is  for  the 

time  being  incapable  of  expressing  himself  as  willing  or  unwilling  to  receive 
S treatment  . The  amendment  would  enable  old  peop  e m the  same 
wav  as  patients  of  other  ages  suffering  from  mental  illness  to  be  included  in 
fteV temporary  category,  and  avoid  certification. . Temporary  treatment  without 
TrtifiSn Should  be  available  for  one  year  (instead  of  6 months)  with  he 
ceinpcaiion  suulii  second  year.  If  at  the  end  of  that  period  the 

possibility  °f  ®xt“  1,  ...  ‘ . required  detention  he  could  then  be  certified 

rofuZUd  mTnd‘^ ll?Ws%Toidur  would  apply  to  ail  categories  afid  ages 
of  patients  and  would  be  the  only  form  of  certification  for  mental  illness  to 
be  retained. 

(ft)  Voluntary  patients.  Procedure  to  remain  as  at  present. 

tc)  Certified  patients.  . . 

This  category  to  be  abolished,  except  for  illness  persisting  after  two  years 
temporary  treatment. 

(d)  Safeguards.  ..... 


have  theY  right  toP  ask  for  an  interview  with  a visiting  magistrate.  It  is 
remembered  that  his  relatives  have  the  right  to  remove  him  at  any  time  unless 
the  Medical  Superintendent  issues  a barring  certificate. 

Adeauate  medical  safeguards  were  held  to  exist  in  that  the  signatures  of  two 
doctors,  one  approved  for  the  purpose,  are  required  for  the  recommendation 
for  temporary  treatment. 


(e)  Protection  of  patients’  property.  . 

Frequently  it  is  the  property  of  the  patient  rather  than  the  patient  himself 
that  requires  legal  protection.  It  is  suggested  that  on  the  admission  of  a 
patient  qin  the  temporary  category  his  property  should  be  placed  under  the 
management  of  a single  individual,  as  provided  in  Section  116  (C) of  the  1890 
Lunacy  Act,  or  on  the  same  principle  as  a curator  boms  in  Scotland,  inese 
procedures  are  a valuable  protection  to  a patient,  and  the  appointment  of  a 
single  person  unconnected  in  any  way  with  the  patient  is  an  additional  safe- 
guard because  he  is  in  a general  position  of  trusteeship.  His  appointment 
should  be  secured  with  the  minimum  delay. 


Conclusion 

12  The  above  procedure  with  the  recommended  amendments  was  considered 
adequate  for  dealing  with  the  senile  patient  who  is  also  mentally  ill— and  it 
would  apply  to  cases  of  mental  illness  occurring  at  any  age. 

13.  It  is  to  be  appreciated  that  these  recommendations  are  limited  only  to  the 
cases'  of  old  people  who  suffer  from  a mental  illness.  The  practice  whereby 
senile  patients  who  are  not  mentally  ill,  but  are  merely  suffering  from  mild 
deterioration  due  to  old  age,  are  sent  to  mental  hospitals  in  order  to  secure 
accommodation  and  care,  which  is  otherwise  not  available,  is  deeply  deplored. 
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14.  Treatment  in  a mental  hospital  is  not  necessary  for  an  old  person  unless 
he  is  suffering  from  a mental  illness  and  therefore  should  not  be  considered  except 
when  ms  mental  condition  (and  not  physical  or  social  conditions)  requires  this 
specialised  form  of  medical  treatment. 

Part  2.  The  senile  patient  who  suffers  from  infirmity  of  mind 

15.  This  category  is  intended  to  include  the  aged  person  who,  though  not  suffering 
from  definite  mental  disorder,  yet  because  of  ageing  processes,  has  deteriorated 
mentally  so  as  to  be  no  longer  able  to  fend  for  himself.  He  may  be  forgetful, 
confused  at  times,  and  require  supervision  to  keep  himself  neat  and  clean  and 
nourished. 

16.  The  ordinary  accommodation  for  old  people  is  usually  unable  to  supply  the 
extra  supervision  and  individual  care  which  this  category  requires ; still  less  can 
the  family  or  landlady  continue  to  look  after  them.  Yet  emphatically  such 
patients  do  not  need  mental  hospital  treatment  and  every  effort  should  be  made 
to  keep  them  out  of  beds  which  are  urgently  needed  for  the  mentally  sick. 

17.  This  is  not  a question  merely  of  finding  suitable  accommodation  for  such 
cases  of  mental  infirmity,  for  if  we  exclude  them  from  mental  hospitals,  the 
machinery  for  appeal  and  protection  of  property  will  be  inapplicable,  we  must 
therefore  make  sure  that  adequate  safeguards  exist. 

18.  We  recommend  that  a procedure  similar  to  what  we  have  set  down  in  Part  1, 
paragraph  1 1 (c)  above,  should  be  carried  out  in  the  case  of  patients  suffering  from 
senile  infirmity  who  are  removed  to  institutions. 

19.  Not  only  may  this  type  of  patient  be  incapable  of  managing  his  affairs,  but 
he  may  require  removal  to  obtain  proper  care.  Persuasion  combined  with  kindness 
and  comfortable  conditions  is  usually  all  that  is  required  to  keep  the  senile 
patient  in  the  ward  where  he  has  been  placed,  but  he  may  resist  removal  from 
his  home  or  wander  after  admission,  and  powers  must  be  available  for1  dealing 
with  him.  Moreover,  infirm  old  people  are  very  often  very  easily  influenced  or 
put  upon,  and  need  protection  even  perhaps  from  friends  and  relatives. 

Removal  to  obtain  proper  care  when  necessary,  where  the  patient  is  unwilling  to 
co-operate. 

20.  Where  removal  to  suitable  premises  for  aged  persons  in  need  of  care  and 
attention  is  necessary,  but  the  patient  is  unwilling  to  co-operate,  provisions  might 
be  made  under  some  such  clause  as  that  found  in  Section  47  of  the  National 
Assistance  Act.  1948,  and  the  National  Assistance  Amendment  Act,  1951,  amended 
as  follows:' — 

(a)  Classes  of  persons  to  be  dealt  with  : — 

(i)  Aged  patients  who  are  suffering  from  grave,  long-term  illness,  which 
may  include  cases  of  mental  infirmity. 

(ii)  Those  who  are  aged  and  infirm  or  physically  incapacitated. 

(iii)  And  who  in  either  case  are  unable  to  devote  to  themselves,  or  are 
not  receiving  from  other  persons,  or  cannot  continue  so  to  receive,  proper 
care  and  attention. 

(b)  Additional  safeguards 

(i)  No  order  should  be  extended  without  the  further  evidence  of  the 
Medical  Officer  of  Health,  which  should  include  information  about  the 
social  conditions  as  well  as  medical  re-examination  of  the  patient.  This 
should  be  supported  by  a certificate  from  a magistrate  who  has  seen  the 
patient. 

(ii)  Application  for  the  revocation  of  an  order  should  be  permissible 
on  seven  days’  notice  (instead  of  after  six  weeks  as  at  present).  This 
would  require  only  slight  modification  of  existing  legislation.  Alternatively 
new  provisions  for  this  purpose  might  be  introduced  under  the  Public 
Health  Service  Acts. 
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21  Note  —The  Lunacy  and  Mental  Treatment  Acts  are  not  appropriate  for 
dealing  with  the  simple  mental  and  physical  infirmities  of  old  age,  nor  does  the 
National  Health  Service  Act  as  implemented  at  present  fully  cover  the  needs  of 
such  persons  If  long-stay-annexes  as  described  in  Ministry  of  Health  Circular 
R H B (50)  26  were  everywhere  available  and  adequately  staffed,  they  would  go  a 
Iom  way  to  solving  the  problem,  but  additional  types  of  accommodation  would 
long  way  io  solving  u removal  might  be  made  as  suggested  under  the 

National  Assistance  Act,  but  as  it  is  largely  a matter  of  public  health,  the  Public 
Health  Acts  might  be  amended  to  give  fuller  powers  to  the  Medical  Officer  of 
Health  to  provide  for  the  care  of  the  aged  who  suffer  from  infirmity  and  fail  to 
co-operate  The  primary  question  is  the  health  and  well-being  of  the  patient, 
and  the  whole  matter  turns  not  on  the  procedure  but  on  the  question  of  suitable 
accommodation. 


Accommodation  ... 

22  The  present  crisis  over  the  lack  of  accommodation  for  old  people  is  due 
not  so  much  to  absolute  lack  of  beds  and  staff,  but  unsuitable  use  of  the  existing 
accommodation.  Hospital  is  not  the  right  place  for  an  old  person  unless  ill,  yet 
a high  proportion  of  beds  in  general  and  mental  hospitals  are  taken  up  by 
patients  over  the  age  of  65.  Special  homes  are  opened  for  old  people  but  often 
thev  hasten  to  discharge  any  resident  who  shows  signs  of  mental  deterioration. 
We  speak  in  terms  of  “beds”  and  “patients”,  whereas  doctors  encourage  most 
old  people  to  be  up  and  doing.  Geriatric  units  practise  rehabilitation,  and  teach 
us  that  the  old  should  stay  at  work  as  long  as  possible  and  contribute  to  social 
life  through  clubs  and  community  activities.  Accommodation  should  be  matched 
to  this  new  understanding  of  the  needs  of  the  old,  even  when  there  is  some  infirmity 
of  mind. 


23  For  those  old  people  who  are  suffering  from  mental  deterioration  through 
age  yet  who  do  not  require  mental  hospital  treatment,  various  types  of  special 
accommodation  may  be  needed.  If  they  can  no  longer  be  cared  for  in  their  own 
homes  nor  in  the  ordinary  homes  for  old  people,  they  will  require  appropriate  care 
based  on  an  understanding  of  their  special  needs.  Some  patients  may  be  difficult 
to  manage  unless  they  are  treated  with  this  understanding  care.  Careful  investi- 
gation and  diagnosis  (which  may  well  be  carried  out  in  a short-stay  annexe  to  a 
geriatric  unit)  should  precede  any  placement  in  special  accommodation. 


24.  Special  accommodation  will  be  needed  for  the  following  types  of  patient:— 

(i)  The  mentally  infirm  who  can  be  persuaded  to  enter  special  accommodation, 

and  to  be  co-operative  enough  in  an  environment  suited  to  their  condition. 

(ii)  Those  patients  who,  though  they  cannot  be  adequately  looked  after  in  their 

own  homes  or  ordinary  old  people’s  homes,  are  unwilling  to  leave  them 
so  that  powers  of  removal  have  to  be  used  (see  paragraph  20  (4)). 

(iii)  Patients  whose  mental  condition  on  discharge  from  mental  hospital  makes 
them  still  unsuitable  for  living  in  an  ordinary  community. 

(iv)  Patients  who  on  discharge  from  mental  hospital  have  no  homes  to  go  to 
yet  could  be  rehabilitated  for  living  in  the  community. 


05  in  all  such  special  accommodation  more  staff  may  be  necessary  than  in  the 
ordinary  units  for  old  people,  these  need  not  all  be  trained  nurses,  but  the  senior 
staff  should  have  mental  nursing  qualifications.  Except  for  the  higher  posts  per- 
sonnel of  the  nursing  attendant  type  could  largely  be  used  All  staff  should 
have  special  training  for  work  with  this  type  of  patient,  in  order  that  they  should 
have  a sympathetic  understanding  of  the  persons  under  their  care. 

26  The  extent  and  type  of  accommodation  provided  should  not  be  fixed  too 
rigidiy  at  the  present  time.  It  may  be  worth  emphasising  that  all  measures  for  the 
aged  should  aim  at  increasing  administrative  elasticity,  co-operation  between  depart- 
ments, ease  of  transfer  of  patients  from  one  category  to  another.  At  all  levels 
technical  advice  from  doctors,  nurses  and  social  workers  should  be  taken  on  the 
framing  of  regulations. 
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27.  Further  research  is  required  not  only  in  discovering  the  right  type  of  accom- 
modation and  the  likely  proportion  of  elderly  patients  requiring  the  various  types 
of  facility,  but  also  in  ascertaining  the  cause  of  the  mental  symptoms,  whether 
due  to  a previous  mental  instability,  physical  disease,  or  solely  to  the  changes 
of  old  age. 

28.  In  conclusion,  it  is  felt  that  the  need  for  research  and  experiment  is  more 
urgent  than  further  surveys  of  existing  facilities.  The  numbers  of  elderly  people 
and  the  age-groups  to  which  they  belong  are  easily  ascertained,  but  the  grouping 
of  aged  persons  according  to  their  needs,  and  the  type  of  accommodation  best 
suited  to  each  category  demands  study  and  field  trials.  In  the  meantime  as  much 
latitude  as  possible  should  be  given,  in  order  that  experiments  may  be  assessed 
by  research  methods.  At  the  present  time  it  would  be  most  undesirable  to  create 
rigid  patterns  of  accommodation. 

Summary 

29.  For  practical  purposes  a distinction  may  be  made  between  the  aged  who 
suffer  from  mental  illness  and  need  admission  to  a mental  hospital,  and  the  mentally 
infirm  who  can  properly  be  cared  for  outside  the  mental  hospital  service. 

30.  Since  this  distinction  involves  decisions  as  to  treatment  and  forms  of  care, 
it  is  of  the  utmost  importance  that  a full  investigation  should  be  made  in  each 
case  and  expert  diagnosis  be  available.  Residential  observation  as  in  a short-stay 
annexe  may  be  necessary. 

31.  The  suggestion  is  made  that  no  certification  under  the  Lunacy  Act  should 
be  made  of  an  aged  person,  except  if  necessary  after  two  years’  temporary  treatment. 
Present  legal  safeguards  are  considered  adequate  with  the  addition  of  further  pro- 
vision for  the  care  of  the  patient’s  property,  which  should  be  promptly  and  auto- 
matically applied. 

32.  Where  powers  for  the  removal  of  a mentally  infirm  patient  become  necessary, 
these  should  be  under  some  such  clause  as  Section  47  of  the  National  Assistance 
Act  (with  some  modifications)  or  might  be  provided  under  an  adaptation  of  the 
Public  Health  Act. 

33.  Different  types  of  special  accommodation  are  recommended  to  meet  the  needs 
of  old  people  who  are  mentally  infirm  or  who  have  been  discharged  improved  but 
not  wholly  recovered  from  mental  hospital. 

Recommendations 

34.  For  ease  of  discussion,  the  recommendations  implicitly  contained  in  the 
memorandum  on  the  aged  are  here  set  out  in  a numbered  sequence.  References 
are  to  the  relevant  paragraphs  in  memorandum  II:  — 

(1)  Adequate  psychiatric  investigation  and  diagnosis  should  precede  all 
decisions  as  to  the  care  of  aged  persons  suffering  from  any  mental  disorder 
and  only  those  who  cannot  be  appropriately  cared  for  elsewhere  should  be 
sent  to  mental  hospitals  (para.  9). 

(2)  Admission  to  a mental  hospital  (paras.  13  and  14)  should  be  as:  — 

(i a ) Temporary  patients : Arrangements  should  be  made  as  at  present 
except  that  there  should  be  no  restriction  as  to  the  patient  being  likely 
to  benefit  from  treatment,  or  as  to  being  non-volitional.  Temporary 
treatment  should  be  available  for  one  year,  with  the  possibility  of  extension 
for  a second  year  (para.  11a). 

( b ) Voluntary  patients:  Procedure  to  remain  as  at  present  (para.  11b). 

(c)  Certified  patients : This  category  to  be  abolished,  except  for  illness 
persisting  after  two  years’  temporary  treatment  (para.  11c). 

(d)  Safeguards : In  addition  to  the  existing  safeguards,  all  categories  of 
patients  should  have  the  right  to  ask  for  an  interview  with  a visiting 
magistrate  (para.  lid). 
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(e)  Protection  of  property:  On  the  admission  of  a patient  to  a mental 
hospital  as  a temporary  patient,  his  property  should  be  immediately  placed 
under  the  management  of  a single  individual  appointed  tor  the  purpose 
(para.  lie). 

(3)  Admission  to  special  accommodation  for  the  mentally  infirm,  who  can 
properly  be  cared  for  otherwise  than  in  a mental  hospital. 

(Transfer  to  special  accommodation  should  be  effected,  where  possible,  by 
permission  and  without  formality.)  (para.  19.) 

(a)  Where  removal  is  necessary  for  aged  persons  in  need  of  care  and 
attention,  which  they  are  not  able  to  obtain  in  their  own  homes,  and  they 
are  not  willing  to  co-operate,  provisions  might  be  made  under  some  modi- 
fication of  the  National  Assistance  Act,  Section  47,  or  under  an  adaptation 
of  the  Public  Health  Act  (para.  20). 


(b)  Safeguards : Application  for  revocation  of  an  order  should  be 
permissible  on  seven  days’  notice.  No  order  should  be  extended  without 
further  evidence  from  the  Medical  Officer  of  Health,  which  should  include 
information  about  the  social  conditions  as  well  as  a medical  re-examination 
of  the  patient.  This  should  be  supported  by  a certificate  from  a magistrate 
who  has  seen  the  patient  (paras.  20b  (ii)  and  21). 


(c)  Protection  of  property  : On  the  removal  of  a senile.  patient  to  an 
institution,  his  property  should,  without  delay,  be  placed  in  the  care  of 
an  individual  appointed  for  the  purpose  (para.  IK). 

(4)  Special  accommodation : This  should  be  provided  for  the  mentally  infirm 
in  a variety  of  settings  and  with  great  flexibility  of  arrangements,  so  that  the 
best  use  could  be  made  of  facilities  to  meet  the  needs  of  the  individual  patient 
(paras.  21-24). 

(a\  Different  types  of  accommodation  would  be  required  for  the  different 
categories  of  patients  and  in  all  the  emphasis  should  be  on  rehabilitation 
and  the  maintenance  of  contacts  with  the  community  (paras.  23-24). 


(6)  Staffing  may  need  to  be  generous  and  the  senior  staff  should  have 
mental  nursing  qualifications,  but  nursing  attendants  could  satisfactorily 
be  used  as  well  (para.  25). 


(c)  Research  and  field  trials  are  required  to  discover  the  best  ways  of 
grouping  aged  patients  and  the  types  of  accommodation  and  care  best 
suited  to  their  individual  needs  (paras.  27-28). 

(d)  Co-operation  between  government  departments,  voluntary  bodies  and 
all  technical  experts  and  workers  in  the  field  of  care  for  the  aged  should 
be  effective  at  every  level. 


III.  MEMORANDUM  ON  AGGRESSIVE  PSYCHOPATHS 
Introduction 

1 The  problem  of  the  aggressive  psychopath  who  cannot  be  detained  in  hospital 
for  ’ treatment  although  it  is  known  that  he  will  commit  further  crimes,  has  been 
brought  to  the  attention  of  the  Association  by  an  experienced  Medical  Superinten- 
dent (paras  5 and  6).  Our  experience  in  carrying  out  the  after-care  scheme  had 
also  made  us  familiar  with  individual  cases  where  patients  were  repeatedly  in 
trouble  and  their  families  and  the  community  suffered  from  their  anti-social  acts, 
yet  there  were  no  powers  to  deal  with  the  type  of  abnormality  diagnosed  (para.  17). 
In  spite  of  the  medical  and  legal  difficulties  involved,  the  working  party  felt  it 
urgent  to  make  recommendations  because  of  the  serious  consequences  of  the 
behaviour  of  aggressive  psychopaths  left  unrestricted  and  untreated  (paras.  7,  8 
and  20). 

2.  The  scope  of  this  memorandum  is  limited  to  the  aggressive  psychopath  who 
has  committed  at  least  one  indictable  offence.  It  was  realised  that  at  the  present 
stage  of  knowledge  it  would  not  be  possible  to  go  further  than  to  suggest  special 
powers  for  dealing  at  an  early  stage  with  an  offender  already  found  guilty  by 
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a Court,  which  is  then  satisfied  that  he  is  suffering  from  a mental  abnormality  and 
is  an  aggressive  psychopath.  The  dilemma  of  the  uncertain  length  of  period 
during  which  treatment  would  be  necessary,  and  the  dislike  of  an  indeterminate 
sentence,  was  faced  and  a compromise  sought.  It  was  hoped  that  in  at  least  some 
cases  the  period  of  the  maximum  sentence  for  the  offence  and  the  needs  of  treatment 
would  coincide  (para.  21). 

3.  At  the  instigation  of  Dr.  Louis  Minski,  Medical  Superintendent  of  Belmont 
Hospital,  the  National  Association  for  Mental  Health  set  up  a Committee  to 
consider  the  problem  of  the  aggressive  psychopath.  A number  of  leading 
psychiatrists  met  for  discussion  of  the  subject  and  later  were  assisted  by  some 
eminent  legal  experts. 

4.  Their  findings  are  considered  of  sufficient  importance  to  be  included  in  the 
evidence  submitted  to  the  Royal  Commission. 

The  problem 

5.  Aggressive  psychopaths  are  a danger  to  the  public,  are  constantly  in  trouble, 
and  do  not  respond  to  ordinary  methods  of  treatment  of  correction.  Alterations 
in  legal  provisions  are  considered  necessary  to  protect  the  community  from  the 
aggressive  psychopath  and  to  ensure,  for  his  own  good,  that  he  might  be  detained 
for  treatment  as  long  as  is  necessary. 

6.  It  is  now  generally  agreed  amongst  psychiatrists  that  aggressive  psychopaths 
can  in  some  instances  be  ascertained,  that  they  are  not  certifiable  as  mentally 
deficient  nor  as  insane  but  suffer  from  an  abnormal  condition  of  mind,  and  persist 
in  anti-social  acts.  They  are  not  co-operative,  so  are  not  suitable  for  treatment 
as  voluntary  patients,  and  they  do  not  respond  to  the  usual  training  and  rehabilita- 
tion schemes  available.  Little  can  be  predicted  about  them,  except  repeated 
violence  or  crime. 

7.  Experienced  Medical  Superintendents  are  concerned  that  they  cannot  detain 
such  patients  in  hospital,  although  they  know  that  they  will  commit  acts  of  violence 
on  discharge,  and  in  some  cases  subsequent  murders  have  justified  their  worst 
fears.  Psychiatrists  believe  that  some  of  these  crimes  could  be  prevented  by 
diagnosing  and  segregating  the  aggressive  psychopath  at  an  earlier  stage  in  his 
career. 

Scope  , 

8.  The  term  psychopath  covers  a wide  range  of  mental  abnormality,  ranging 
from  the  inadequate  and  feeble  personality  to  the  aggressive.  It  is  suggested  that 
the  present  recommendation  should  be  limited  to  the  aggressive  psychopath  who 
has  committed  at  least  one  indictable  offence.  When  convicted,  the  Court  should 
have  power  to  refer  him  for  examination  by  a panel  of  specially  appointed 
psychiatrists,  to  see  whether  he  is  subject  to  be  dealt  with  under  the  proposed 
legislation.  (Some  such  procedure  might  be  used  as  Section  8 of  the  Mental 
Deficiency  Act,  1913,  by  which  a mental  defective  found  guilty  of  an  offence  can 
be  sent  to  an  institution  by  the  Court.) 

9.  It  is  realised  that  some  psychopathic  offenders,  after  repeated  crimes  will 
qualify  for  preventive  detention  under  the  Criminal  Justice  Act.  One  of  the 
objects  of  this  memorandum  is  to  suggest  that  they  might  be  diagnosed  at  an 
earlier  stage,  perhaps  after  a first  serious  offence  has  brought  them  before  the 
Court,  in  order  that  they  may  be  given  appropriate  treatment  and  training  in  a 
restricted  environment. 

Definition 

10.  A psychopath  is  a person  who  though  not  certifiable  as  of  unsound  mind  nor 
mentally  defective,  yet  shows  strong  abnormal  characteristics.  For  a prolonged 
period,  and  usually  from,  an  early  age,  he  has  shown  disturbance  of  the  emotions 
but  not  necessarily  of  the  intellect. 
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, Jo  nnp  whose  abnormal  condition  of  the  mind 

11.  A psychopathic  o^der  is  environment  and  results  in  irresponsible 

causes  an  inability  _ to  adapt  t anti-social  acts.  His  history  shows  him 

behaviour  and  persistent  agj^es  . ™ li  ht  of  experience,  nor  does  he  respond 

Tthe6  or  puilmen t,  a/d  in  fact  his  conduct  may  be 

agfr£ed  by  Iv™'  •<,  ouch  that  for  his  own  protection,  or  for  the  protection 
of  otes,  ifS  Sable  tto  he  be  dealt  with  under  the  provision  of  the  proposed 

Bill. 


Medical  certificates  ,,  , re£errecj  ty  the  Court  for  detention  during 

13.  No  aggressive  psych  P a medic!v]  practitioner  supported  by  two 

“aTeerSes  one  of  which  to  be  signed  by  a psychiatrist  approved  by  the 

H^TeT°ffiCe  the mfm Suggested  that  where  a Court  is  satisfied  by  the  medical 
If.  It  is,  ther®I°ie’  an  aggressive  psychopath,  it  should  make  an 

certificate  that  t e o Jetajne(£  £or  treatment  for  a period  up  to  the  maximum 
sTntnc^fm  fte  5 two  year,  T&  order  would  be  remittable 

at  any  time  on  the  advice  of  the  approved  psychiatns  . 

15  The  case  would  be  reviewed  periodically,  perhaps  every  year,  and  at  all 

the  ® an  interview  with  members  of  the  Hospital  Management 

CommitTeeed1^ 32*  provided  for  the  protection  of  the  patient’s 
property,  as  under  the  Court  of  Protection.  _ , . . 

ifi  Treatment  would  probably  have  to  last  for  a long  time  since  by  definition 
thl  condfi  rt  of  long  Standing  and  difficult  to  modify.  Certain  methods  of 
crou^  treatment  in  a specially  arranged  community  have  proved  encouraging  for 
gioup  ■{*.  t , ¥ 1 rt  that  there  is  often  a lessening  of  aggression  after 

theleagCe  of  35  orV  so  that  if  some  psychopaths  can  be  detained  until  that  age 
they  may  become  fit  for  discharge. 

1 7 While  viewing  with  reluctance  the  prospect  of  segregating  for  long  perio  s 
aggressive  psychopaths,  it  yet  appears  both  better  for  the  patient  and  for 
sooety  to  prevent  him  from  committing  further  serious  crime  and  to  protect 
society. 


Nature  of  the  treatment  . 

18  A “prison-hospital”  rather  than  a “hospital  prison  is  envisaged  for  treat- 
ment as  the  aggressive  psychopath  is  considered  as  a patient  rather  than  as  a 
prisoner  The  East-Hubert  institution  may  well  provide  valuable  experience,  bill 
nnt  all  its  inmates  will  be  aggressive  psychopaths,  and  it  is  thought  that  these  may 
require 1 a Ispeciaf  environment  to  allow  for  opportunity  for  dealing  with  then 
abnormality. 


inormanty. 

19.  Special  units  might  be  set  up  to  provide  the  treatment  required  in  a setting 
of  social  re-education  and  training  for  employment. 


Conclusion  _ , 

20  The  aggressive  psychopath  who  has  committed  a serious  ofience  is  an  abnormal 
person  who  damages  society,  brings  suffering  to  his  family  and  trouble  to  himself 
Powers  are  sought  to  safeguard  the  community,  protect  him  from  himself,  and 
provide  the  heft  possible  getting  for  treatment  and  readjustment  o society 
Adequate  safeguards  for  his  liberty  as  an  individual,  the  protection  of  his  property 
and  periodic  reviews  of  the  necessity  for  his  detention  should  be  established, 

21  No  attempt  should  be  made  to  shield  the  aggressive  psychopath  from  the 
ennseouence  of  his  acts,  except  that  he  should  serve  his  sentence  in  a special 
hospital  rather  than  in  an  ordinary  prison.  Far  from  a defence  of  aggressive 
psychopathy  being  an  escape  from  punishment,  if  successful  it  Plight  cause  the 
Offender  to  be  segregated  for  the  period  of  the  maximum  sentence  for  his  crime. 
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22.  On  the  other  hand,  the  aggressive  psychopath,  who  is  recognised  as  mentally 
abnormal  and  treated  as  such,  may  be  spared  a life  of  repeated  imprisonments  and 
punishments  which  fail  to  improve  his  condition.  For  his  sake  as  much  as  for  the 
community’s,  we  need  to  recognise  this  as  a psychiatric  problem. 

23.  Cases  ascertained  as  requiring  detention  during  treatment  would  be  compara- 
tively rare,  but  legislation  for  this  purpose  is  nevertheless  necessary  since  they 
present  a serious  social  problem  out  of  proportion  to  their  numbers.  These  recom- 
mendations would  follow  practice  on  the  Continent,  except  in  Denmark  which 
allows  the  indeterminate  sentence. 

Recommendations 

24.  The  recommendations  here  set  out  are  drawn  from  the  text  of  the 
memorandum : — 

(1)  Changes  in  legislation  should  be  made  in  order  to  permit  of  detention 
during  treatment  of  aggressive  psychopaths  who  have  committed  an  indictable 
offence.  Such  cases  would  be  rare  but  provision  should  be  made  because  of 
the  acute  social  problem  presented. 

(2)  A working  definition  should  be  built  to  satisfy  legal  and  medical  experts 
that  an  aggressive  psychopath  can  be  ascertained  from  the  abnormal  charac- 
teristics, existing  from  an  early  age,  which  result  in  persistent,  anti-social 
conduct,  unmodified  by  training  or  experience  (paras.  10-12.) 

(3)  Examination  by  a specially  appointed  panel  of  psychiatrists  should  be  in 
the  power  of  the  Court  to  arrange,  when  a person  convicted  of  an  indictable 
offence  is  suspected  of  being  an  aggressive  psychopath  (para.  8). 

(4)  Aggressive  psychopaths  before  the  Court  should  be  diagnosed  at  an 
earlier  stage,  perhaps  after  a first  serious  offence,  rather  than  waiting  for  them 
to  qualify  for  preventive  detention  under  the  Criminal  Justice  Act  (para.  9). 

(5)  No  aggressive  psychopath  shall  be  referred  by  the  Court  for  detention 
during  treatment,  except  on  the  evidence  of  a medical  practitioner,  supported 
by  two  medical  certificates;  one  of  which  is  to  be  signed  by  a psychiatrist 
approved  by  the  Home  Office  for  this  purpose  (para.  13). 

(6)  Detention  during  treatment  could  be  ordered  by  the  Court  for  a period  up 
to  the  maximum  sentence  for  the  crime,  with  a minimum  of  two  years.  The 
order  would  be  remittable  at  any  time  on  the  advice  of  the  approved  psychiatrist 
(para.  14). 

(7)  Safeguards  should  be  provided  by  periodic  review  of  the  case,  perhaps 
yearly,  and  the  offender  detained  during  treatment  _ should  have  the  same 
access  to  members  of  the  Hospital  Management  Committee  etc.  ; and  protection 
of  his  property,  as  does  the  patient  in  a mental  hospital  (para.  15). 

(8)  Treatment  should  last  for  as  long  as  is  necessary  and  experiments  in  group 
treatment  and  specially  arranged  communities  should  be  tried  (paras.  16  and  17). 

(9)  Special  units  might  be  set  up  to  provide  the  treatment  required  in  a 
setting  of  social  re-education  and  training  for  employment  (para.  18). 

(10)  A hospital  background,  rather  than  prison,  is*  recommended,  as  the 
aggressive  psychopath  is  considered  as  a patient  in  need  of  treatment  (para.  22). 
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Examination 

(Chairman):  Would  you  kindly  intro- 
duce yourselves  to  the  Commission? 

(Miss  Applebey ):  1 am  the  General 

Secretary  of  the  Association  and  would 
like  to  say,  on  behalf  of  the  Association, 
how  grateful  we  are  to  the  Commission 
for  giving  us  a second  hearing.  I have 
with  me  Dr.  Masefield  on  my  right  who 
is  a retired  Medical  Superintendent  and  a 
member  of  a Regional  Hospital  Board, 
and  will  be  known  to  the  members  of  the 
Commission.  Next  to  him  is  Dr.  Blyth 
Brooke  who  is  Medical  Officer  of  Health 
for  Finsbury.  They  are  here  to  give 
evidence  on  the  second  memorandum  you 
have  before  you.  On  my  left  is  Miss 
Hargrove,  who  is  Secretary  of  the  Mental 
Deficiency  Committee,  should  you  wish  to 
ask  any  questions  on  the  supplementary 
memorandum.  I think  the  Commission 
know  we  do  not  want  to  give  evidence 
this  morning  on  the  memorandum  on 
aggressive  psychopaths.  So  that  means, 
Sir,  that  we  have  come  to  give  evidence 
on  the  second  memorandum  only,  unless 
you  have  supplementary  questions  on  the 
first. 

5776.  1 did  want  to  ask  you  one  or 
two  questions  on  your  supplementary 
memorandum  I (B),  on  paragraphs  14  to 
17,  where  you  are  dealing  with  the  ques- 
tion of  how  far  the  Children  Acts  pro- 
cedure could  replace  the  Mental  Deficiency 
Act  procedure.  I have  looked  up  the  Chil- 
dren Act  and  I am  not  sure  that 
in  the  last  part  of  paragraph  14  you 
are  not  going  rather  too  far  when 
you  say,  “If  however  a child  needing  to 
be  dealt  with  in  such  circumstances 
is  mentally  defective  the  Children’s 
Officer’s  responsibility  ceases  once  the  case 
comes  under  the  control  of  any  person  or 
authority  under  the  provisions  of  the 
Mental  Deficiency  Acts.”  That  is  not 
quite  what  Section  8 says.  It  may 
be  what  happens,  but  does  it  happen 
simply  because  the  Children’s  Officer  is 
only  too  glad  to  get  rid  of  that  particular 

kind  of  child? (Miss  Hargrove):  I 

think  the  Association  of  Municipal 
Corporations  did  have  this  point  before 
them  and  I think  some  of  the  Children’s 
Officers  seem  to  think  that  once  a deprived 
child  is  placed  under  supervision,  imme- 
diately the  responsibility  ceases  and  the 
local  health  authorities  should  take  control 
of  it  and  the  Children’s  Officer  is  really  no 
more  interested  in  it.  But  we  felt  that  the 
child,  even  though  he  ultimately  goes  to  an 
institution  and  then  becomes  technically 
under  control-— T gather  being  under  statu- 
tory supervision  does  not  mean  being  under 
control-should  continue  still  to  be  the 
responsibility  of  the  Children’s  Officer 
acting  in  loco  parentis  and  should  not  be 


of  Witnesses 

dealt  with  separately  as  a mentally 
defective  child. 

5777.  That,  as  I read  it,  is  what  Section 
8 of  the  Children’s  Act  says,  provided  only 
that  the  Children’s  _ Officer  shall  not 
exercise  his  responsibilities  against  the 
mental  deficiency  authority. — —It  says 
that  the  child  shall  cease  to  be  in  care  if 
he  comes  under  control ; technically  I 
suppose  “ cease  to  be  in  care  ” means  “ the 
Children’s  Officer  shall  cease  to  be 
responsible.” 

5778.  Obviously  when  the  child  is  sent 
to  a mental  deficiency  institution  it  is 
physically  impossible  for  the  Children’s 
Officer  to  take  responsibility  for  its 

care, It  is  a physical  impossibility,  yes, 

but  we  feel  that  he  should  still  be  con- 
sidered as  part  of  the  family  of  the 
Children’s  Officer,  even  though  he  happens 
to  be  in  a mental  deficiency  institution. 

5779.  (Sir  Cecil  Oakes):  Is  it  your 
experience  that  the  legal  advisers  of  local 
authorities  have  sometimes  taken  the  view 
that  once  the,  child  has  been  ascertained 
it  is  no  longer  open  for  the  Children’s 
Committee  to  have  anything  to  do  with  the 

child? 1 do  not  know  at  nil  from 

personal  experience  but  I gather  from 
some  of  the  discussions  of  the  Asso- 
ciation of  Municipal  Corporations  that 
does  seem  to  be  the  view  taken  by 
some  Children’s  Officers,  that  the  phrase 
“ in  care  ” means  “ under  statutory  super- 
vision ” equally  with  “ under  order  of  the 
institution.” 

5780.  (Chairman):  T wonder  whether  it 
would  be  the  view  of  the  legal  advisers  • 
in  connection  with  your  paragraph  16  - 
that  the  Children’s  Officer  cannot  now 
take  action  under  Section  3 of  the  Mental 

Deficiency  Act  in  loco  parentis ? 1 do 

not  know  what  would  be  the  legal  view 
but  none  of  them  I should  think  at  the 
moment  have  ever  thought  of  doing  such 
a thing ; whether  or  not  they  are  legally 
unable  to  we  just  have  not  ascertained. 

5781.  What  is  perhaps  the  graver  question 
is  whether  the  Children  Act  would  not 
need  very  comprehensive  amendment  and 
widening  in  order  to  bring  within  its  ambit 
the  sort  of  cases  which  cause  the  most 
trouble  in  the  field  of  mental  deficiency? 
I think  you  are  only  thinking  of  children 
now — you  are  not  thinking  of  adolescents? 

No,  this  is  chiefly  concerned  with  young 

children. 

5782.  I think,  if  one  could  be  sure  of 
ascertaining  all  really  series  cases  of 
mental  defect  during  childhood  the  prob- 
lem would  be  much  simpler ; but  it  is  the 
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adolescent  mental  defective  who  has  pos- 
sibly been  kept  in  the  ordinary  school  in 
the  rural  area  right  up  to  the  age  of  15 
and  then,  or  even  later — perhaps  in  National 
Service— has  a breakdown.  Have  you  con- 
sidered whether  in  order  to  get  rid,  so  far 
as  possible,  of  action  under  the  Mental 
Deficiency  Act  you  should  extend  the  defi- 
nition of  a child  in  cases  where  there  is 

serious  mental  inadequacy? No,  we  have 

not  definitely  considered  that  question.  We 
could  certainly  do  so. 

5783.  It  raises  a number  of  other  diffi- 

culties. I just  wondered  whether  you  had 
considered  it. No. 

5784.  You  say  in  paragraph  17  that  in 
certain  circumstances,  for  instance  in  the 
case  of  a gravely  neglected  mentally  defec- 
tive child  whose  parents  actively  oppose 
institutional  care,  procedure  by  petition  will 
continue  to  be  necessary.  Why  should  it 
be? — —In  order  to  get  legal  sanction  for 
removing  the  child.  We  were  rather  think- 
ing that  the  procedure  by  petition  will  be 
limited  to  cases  of  defectives  where  it  is 
essential  they  should  be  safeguarded  from 
their  parents,  and  that  this  would  be  one 
which  would  fall  into  that  category. 

5785.  But  surely  that  is  the  very  case 

contemplated  by  the  Children  Acts? 

But  we  were . thinking  in  this  case  from 
the  point  of  view  of  the  Mental  Deficiency 
Act  that  this  would  fall  into  the  category 
of  children  gravely  neglected  and  therefore 
needing  to  be  under  order,  rather  than 
children  voluntarily  admitted,  but  I.  can  see 
from  the  standpoint  of  the  Children  Acts 
alone  that  it  might  not  be  necessary. 

5786.  It  seemed  to  me,  when  I was 
reading  this  that  you  were  gratuitously 
ruling  out  the  very  case  the  Children  Acts 
are  designed  to  deal  with,  unless  you  mean 
that  the  neglect  of  the  parents  consisted 
only  in  refusing  to  send  the  child  to  an 

institution? No,  but  it  would  of  course 

complicate  it  more  if  the  parent  refused  to 
send  him  to  an  institution. 

5787.  If  there  are  no  more  questions  we 
might  pass  on  to  memorandum  No.  II  on 
the  care  of  the  aged.  I do  not  think  that  I 
have  many  questions  to  ask  on  this  memor- 
andum because  it  really  is  concerned  with 
the  variety  of  administrative  provisions  re- 
quired rather  than  any  change  in  the  law. 
Would  you  like  to  make  any  statement 
expanding  this  or  drawing  our  attention  to 
what  you  regard  as  the  most  important 

points? (Dr.  Masefield) : Sir,  the 

Association  is  very  much  concerned  as  to 
the  increase  in  the  numbers  of  elderly 
patients  requiring  skilled  treatment  and  par- 
ticularly with  the  rate  of  admission  of  those 
over  65,  especially  on  the  female  side,  to 
mental  hospitals,  which  has  gone  up  quite 
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alarmingly.  Our  study  of  this  question 
arose,  as  is  stated  in  the  first  paragraph, 
from  the  suggestion  that  there  should  be  a 
special  form  of  certification  for  elderly 
patients.  That  was  suggested  by  the  Magis- 
trates’ Association  to  the  National  Associa- 
tion and  after  very  full  discussion  it  was 
thought  very  undesirable  that  any  age  group 
should  have  special  legal  arrangements, 
and  it  was  agreed — and  some  of  us  of  course 
have  thought  for  a long  time  that  it  was 
a natural  state  of  evolution  in  the  law — 
that  the  judicial  side  of  a reception  order 
should  be  dropped,  and  that  patients  of  all 
ages  who  could  not  make  application  them- 
selves for  voluntary  care  should  come  in  as 
temporary  patients,  with  Section  5 of  the 
1930  Act  suitably  amended.  It  would  be 
necessary  to  remove  from  Section  5 some  of 
the  hedging  details  which  have  made  it 
so  difficult  to  work  if  you  were  particularly 
conscientious  as  regards  the  wording  of  the 
Section. 

There  are  of  course — it  is  no  good  deny- 
ing it — a large  number  of  elderly  patients 
who  need  mental  hospital  treatment.  The 
nature  of  the  disorder  makes  it  essential 
there  should  be  a place  where  such  particu- 
lar forms  of  illness  can  be  treated  and  where 
the  nursing  staff  has  been  particularly 
trained  for  such  cases.  I think  it  is  worth 
mentioning  also  that  more  elderly  patients 
do  have  serious  acute  mental  illness  than 
is  generally  supposed.  They  are  not  all 
simply  ageing  deteriorations.  They  can 
have  delusional  difficulties  and  of  course 
acute  confusion  and  also  they  may  have 
melancholic  states  just  like  patients  of  other 
age  groups.  But  we  do  believe,  and  the 
Association  believes  it  very  definitely,  that 
more  patients  are  being  admitted  to  mental 
hospitals  than  need  to  be  and  that,  if  there 
were  suitable  accommodation  in  other  direc- 
tions, there  could  be  a decided  drop  in  the 
admissions  of  patients  over  65  to  the  mental 
hospitals  and  that  would  relieve  a very 
serious  overcrowding,  especially  on  the 
female  side  of  mental  hospitals.  The  major 
point  I think  is  that  there  should  be  a far 
more  careful  sieving  of  the  patients  before 
a definite  step  is  taken  as  regards  admission 
to  a mental  hospital. 

5788.  There  are  two  questions  which 
occur  to  me  on  that.  One  arises  on  your 
paragraph  20.  There  is  always  danger  of 
attempting  to  classify  ; are  your  three  classes 
really  sufficient?  Is  there  not  a fourth  class 
of  case  where  an  aged  patient  suffers  from 
what  need  not  be  any  more  than  purely  tem- 
porary bouts  of  confusion  of  mind  or 
delusion  which  settle  down  very  quickly,  and 
will  they  not  need  rather  a different  type 

of  accommodation? T think.  Sir,  that  is 

perfectly  true  and  of  course  if  the  short- 
term-annexe  were  instituted  in  addition  to 
the  observation  wards  under  Section  20  the 
ary  Digitisation  Unit 
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short-term-annexes  would  be  the  ideal 
places  for  such  cases,  in  connection  with 
general  hospitals. 

5789.  In  general  hospitals ?— -In  con- 
nection with  general  hospitals,  with 
psychiatric  supervision.  (Miss  Applebey ): 
Might  I say  these  three  categories  to 
which  you  have  drawn  attention  are  specifi- 
cally under  Part  2 of  our  memorandum 
where  we  are  talking  about  the  infirm  or 
mind.  Of  course  if  there  were  patients 
suffering  from  a temporary  illness  which  we 
would  classify  under  our  Part  1,  we  would 
not  object  to  their  being  sent  to  a mental 
hospital. 


5790.  But  it  might  be  undesirable  to  send 
the  case  I am  talking  about  to  a mental 

hospital? [Dr.  Masefield):  If  you  have 

the  observation  units  under  Section  20  well 
constituted  both  medically  and  m nursing 
and  also  have  the  short-term-annexe  m con- 
nection with  a general  hospital,  that  type  or 
case  ought  to  be  caught  at  that  stage  and 
not  require  mental  hospital  treatment. 


5791.  (Mrs.  Braddock):  Do  you  not  think 
a great  number  of  the  older  people  being 
sent  to  hospitals  are  going  because  it  is  the 
only  possible  way  to  get  attention  for  them? 

1 think  there  is  a sad  lack  o-f  care  before 

the  decision  is  made  ; there  is  not  sufficient 
care  taken  in  the  early  stages. 


5792.  I rather  meant,  with  the  very  grave 
shortage  of  ordinary  hospital  accommoda- 
tion for  elderly  people,  that  the  relatives 
and  the  doctor  very  often  are  at  their  wits’ 
end  having  to  deal  with  the  position  and  the 
only  possible  thing  they  can  do  at  the 
present  moment  is  to  get  the  patient  certified, 
because  under  those  conditions  accommoda- 
tion must  be  found  for  them  in  a mental 

hospital? 1 have  very  great  sympathy 

with  the  general  practitioners  in  many  parts 
of  the  country ; they  have  very  great  diffi- 
culty in,  as  you  say,  doing  anything  else. 

5793.  So  to  a large  extent  this  problem 
is  one  of  the  right  sort  of  accommo- 
dation for  elderly  people? — ; — Beds  for 
elderly  people  generally.  It  is  a matter 
for  co-operation  between  the  mental  health 
side,  the  general  hospitals  and  the  local 
authorities,  for  them  to  get  together. 

5794.  (Chairman):  That  was  the  other 
question  I wanted  to  ask:  where,  in  your 
view,  should  administrative  responsibility 
rest  for  the  provision  of  this  accommoda- 
tion? I do  not  know  whether  I am  right 
but  I have  some  suspicion  that  local  autho- 
rities which  have  or  can  be  deemed  to  have 
certain  duties  and  powers  in  this  field  are 
very  hesitant  about  exercising  them  because 
they  go  on  the  principle  that  they  must  not 
take  in  or  provide  accommodation  for 
patients  who  will  require  nursing,  and  that 
the  moment  an  old  lady  of  seventy  becomes 
temporarily  bed-ridden  and  requires  nursing 
care,  then  immediately  it  becomes  the  duty 


of  the  Hospital  Boards.  I do  not  know 

whether  my  suspicion  is  right. (Dr.Blyth 

Brooke ):  My  Lord,  I am  afraid  I am  not 
aware  of  the  views  of  the  Association  on 
this  matter.  I can  express  my  own  personal 
views  which  agree  with  the  comments  you 
have  made  entirely,  that  there  is  that  feeling. 

I am  personally  very  strong  in  my  view  that 
the  local  authority  should  be  responsible  for 
the  provision  of  this  accommodation. 

(Chairman):  Yes,  you  have  to  draw  the 
line  somewhere,  I suppose. 

5795.  (Mrs.  Braddock):  But  in  your 

experience  is  it  not  a fact  that  the  Regional 
Hospital  Boards  and  the  Ministry  have  laid 
it  down  very  definitely  that  immediately  a 
person  requires  skilled  nursing  attention  he 
ceases  completely  to  be  the  responsibility  of 
the  local  authority?  Have  you  any  informa- 
tion that  local  authorities  have  had  argu- 
ments with  the  Ministry  on  this  matter? 

I am  aware  that  the  Ministry  have  laid  it 
down  and  I am  aware  that  there  have  been 
a number  of  arguments  and  that  there  are 
frequently  a number  of  disputes  going  on 
as  to  this  particular  responsibility  in  an 
individual  case,  and  that  the  patient  is  often 
seriously  handicapped  by  reason  of  the  de- 
lays which  take  place  in  settling  such 
disputes. 

5796.  (Chairman) : I think  actually  in  the 
circular  of  25th  February  last  the  Ministry 
of  Health  have  given  rather  balanced  direc- 
tions or  advice  on  this  subject.  Have  you 

got  that  circular  in  mind? No,  Sir,  I 

have  not.  I had  not  when  I spoke. 

5797.  But  the  question  remains,  who 

should  be  responsible? Yes.  (Miss 

Applebey):  Perhaps  I might  mention  an 
experiment  which  the  Association  has  done 
in  this  field.  I think  there  are  very  few 
others  of  the  same  kind.  We  have  opened 
a home  where  we  take  old  ladies  who  are 
deemed  not  to  need  hospital  treatment  and 
we  are  getting  paid  for  them  from  the  local 
authorities,  but  with  great  difficulty,  we  may 
say. 

5798.  With  great  difficulty? Yes,  or  at 

least  when  we  started,  with  great  difficulty, 
because  they  tended  to  say  these  old  ladies 
were  too  difficult  to  be  in  their  own  old 
people’s  homes  and  therefore  must  need 
nursing  care,  but  we  have  managed  to  per- 
suade them  after  about  two  years  that  it  is 
a local  authority  responsibility  and  they  are 
paying  for  them. 

5799.  I suppose  they  do  need  nursing 

care? No,  Sir,  not  technical  _ nursing 

care  ; they  are  not  in  bed,  but  certainly  they 
need  some  skilled  people  about  in  the  home, 
but  they  are  not  actually  in  bed  and  do  not 
really  need  a great  deal  of  nursing— they 
need  nursing  available. 

5800.  There  is  a whole  category  of  old 
people  who  cannot  look  after  themselves 
properly  and  do  require  somebody  to  get 
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them  out  of  bed  in  the  morning  and  put 

them  to  bed  at  night  and  so  on? Yes, 

Sir. 

5801.  You  differentiate  between  care  and 

nursing  care,  is  that  it? Yes. 

5802.  (Dr.  Rees):  What  happens  to  the 
old  ladies  when  they  have  to  go  to  bed  for 

a few  days? We  have  sufficient  nursing 

for  that,  it  is  simply  a temporary  affair. 

5803.  How  long  are  you  prepared  to  keep 

them  in  bed  for? 1 do  not  know  that 

we  have  ever  done  so  for  more  than  a 
month. 

5804.  Have  you  any  difficulty  in  getting 

them  into  hospital? No,  we  have 

arrangements  with  hospitals. 

5805.  General  hospital  or  mental  hospital 

or  both? Both. 

5806.  (Dr.  Thomas ):  They  are  not  likely 
to  be  bed-ridden  at  the  time  you  take  them? 

We  do  not  take  these  cases  if  we  know 

they  are  going  to  be  in  bed,  but  we  care 
for  them  in  bed  as  anyone  would  in  their 
own  home. 

5807.  But  they  are  people  who  would  pos- 
sibly require  some  basic  nursing? Yes. 

5808.  (Dr.  Greenwood  Wilson):  The 

nurses  you  have  on  your  staff,  are  they 

S.R.N.s  or  just  helpful  women? We  have 

a few  S.R.N.s  and  a number  of  helpful 
women. 

5809.  (Lady  Adrian ):  You  have  no  mental 

nurses? :No.  (Dr.  Blyth  Brooke):  One 

point  we  wished  to  emphasise  most  strongly 
was  that  many  persons  are  certified  today 
when  certification  really  is  not  necessary. 
They  are  being  certified  for  various  reasons ; 
one  is  because  it  is  very  often  'the  only 
way  of  finding  accommodation  for  them 
and  also  by  reason  of  the  fact  that  there 
is  no  other  satisfactory  method  of  com- 
pulsory removal  of  an  old  person  who  is  in 
need  of  a certain  amount  of  protection  in 
her  own  interests.  The  National  Assistance 
Act  provides  certain  facilities  at  the  moment 
for  compulsory  removal  of  people  in  certain 
circumstances  but  it  does  not  include  the 
circumstance  of  an  old  lady,  we  will  say, 
who  is  a danger  to  herself  because  she 
wanders  at  night  and  is  likely  to  set  fire  to 
a whole  house,  and  cases  of  that  type.  We 
feel,  the  Association  feels,  that  there  should 
be  a way  of  dealing  with  such  people  with- 
out the  necessity  of  certification  and  the 
stigma  which  it  causes  on  the  individual  and 
on  the  family. 

5810.  (Mr.  Jackson):  You  have  referred 

to  two  distinct  types  of  case  ; the  first  type 
are  certified  because  of  lack  of  accommo- 
dation, it  is  really  a method  of  jumping  the 
■queue,  is  it  not? Yes. 

5811.  Have  you  any  idea  of  the  respec- 
tive numbers  of  these  two  types?  The 
problem  of  the  second  category  will  remain 


whatever  accommodation  is  available ; it  is 
essentially  a problem  which  has  to  be  dealt 
with.  Whereas  the  first  is  a matter  of  bricks 
and  mortar  and  so  on.  Have  you  any  idea 

of  the  proportions  between  these? 1 have 

no  statistical  information  at  all  and  any 
opinion  expressed  is  a mere  guess,  but  I 
should  think  the  two  groups  are  about  equal 
in  number. 

5812.  (Dr.  Thomas):  If  that  accommoda- 
tion were  available,  do  you  think  you  have 
enough  authority  under  Section  47  of  the 
National  Assistance  Act  to  deal  with  the 
kind  of  patient  you  mentioned  who  might 

set  the  house  on  fire? Not  at  the  present 

time  and  that  is  why  the  Association  have 
suggested  these  minor  amendments  in  the 
Act  as  it  now  stands,  which  would  cover 
certain  cases  but  would  not  include  all. 

5813.  Not  the  kind  of  case  you  have? 
Not  that  case.'  The  particular  amend- 
ments we  suggest  are  that  it  should  be  made 
abundantly  clear  that  the  words  “ grave 
chronic  disease  ” should  include  mental  in- 
firmity, and  that  there  should  be  added  the 
words  “ and  cannot  continue  to  receive 
proper  care  and  attention  ”,  because  it  is 
found  on  many  occasions  that  a landlady 
says  that  she  will  refuse  to  give  attention 
to  a patient ; before  action  can  be  taken 
she  has  actually  got  to  refuse  to  give  such 
attention.  It  seemed  clear  to  the  Associa- 
tion that  the  patient  should  be  protected 
in  that  it  should  not  be  necessary  for  the 
actual  refusal  to  take  place,  and  that  it 
should  not  be  necessary  for  insanitary  con- 
ditions to  have  actually  developed  as  is 
required  at  the  present  time  under  the  Act. 

5814.  That  is  what  I wondered,  how  far 
the  exclusion  of  the  requirement  about  in- 
sanitary conditions  would  meet  your  case. 
I would  have  thought  the  phrase  about 

infirmity  would  cover  mental  infirmity. 

I personally  think  it  might  do,  but  it  is  a 
matter  of  legal  argument  and  the  Associa- 
tion felt  that  it  should  be  made  abundantly 
clear. 

5815.  How  far  do  you  feel  that  the 

absorption  of  the  old  accommodation,  pre- 
viously provided  by  the  local  authorities, 
by  the  Regional  Hospital  Boards  under  the 
new  Act  is  responsible  for  the  present  short- 
age of  local  authority  provision? (Dr. 

Masefield):  I think  that  is  a big  factor  in 
the  reduction  of  beds  that  were  in  the 
old  _ public  assistance  hospitals  and  the 
Regional  Hospital  Boards  are  all  I think 
feeling  the  difficulty  of  finding  accommoda- 
tion for  the  chronic  sick  in  every  one  of 
the  Regions,  and  I would  have  thought  they 
had  got  to  provide  more  beds. 

5816.  (Chairman):  I am  a little  bit  con- 
cerned about  what  would  be  the  effect  of 
what  has  often  been  recommended  to  us, 
as  you  know,  and  is  supported  by  you  in 
this  memorandum,  that  generally  speaking 
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we  should  so  far  as  possible  get  rid  of 
certification  and  proceed  by  the  procedure 
of  a modified  Mental  Treatment  Act.  You 
have  been  moved  to  your  proposals  by 
what  you  feel  is  the  horror  of  subjecting 
old  people  to  certification.  I wonder 
whether,  if  generally  one  gets  rid  so  far  as 
possible  of  certification  and  puts  everybody 
to  start  with  through  the  procedure  of 
temporary  treatment,  whether  you  will  not 
take  away  the  incentive  from  local  authori- 
ties or  from  Hospital  Boards  to  provide 
special  geriatric  accommodation  because  you 
have  got  rid,  ex-hy pothesi,  of  the  stigma 
of  certification  before  admission  to  the 

mental  hospitals? 1 think  the  answer, 

Sir,  is  that  if  temporary  treatment  becomes 
the  only  entrance  to  the  mental  hospital, 
you  must  remember  that  there  will  have 
been  in  every  case  a psychiatric  specialist 
who  will  have  signed  one  of  the  temporary 
recommendations  and  that  it  becomes  a 
purely  medical  matter.  That  surely  makes 
the  mental  hospital  as  a real  hospital ; only 
those  patients  who  are  ill  and  require  treat- 
ment there  will  be  admitted,  after  careful 
medical  thought.  X would  have  thought 
also  that  the  local  authorities  who  would 
provide  the  other  accommodation  would 
find  that,  if  temporary  recommendations 
are  very  carefully  done  up  and  down  the 
country,  there  would  be  a large  number  of 
the  elderly  patients  we  do  not  want  to  go 
into  mental  hospitals  who  would  be 
excluded  by  the  careful  sieving  beforehand, 
and  that  there  would  still  be  the  numbers 
for  other  accommodation,  and  that  it  would 
have  a beneficial  effect  in  that  way,  whereas 
with  the  summary  reception  order  with  the 
general  practitioner  and  the  magistrate 
there  cannot  be  quite  such  careful  thought 
expended. 

5817.  I should  be  more  comforted  by 
these  considerations  if  this  overcrowding  of 
hospital  accommodation  by  old  people  was 
confined  to  mental  hospitals,  but  I under- 
stand there  are  some  general  hospitals  which 
are  just  as  bad,  cluttered  up  with  people 
who  ought  not  to  be  in  hospital  at  all 

but  there  is  nowhere  else. (Miss 

Applebey ):  The  Association  is  very  con- 
scious that  the  whole  principle  in  this 
question  is  always  bedevilled  by  this  ques- 
tion of  accommodation,  but  I do  not  think 
the  Association  is  really  moved  to  make 
these  recommendations  by  the  feeling  that 
it  is  a desirable  thing,  although  one  of  our 
main  reasons  for  existing  is  to  remove 
from  the  public  mind  the  feeling  that  going 
to  a mental  hospital  is  a bad  thing.  But 
we  are  conscious  now  I think  that  a mental 
hospital  is  a very  skilled  place  and  that 
we  ought  to  try  to  remove  from  its  bed 
occupancy  those  people  who  do  not  need 
the  skill  which  it  is  designed  to  provide. 
What  we  want  to  do  is  make  the  mental 
(The  witna 

Printed  image  digitised  by  the  University  of  Southampton  Libra 


hospitals  more  effective  but  at  the  same  time 
to  care  for  people  who  need  care  as  well 
as  possible.  (Dr.  Masefield ) : There  is  quite 
a considerable  proportion  of  the  elderly 
patients  who  are  admitted  who  die  within 
a few  weeks ; it  is  a very  bad . business. 
That  ought  to  be  avoided  in  mental 
hospitals. 

5818.  (Dr.  Rees):  You  mean  many  people 
are  brought  in  to  die  in  the  mental 

hospitals? 1 fear  so.  Statistics  show 

quite  a considerable  proportion  die  within 
the  first  six  weeks. 

5819.  (Chairman):  I imagine  there  is  the 

same  tendency  in  a general  hospital? 

I think  it  is  particularly  unfortunate  in  the 
case  of  elderly  patients  at  the  present  time, 
that  they  should  haite  died  in  a mental 
hospital. 

5820.  I suppose  it  would  be  intolerably 
callous  to  say  that  so  long  as  they  die 
happily,  under  good  conditions,  it  does  not 

matter? Not  for  themselves,  but  I think 

it  is  a real  trouble  for  the  relatives. 

5821.  (Sir  Cecil  Oakes):  And  in  addition 

they  are  occupying  beds  in  an  institution 
which  can  do  nothing  for  them  because 
they  are  going  to  die  so  soon? Yes. 

5822.  (Sir  Russell  Brain):  The  mental 
deterioration  frpm  which  they  suffer  is  a 
terminal  state  which  has  not  anything  to 
do  with  mental  illness  in  the  ordinary  sense? 
No. 

5823.  (Dr.  Greenwood  Wilson):  A num- 
ber of  those  removed  under  Section  47 
of  the  National  Assistance  Act,  removed 
from  squalor,  seem  to  die  very  quickly 
in  the  clean  surroundings,  whereas  they 

lived  in  the  squalor? (Dr.  Blythe. 

Brooke) : There  is  no  doubt  about  that,  and 
I believe  for  that  reason  no  compulsory 
order  should  be  made  in  those  cases  unless 
it  is  absolutely  essential,  and  the  Association 
did  not  wish  to  make  the  compulsory 
removal  under  this  Section  any  easier  from 
a general  point  of  view.  In  point  of  fact, 
they  feel  that  it  is  a Section  which  should 
have  many  safeguards  and  they^  themselves 
suggested,  as  you  see,  some  additional  safe- 
guards. They  merely  felt  there  was  a small 
class  of  patients  which  should  be  included 
in  the  Section  who  are  at  present  not 
included.  They  are  not  wishing  to  suggest 
that  it  should  be  more  widely  used. 

(Chairman) : Is  there  anything  the 

witnesses  would  like  to  say  now  on  anything 

that  we  have  not  covered? (Miss 

Applebey):  I do  not  think  so,  my  Lord, 
thank  you  very  much. 

(Chairman):  If  there  was  more  that  I 
did  not  understand  I would  gladly  ask  more 
questions.  You  are  refreshingly  clear  and 
definite  and  not  very  controversial.  Thank 
you  very  much  indeed  ; we  are  very  grateful 
to  you  for  coming  here. 
es  withdrew .) 
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Mr.  E.  L.  Britton  ( Vice-President ),  Miss  A.  M.  Edwards,  Miss  M.  A.  Stewart  and 
Mr.  W.  Griffith,  on  behalf  of  the  National  Union  of  Teachers, 
called  and  examined. 


Memorandum  submitted  by  the  National  Union  of  Teachers 

1.  Under  the  Education  Act,  1944,  Sections  33  and  34,  local  education  authorities 
have  the  duty  to  ascertain  which  children  in  their  area  require  special  educational 
treatment.  For  the  purpose  of  fulfilling  this  duty  local  education  authorities  have 
the  power  to  require  any  child  who  has  attained  the  age  of  two  years  to  be 
examined  by  a medical  officer  of  the  authority  for  the  purpose  of  finding  out 
whether  the  child  is  suffering  from  any  disability  of  mind  or  body  and  as  to  the 
nature  and  extent  of  any  such  disability. 

2.  The  Minister  of  Education  has  issued  Regulations  defining  the  several 
categories  of  pupils  requiring  special  educational  treatment  and  indicating  the  special 
educational  treatment  appropriate  to  the  pupils  in  each  category. 

3.  If  it  appears  to  the  local  education  authority  that  any  child  in  its  area  who 
has  attained  the  age  of  2 years  is  suffering  from  a disability  of  mind  of  such  a 
nature  or  to  such  an  extent  as  to  make  him  incapable  of  receiving  education  at 
school,  then  the  local  education  authority  may  require  the  child  to  be  examined 
by  a medical  officer  approved  for  the  purpose.  After  considering  the  advice  of 
the  medical  officer  and  any  reports  from  teachers  and  other  persons  with  regard 
to  the  ability  and  aptitude  of  the  child  the  local  education  authority  may  decide 
that  he  is  incapable  of  receiving  education  at  school.  It  is  then  the  duty  of  the 
local  education  authority  to  report  to  the  local  authority,  i.e.  the  local  authority 
for  the  purposes  of  the  Mental  Deficiency  Act,  1913,  that  the  child  has  been  found 
incapable  of  receiving  education  at  school.  The  local  education  authority  may  also 
report  him  if  it  is  inexpedient  that  he  should  be  educated  in  association  with  other 
children  either  in  his  own  interest  or  in  theirs. 

4.  The  following  are  the  categories  of  pupils  mentioned  in  the  Ministry  of 
Education  School  Health  Service  and  Handicapped  Pupils  Regulations. 

(a)  Blind  pupils,  that  is  to  say,  pupils  who  have  no  sight  or  whose  sight  is  or 

is  likely  to  become  so  defective  that  they  require  education  by  methods 
not  involving  the  use  of  sight. 

(b)  Partially  sighted  pupils,  that  is  to  say,  pupils  who  by  reason  of  defective 
vision  cannot  follow  the  normal  rdgime  of  ordinary  schools  without  detri- 
ment to  their  sight  or  to  their  educational  development,  but  can  be 
educated  by  special  methods  involving  the  use  of  sight. 

M Deaf  pupils,  that  is  to  say,  pupils  who  have  no  hearing  or  whose  hearing 
is  so  defective  that  they  require  education  by  methods  used  for  deaf  pupils 
without  naturally  acquired  speech  or  language. 

M)  Partially  deaf  pupils,  that  is  to  say,  pupils  who  have  some  naturally 
acquired  speech  and  language  but  whose  hearing  is  so  defective  that  they 
require  for  their  education  special  arrangements  or  facilities  though  not 
necessarily  all  the  educational  methods  used  for  deaf  pupils. 

(e)  Educationally  sub-normal  pupils,  that  is  to  say,  pupils  who,  by  reason  of 
limited  ability  or  other  conditions  resulting  in  educational  retardation, 
require  some  specialised  form  of  education  wholly  or  partly  in  substitution 
for  the  education  normally  given  in  ordinary  schools. 

(/)  Epileptic  pupils,  that  is  to  say,  pupils  who  by  reason  of  epilepsy  cannot  be 
educated  under  the  normal  regime  of  ordinary  schools  without  detriment 
to  themselves  or  other  pupils. 

(g)  Maladjusted  pupils,  that  is  to  say,  pupils  who  show  evidence  of  emotional 
instability  or  psychological  disturbance  and  require  special  educational 
treatment  in  order  to  effect  their  personal,  social  or  educational 
re-adjustment. 
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(h)  Physically  handicapped  pupils,  that  is  to  say,  pupils  not  suffering  solely 
from  a defect  of  sight  or  hearing  who  by  reason  of  disease  or  crippling 
defect  cannot,  without  detriment  to  their  health  or  educational  develop- 
ment, be  satisfactorily  educated  under  the  normal  regime  of  ordinary 
schools. 

(7)  Pupils  suffering  from  speech  defect,  that  is  to  say,  pupils  who  on  account 
of  defect  or  lack  of  speech  not  due  to  deafness  require  special  educational 
treatment. 

(/)  Delicate  pupils,  that  is  to  say,  pupils  not  falling  under  any  other  category 
in  this  Regulation,  who  by  reason  of  impaired  physical  condition  need  a 
change  of  environment  or  cannot,  without  risk  to  their  health  or  educa- 
tional development,  be  educated  under  the  normal  regime  of  ordinary 
schools. 

Special  schools  and  pupils 

5.  The  latest  statistics  of  the  Ministry  of  Education  show  that  in  1953  there 
were  680  special  schools  with  54,375  pupils.  Since  the  end  of  World  War  II  there 
have  been  restrictions  on  school  building  with  the  result  that  a shortage  of 
accommodation  exists  in  all  stages  of  education  as  well  as  in  the  field  of  special 
educational  treatment.  However,  many  new  special  schools  have  been  established — 
mainly  by  adapting  old  buildings  of  the  mansion  type  but  there  are  now  few  of 
these  available. 

6.  The  Ministry  of  Education  Report  for  1953  shows  that  there  were  134  day 
special  schools  for  the  educationally  sub-normal  with  13,564  pupils  (7,938  boys 
and  5,626  girls),  and  83  residential  special  schools  for  the  educationally  sub- 
normal with  5,724  pupils  (3,658  boys  and  2,066  girls). 

7.  In  1954  the  Minister  of  Education  called  regional  conferences  of  local  educa- 
tion authorities  in  order  to  discuss  co-operation  in  the  provision  of  accommodation 
for  handicapped  children.  It  would  therefore  seem  that  there  may  be  an 
acceleration  of  school  building  for  handicapped  pupils. 

8.  The  shortage  of  school  accommodation  is  not  grave  with  regard  to  some 
categories  of  handicapped  children  but,  as  will  be  seen  from  the  following  statement 
in  the  House  of  Commons  in  May,  1954,  by  the  then  Minister  of  Education,  the 
need  for  additional  special  school  accommodation  for  educationally  sub-normal 
pupils  is  acute : — 

“ Returns  from  local  educational  authorities  show  that  in  December,  1953, 
there  were  12,794  educationally  sub-normal  children  awaiting  vacancies  in 
special  schools.” 

9.  Information  which  has  been  received  at  the  headquarters  of  the  Union  from 
time  to  time  has  given  ground  for  assuming  that  the  real  number  of  educationally 
sub-normal  children  who  should  be  in  special  schools  is  very  much  greater  than  the 
local  education  authorities’  returns  indicate. 

The  educationally  sub-normal 

10.  The  present  category  “ educationally  sub-normal  ” includes  both  those  children 
who,  before  1945,  would  have  been  certified  as  educable  mental  defectives,  and  those 
who  would  have  been  classified  as  dull  and  backward.  The  category  covers  a 
wide  range  of  mental  ability,  from  the  child  who  needs  some  special  help  in  the 
ordinary  school  to  the  lower  limit  of  those  who  gain  benefit  from  education  in  a 
Special  school. 

11.  The  special  provision  which  may  be  made  in  an  ordinary  school  may  be  the 
establishment  of  a special  class  or  classes  or  may  be  a combination  of  special 
education  and  of  the  normal  curriculum.  In  other  words,  the  child  will  share  in 
the  work  of  a normal  class  for  part  of  his  day,  and  for  tlqe  rest  of  the  day  will 
receive  a specialised  form  of  education. 
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12.  The  Executive  of  the  Union  supports  the  view  that  the  special  educational 
treatment  needed  by  educationally  sub-normal  children  should  be  provided  both 
in  special  schools  and  in  special  classes  in  ordinary  schools ; and  it  believes  that 
the  selection  should  be  according  to  the  ability  of  the  child  and  other  conditions 
contributing  to  its  sub-normality. 

13.  Where  special  educational  treatment  is  given  in  special  classes  in  ordinary 
schools,  however,  the  Executive  urges  that  the  staffing  should  be  such  that  the 
maximum  size  of  the  classes  should  be  as  prescribed  for  classes  of  educationally 
sub-normal  children  in  special  schools,  i.e.  20  pupils,  and  that  the  provision  of 
such  staffing  should  not  be  at  the  expense  of  the  rest  of  the  school. 

Teachers  of  handicapped  children 

14.  The  Ministry  of  Education  has  recently  published  a Report  on  the  Training 
and  Supply  of  Teachers  of  Handicapped  Pupils.  The  National  Union  of  Teachers 
presented  evidence  to  the  Committee  which  drew  up  this  Report.  At  present  the 
only  teachers  of  handicapped  children  who  are  required  to  obtain  special  qualifica- 
tions are  teachers  of  the  blind,  the  deaf,  and  the  partially  deaf. 

15.  The  Report  estimates  that,  if  a requirement  were  made  for  teachers  to  be 
specially  trained  before  serving  in  schools,  for  educationally  sub-normal  children,  it 
would  be  necessary  for  about  150  training  places  to  be  available  annually.  So 
great  is  the  need  for  teachers  who  have  been  specially  trained  to  teach  in  this  type 
of  special  school  that  the  Executive  has  urged  the  Minister  of  Education  to  implement 
the  relevant  recommendations  contained  in  the  Report. 

16.  The  Report  points  out  that  in  addition  to  the  150  training  places  mentioned 
above  additional  training  places  will  be  required  for  teachers  of  educationally  sub- 
normal children  in  ordinary  schools. 

17.  At  present  there  are  two  courses  for  training  specialist  teachers  of  education- 
ally sub-normal  and  backward  children,  one  at  London  University  and  one  at 
Birmingham  University.  The  London  course  was  started  as  an  experimental  course 
nearly  four  years  ago  while  the  Birmingham  course  came  into  existence  a year  later. 
It  is  hoped  that  the  setting  up  of  several  other  courses  will  result  in  stimulating 
further  research  into  the  methods  of  teaching  educationally  sub-normal  children  and 
other  children  of  low  mental  ability. 

18.  Much  good  work  is  being  undertaken  in  schools  and  classes  for  educationally 
sub-normal  children  to  enable  them  to  become  good  and  self-supporting  members 
of  society.  With  opportunities  for  increased  numbers  of  teachers  to  become  special- 
ists in  this  field  of  education,  it  is  hoped  that  many  of  those  children  who  are  now 
regarded  as  ineducable  will  be  able  to  become  better  and  more  useful  members  of 
society.  Common  prudence  as  well  as  humane  social  consciousness  require  that  we 
should  undertake  the  task  of  attempting  to  educate  more  of  the  children  at  present 
outside  the  educational  system. 

19.  Tn  order  to  present  evidence  to  the  Royal  Commission  on  Mental  Illness  and 
Mental  Deficiency,  the  Executive  of  the  National  Union  of  Teachers  communicated 
with  each  of  its  737  Local  and  County  Associations  in  England  and  Wales  asking 
them  to  send  statements  to  the  Headquarters  of  the  Union  which  would  be  helpful 
to  the  Executive  in  the  preparation  of  evidence.  In  particular  they  were  asked  to 
include  in  their  statements  expressions  of  opinion  on  such  points  as  to  whether  too 
many  or  too  few  educationally  sub-normal  children  were  being  sent  to  special 
schools  ; whether  there  was  a sufficient  variety  of  special  schools  or  of  educational 
provision  for  backward  and  educationally  sub-normal  children  ; whether  too  many 
children  were  being  reported  prematurely  to  the  local  health  authority  ; whether 
teachers  generally  were  satisfied  with  the  procedure  by  which  mental  defect  is 
diagnosed;  and  whether,  after  mental  defect  is . diagnosed,  there  was  a tendency  too 
hastily  to  abandon  education  in  the  three  R’s  in  favour  of  craft  training. 

20.  The  following  statement  is  a collation  of  the  observations  and  opinions  which 
were  received  from  groups  of  teachers  and  individual  teachers  serving  in  both  normal 
and  special  schools. 
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(1)  Are  too  many  educationally  sub-normal  children  being  sent  to  special  schools' l 

21.  It  is  generally  agreed  that  too  few  educationally  sub-normal  pupils  are  sent 
to  special  schools  but  it  is  also  agreed  that  the  main  reason  for  this  is  the  grave 
shortage  of  special  school  accommodation  both  of  day  and  residential  types.  Some 
teachers  are  of  the  opinion  that  there  is  a reluctance  to  diagnose  pupils  because,  after 
ascertainment,  there  is  no  special  school  accommodation  available.  The  opinion  is 
also  held  that  some  children  should  have  been  “ ascertained  ” at  an  earlier  age  so 
that  more  effective  work  could  have  been  carried  out  in  a special  school,  where 
education  can  be  given  to  suit  the  child’s  rate  of  progress. 

22.  There  is  no  doubt  that  too  many  educationally  sub-normal  children  remain  in 
ordinary  schools.  At  present  with  the  large  classes  due  to  the  acute  shortage  of 
class  rooms  and  teachers  (nearly  50  per  cent,  of  children  in  primary  and  secondary 
schools  are  in  oversize  classes)  it  is  almost  impossible  for  the  teacher  to  give  much 
individual  attention  to  the  educationally  sub-normal  child  although  he  needs  it  more 
than  the  others.  Consequently  he  tends  to  become  more  backward,  and  the  gap 
between  his  attainments  and  that  of  his  fellows  widens.  However,  in  spite  of 
difficulties,  experimental  classes,  special  classes  or  progress  classes,  some  of  a 
temporary  nature,  have  been  formed  by  teachers  in  many  schools  in  order  to  help 
the  very  slow  and  retarded  pupils.  These  are  sometimes  held  in  the  Headmaster’s 
or  Headmistress’s  room,  or  in  the  staff  room. 

(2)  Is  there  sufficient  variety  of  special  schools  or  of  educational  provision  for 

educationally  sub-normal  children ? 

23.  It  must  be  borne  in  mind  that  some  educationally  sub-normal  pupils  suffer 
from  another  handicap — such  as  deafness,  blindness,  or  other  physical  handicap. 
Their  numbers  make  it  impracticable  to  recommend  that  there  should  be  special 
schools  to  cater  for  the  different  types  of  dual  handicaps — but  it  is  desirable  that  in 
special  schools  for  children  suffering  from  a handicap  of  a physical  nature,  there 
should  be  teachers  who  have  special  knowledge  of  educationally  sub-normal  children. 
There  exist  some  special  schools  which  specially  cater  for  children  with  dual 
handicaps. 

24.  The  following  are  the  three  ways  in  which  the  educationally  sub-normal  child 
can  be  given  special  educational  treatment:  — 

(1)  in  ordinary  schools, 

(2)  in  day  special  schools, 

(3)  in  residential  special  schools. 

25.  There  is  a great  shortage  of  each  of  the  above  types  of  provision.  Some 
local  education  authorities  have  made  provision  in  their  new  primary  schools  for 
facilities  for  special  classes  of  educationally  sub-normal  pupils  rather  than  provision 
by  way  of  special  day  schools.  Some  special  classes  have  proved  to  be  very 
efficacious,  and  it  is  probable  that  there  will  be  an  extension  of  this  type  of  provision. 
Fear  exists  in  the  minds  of  some  teachers  that  this  type  of  provision  may  be  advo- 
cated, not  on  educational  grounds,  but  purely  on  grounds  of  economy.  However, 
there  is  no  doubt  as  to  the  efficacy  of  day  special  schools,  teachers  in  which  have 
done  so  much  to  perfect  techniques  suited  to  the  needs  of  educationally  sub-normal 
children.  There  is  much  to  be  said  against  the  segregation  of  educationally  sub- 
normal pupils  from  their  normal  fellows  but,  until  much  more  evidence  is  available, 
it  is  not  possible  to  discuss  adequately  the  relative  merits  for  certain  educationally 
sub-normal  children  of  special  classes  in  ordinary  schools  and  day  special  schools. 
More  residential  schools  are  needed  for  a number  of  reasons,  the  chief  being  that 
these  are  necessary  for  many  of  the  educationally  sub-normal  children  of  low 
mental  capacity,  for  those  pupils  for  whom  it  is  not  practicable  to  provide  at  day 
schools  or  in  a special  class  in  an  ordinary  school,  and  for  those  whose  home 
conditions  make  it  advantageous  for  the  child  to  be  removed  from  the  home 
environment. 

26.  It  is  agreed  that  much  more  could  be  done  in  ordinary  schools  for  both  the 
backward  child  and  the  educationally  sub-normal  child  of  higher  mental  capacity  if  ■ 
classes  were  reduced  to  a size  that  enabled  the  teacher  to  devote  more  time  to  the 
individual  needs  of  the  pupils  in  his  or  her  charge. 
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<3)  Are  too  many  children  being  reported  prematurely  to  the  local  health  authority 
as  ineducable  or  as  nuisances  in  the  school ? 

. 27.  The  majority  of  the  replies  agreed  that  children  are  not  being  reported  as 
ineducable  at  too  early  an  age.  However,  it  was  felt  that  there  should  be  a trial 
period  in  a special  school  before  it  is  decided  to  report  a child  to  the  health 
authority.  It  was  also  urged  that  responsibility  for  the  education  and  welfare 
of  the  ineducable  child  should  rest  with  the  local  education  authority  and  not  be 
passed  to  the  health  authority.  The  ground  for  urging  this  was  generally  the 
iailure,  under  present  arrangements,  to  provide  for  the  education,  as  distinct  from 
tne  care  of  these  children.  Quite  obviously,  where  there  is  no  place  available  in 
a special  schooi  and  the  child  is  having  a deleterious  effect  on  the  education  of  the 
children  m the  normal  school,  there  is  a greater  danger  that  a child  may  be  reported 


<4)  Are  teachers  generally  satisfied  with  the  procedures  by  which  mental  deficiency 
is  diagnosed ? 

28.  As  the  procedure  for  diagnosing  mental  ability  or  disability  is  the  individual 
responsibility  of  the  146  local  education  authorities  in  England  and  Wales,  subject 
to  guidance  from  the  Ministry  of  Education,  a variety  of  opinions  on  this  point  was 
oe  expected. 

, ^ Jfn.  *2  a Question  in  the  House  of  Commons  on  27th  January,  1955 
the  Minister  of  Education  stated  that  in  December,  1953,  there  were  23  county  and 
26  county  borough  authorities  which  had  no  child  guidance  centres  or  clinics  He 
pointed  out,  however,  that  a number  of  these  authorities  were  able  to  use  centres  or 
clinics  provided  by  the  Regional  Hospital  Boards  or  by  other  authorities. 

30.  Where  a child  guidance  team  is  functioning,  it  is  felt  that  the  linking  of  the 
Knowledge  of  the  teacher  and  of  the  team  produces  a satisfactory  diagnosis  but 
where  the  work  is  left  to  one  medical  officer,  who  is  helped  by  written  reports  only 
then  the  situation  is  less  satisfactory. 


31.  Many  of  the  statements  urged  that  much  closer  co-operation  between  the 
medical  officers  and  the  teachers  was  necessary  to  reach  the  best  decision  in  each 
case.  It  appears  that  in  some  cases  the  school  medical  officer  tests  the  child  without 
■direct  consultation  or  discussion  with  the  teacher,  who  knows  the  child  and  who 
sees  him  at  work  and  play  and  can  study  him  in  relation  to  other  children  of  his 
■own  age.  One  statement  included  the  suggestion  that  diagnosis  should  be  made 
by  educationists  and  psychologists.  It  was  felt  to  be  important  that  the  children 
should  be  tested  by  those  who  were  familiar  with  methods  used  in  the  schools  by 
those  who  had  adequate  experience  of  testing  children,  and  perhaps  more  particularly 
by  those  familiar  with  the  child  himself. 


32.  Fear  was  expressed  that  too  much  reliance  might  be  placed  on  intelligence 
quotient  testing,  and  it  was  suggested  that  the  present  tests  should  be  revised. 

^achers  wished  there  to  be  close  co-operation  between  them  and  the 
medical  officers,  so  that  the  conditions  under  which  the  child  was  tested  could  be 
improved.  There  is  no  doubt  that  with  the  development  of  child  guidance  centres 
■or  clinics  and  increased  co-operation  between  teachers  and  the  staff  of  these  centres 
diagnosis  will  become  more  accurate.  - ’ 


<5)  When  mental  defect  is  diagnosed,  is  there  a tendency  too  hastily  to  abandon 
education  in  the  three  R's  in  favour  of  craft  training ? 


34.  A number  of  the  statements  received  indicated  that  very  much  attention  is 
being  given  to  the  three  r s especially  in  classes  and  schools  for  educationally  sub- 
normal children.  There  is  general  agreement  that  it  should  never  be  taken  for 
granted  that  any  child  is  incapable  of  being  taught  the  three  *R’s,  because  much 
■successful  work  has  been,  and  is  being  done,  with  seemingly  hopeless  children  from 
the  educational  point  of  view.  Children  attending  occupational  centres  are  often 
anxious  to  attempt  work  in  the  three  R’s,  and  it  has  been  found  that  some  children 
make  little  progress  until  they  are  about  14  years  of  age.  For  this  reason  educa 
.tion  in  the  three  R’s  should  not  be  too  hastily  abandoned.  It  was  felt  however 
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that  the  value  of  craft  training  was  not  an  alternative  to  the  teaching  of  the  three 
R’s  and  that  its  contribution  to  the  training  of  ineducable  children  should  not  be 
lightly  dismissed. 

Other  points 

(a)  School  leaving  age 

35.  The  shortage  of  special  school  accommodation  not  only  deprives  children 
for  whom  this  form  of  special  education  treatment  is  desirable  of  the  benefit  of  such 
treatment  but  deprives  them  also  of  the  year’s  additional  schooling  which  attendance 
at  a special  school  entails  for,  although  the  upper  limit  of  compulsory  school 
attendance  for  pupils  attending  special  schools  was  laid  down  as  sixteen  years  of 
age  in  the  1944  Education  Act,  the  upper  limit  of  compulsory  school  attendance  for 
pupils  attending  primary  and  secondary  schools  is  at  present  fifteen.  While  it  is 
true  that  the  development  of  the  secondary  modern  school  is  encouraging  an 
increasing  number  of  pupils  in  that  type  of  school  to  extend  their  school  life  beyond 
the  period  of  compulsory  school  attendance  there  is  no  evidence  that  educationally 
sub-normal  children  who  are  being  educated  in  normal  schools  remain  at  school 
beyond  the  age  of  15.  Pending  the  raising  of  the  upper  age  of  compulsory  school 
attendance  to  sixteen  for  all  children  or  the  provision  of  adequate  special  school 
accommodation,  therefore,  local  education  authorities  should  encourage  education^ 
ally  sub-normal  children  in  attendance  at  ordinary  schools  to  remain  at  school 
beyond  the  age  of  fifteen,  preferably  by  making  special  provision  which  would 
enable  the  parents  of  such  children  to  appreciate  the  benefit  to  be  gamed  by 
allowing  their  children  to  extend  their  school  life  to  sixteen. 

(6)  After-care 

36  If  a local  education  authority  is  satisfied  that  a child  at  a school  maintained 
by  them  or  at  any  special  school  not  so  maintained  is  suffering  from  a disability 
of  mind  of  such  a nature  or  to  such  an  extent  that  in  their  opinion  he  requires 
supervision  after  leaving  school,  the  authority  is  required  before  the  child  leaves 
school  to  notify  the  local  authority  for  the  purposes  of  the  Mental  Deficiency  Act, 
1913,  that  the  child  may  require  such  supervision.  Once  the  child  has  left  school, 
therefore,  he  is  outside  the  scope  of  the  education  service.  From  reports  received, 
however  ’there  appear  to  be  varying  arrangements  for  the  after-care  or  supervision 
of  these’  children  to  an  extent  which  suggests  that  much  more  could  be  done  in 
some  areas  for  their  welfare  after  they  have  left  school.  The  fact  that  the  shortage 
of  special  school  accommodation  causes  some  educationally  sub-normal  children  to 
be  removed  from  the  care  of  the  education  service  at  the  age  of  fifteen  instead  of 
at  the  age  of  sixteen  underlines  the  need  for  adequate  supervision  of  these  children 
after  they  have  left  school.  The  absence  of  such  supervision  at  the  age  of  fifteen 
or  sixteen  may  well  result  in  a potential  self-supporting  citizen  becoming  dependent 
on  the  State  and  remaining  so  dependent  for  the  rest  of  his  or  her  life. 


Examination  of  Witnesses 


(Chairman):  We  are  very  grateful  to  you 
for  having  gone  to  the  trouble  to  prepare 
this  memorandum,  and  for  coming  to  see 
us.  Perhaps  you  would  be  good  enough 

to  introduce  yourselves? (Mr.  Griffith ): 

I am  the  Secretary  to  the  Education  Com- 
mittee of  the  National  Union  of  Teachers. 
(Miss  Stewart ):  I am  the  Vice-Chairman  of 
the  Education  Committee  of  the  National 
Union  of  Teachers,  and  am  headmistress 
of  a secondary  modern  school  in 
Northumberland.  (Miss  Edwards ):  I am 
the  Chairman  of  the  Education  Committee 
of  the  National  Union  of  Teachers,  and 
headmistress  of  a primary  school  in 
Liverpool.  (Mr.  Britton ):  I am  Vice- 

President  of  the  National  Union  of 
Teachers,  and  a head  teacher  in  Surrey. 


5824.  Thank  you  very  much.  The  first 
half  of  your  memorandum  is  mainly  a 
factual  report  of  things  as  they  are,  and 
from  paragraph  20  onwards  you  address 
yourselves  to  one  or  two  questions  which 
I sent  to  you,  entirely  on  my  own  responsi- 
bility. The  object  of  the  questions  was  to 
find  out  what  was  wrong,  and  generally 
speaking  I think  your  answers  show  that 
in  your  opinion  I missed  the  mark,  and 
my  assumptions  as  to  what  might  be  wrong 
were  not  correct.  But  I should  nevertheless 
like  to  ask  a broad  question:  what  in  your 
opinion  is  wrong?  You  expatiate  a good 
deal  on  one  thing  which  you  think  is  wrong, 
which  is  the  lack  of  accommodation,  over- 
crowding in  the  normal  schools  and  lack 
of  .special  school  accommodation.  Is  there 
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anything  else  that  you  would  put  your 
linger  on  as  being  a defect  of  the  present 

system? ( Miss  Stewart ):  May  I try  to 

answer  that?  I think  you  have  pointed  out 
the  situation  as  we  have  tried  to  show  it 
in  our  statement  to  you.  We  feel  that 
•even  if  there  were  more  facilities  at  the 
present  time  for  these  children  to  go  into 
special  schools,  or  into  special  classes  in  day 
schools,  in  the  way  of  buildings,  at  the 
moment  there  are  not  the  teachers  to  make 
it  possible.  Apart  from  the  overall  short- 
age of  teachers  in  the  country,  there  are  not 
the  facilities  at  the  present  time  for  teachers 
to  have  the  specialist  training  which  is 
necessary  if  they  are  going  to  deal  with 
these  children.  We  fully  support  the  report 
•of  the  Minister’s  National  Advisory  Council 
on  the  Supply  and  Training  of  Teachers, 
that  if  we  are  really  going  to  do  these 
children  justice  in  the  next  few  years  some- 
thing has  to  be  done  about  providing  train- 
ing courses  for  teachers  who  feel  that  they 
are  called  to  do  this  kind  of  work,  and 
feel  that  they  could  do  it  successfully.  We 
feel  that  is  a very  important  point.  (Mr. 
•Griffith):  We  are  not  quite  sure  whether 
there  are  sufficient  people  in  the  colleges  to 
■conduct  the  courses,  either.  We  have  an 
experimental  course  in  London,  and  a very 
good  course  as  it  has  turned  out  to  be, 
but  if  we  are  going  to  expand  on  this 
scale  we  should  want  very  many  more 
people  in  the  colleges  who  have  specialised 
in  this  kind  of  work  and  done  some  research 
into  the  problems. 

5825.  In  addition  to  and  on  top  of  the 

general  training? Yes. 

5826.  You  do  not  want  to  build  up  a 
corps  of  teachers,  who  are  only  qualified 

teachers  for  special  schools? No.  I was 

-a  member  of  the  committee  which  recom- 
mended that  any  teachers  going  to  do  this 
specialist  work  should  first  of  all  qualify  as 
teachers  in  the  ordinary  way,  should  also 
teach  in  a normal  school,  then  go  in  for  the 
special  training,  because  if  they  have  taught 
in  a normal  school  it  is  a sort  of  aim  for 
them  to  have  when  they  go  into  the  special 
school.  ( Miss  Edwards ):  There  is  also  the 
fact,  is  there  not,  that  the  ascertainment  of 
these  children  is  sometimes  delayed,  and 
when  they  are  ascertained  as  being  in  need 
of  special  educational  treatment  there  is  not 

• the  room,  so  they  very  often  get  in  too 
late  for  that  training  to  be  of  the  value 
to  them  which  it  would  have  been  had  they 
been  able  to  have  it  at  an  earlier  age. 

5827.  That  is  a very  important  point ; it 
is  one  of  the  points  I really  had  in  mind. 
You  do  mention  in  your  memorandum  g 
reluctance  on  the  part  of  teachers  to  report 
children  for  ascertainment,,  and  I think  I 
am  right  in  saying  that  you  attribute  that 
reluctance  to  lack  of  accommodation.  They 
say,  “ What  is  the  good  of  reporting  a 
child  when  there  is  nowhere  to  send  him?  ” 
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Is  that  a complete  description  of  the  motives 

for  a teacher’s  reluctance? (Mr. 

Griffith ):  I do  not  think  it  is  the  teacher’s 
reluctance  only,  it  is  the  reluctance  of  every- 
body, even  the  reluctance,  we  understand 
from  our  people,  of  the  medical  profession 
in  some  areas ; they  are  very  busy  people, 
and  they  tend  to  give  priorities  to  certain 
things,  and  they  find  that  even  if  they  ascer- 
tain a child  there  is  no  accommodation  for 
him.  Everybody,  not  only  teachers,  tends 
to  say,  “ What  is  _the  good  of  doing  that? 
There  are  no  facilities  for  him  to  go  to.” 
I think  my  colleagues  will  agree  that  that  is 
so.  Our  people  in  special  schools  have  ex- 
pressed that  point  of  view  very  often. 

5828.  Teachers  in  special  schools? 

Yes. 

5829.  It  is  the  reaction  of  the  teachers 
in  the.  normal  school  about  which  I am 

enquiring? The  teachers  in  special 

schools  in  an  area  are  well  versed  in  the 
problems  generally,  in  the  methods  and 
things  which  take  place  locally,  for  the  pur- 
pose of  ascertainment.  (Mr.  Britton ):  I 

think  part  of  the  difficulty  is  also,  this,  that 
if  you  are  going  to  report  a child  to  the 
authorities  as  in  your  opinion  in  need  of 
special  education,  it  is  the  fact  that  you 
have  probably  got  to  persuade  a parent  to 
agree  to  special  education,  you  have  got  to 
get  the  machinery  of  the  local  authority 
moving,  and  you  put  in  a very  considerable 
effort  to  get  the  case  under  way,  and  then 
you  find  that  nothing  happens,  very  largely 
because  there  is  insufficient  accommodation. 
The  next  case  you  have,  you  go  a little 
more  slowly,  because  you  say,  “ I am  not 
going  to  go  into  all  this  initial  hard  work 
and  then  have  it  come  to  nothing  again  ”, 
because  you  have  upset  a parent  to  some 
extent,  you  have  taken  a child  who  already 
is  not  finding  it  easy  in  the  school,  you  have 
singled  that  child  out ; even  if  you  do  it 
tactfully,  to  a certain  extent  you  have  upset 
a whole  routine,  and  nothing  happens.  So 
the  next  time  you  are  a little  bit  chary 
about  going  through  the  same  procedure, 
and  perhaps  you  wait  for  a more  difficult 
case,  then  again  you  have  probably  no  really 
tangible  results,  so  after  a while,  human 
nature  being  what  it  is,  you  tend  not  to 
make  those  recommendations.  And  I be- 
lieve that  is  fairly  common  practice  over 
the  whole  of  the  country. 

5830.  I understand  that,  but  that  could 
rather  imply  the  conclusion  that  in  a rural 
area,  which  tries  to  work  largely  in  terms 
of  special  classes  rather  than  special  schools, 
you  would  get  a higher  rate  of  ascertain- 
ment. and  the  teacher  would  have  less 
reluctance  to  report  a child  as  needing 
education  in  a special  class  within  the  same 

school. -On  the  contrary,  I would  say 

that  in  a rural  area  there  are  fewer  special 
classes  than  in  an  urban  area,  because  there 
are  the  problems  of  transport  and  the  much 
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greater  difficulty  of  getting  a child  to  a 
special  class  in  a rural  area  than  in  an 
urban  area. 

5831.  that  may  be  true  of  the  un- 
organised rural  areas,  but  I was  thinking 
of  the  secondary  modern  school  in  a rural 

area. 1 would  say  it  is  still  inclined  to 

be  true  that  it  is  easier  to  get  a child  into 
a special  class  in  an  urban  area  than  it  is 
in  a rural  area. 

5832.  Then  1 will  drop  the  reference  to 
rural  areas,  but  do  you  find  that  teachers 
are  less  reluctant  to  report  a child  as 
suitable  for  special  class  education  in  their 
own  school  than  they  are  to  report  a child 

for  transfer  to  a special  school? {Miss 

Stewart):  I think  it  depends  a good  deal 
on  the  individual  child.  From  the  evidence 
we  have  got  from  our  members,  people 
seem  to  feel  that  there  are  certain  children 
with  a very  low  intelligence  and  also  per- 
haps a bad  home  background,  or  perhaps 
children  with  another  defect,  perhaps  mal- 
adjusted, and  that  such  children  really  ought 
to  be  in  residential  special  schools.  But  I 
think  they  also  feel  that  there  is  a very 
large  number  of  these  educationally  sub- 
normal children  who  could  be  well  looked 
after  in  the  normal  school  in  a special 
class,  if  you  have  the  staff  trained  lor  the 
work  and  if  you  could  have  small  enough 
numbers.  We  Teel  if  you  could  have  a 
class  of,  say,  fifteen  children  in  a special 
class  in  a primary  school,  with  a teacher 
trained  for  the  job.  then  that  teacher  could 
do  wonders  with  those  children.  Wc  feel 
that  out  of  the  present  number  of  approxi- 
mately 12,500  who  are  waiting  for  special 
education,  a big  proportion  could  be  dealt 
with  in  day  special  schools,  where  they 
would  still  live  in  their  own  homes  and  they 
would  mix  with  other  children  outside 
school  hours,  or  in  a special  class  in  the 
ordinary  school  where  they  might  have  some 
activities  with  other  children,  and  the 
proportion  who  ought  to  go  into  a 
residential  school  is  much  smaller.  1 think 
that  is  really  the  evidence  that  we  have 
got  and  wc  have  collected  our  evidence 
from  all  parts  of  the  country,  from  rural, 
from  urban  and  from  city  teachers. 

5833.  (Lady  Adrian):  Could  t take  up  a 
point  there?  You  mentioned  primary 
schools— -do  you  regard  it  as  of  great 
importance  that  this  special  education 

should  begin  in  the  primary  school? 

f Miss  Edwards):  If  it  began  there  you 
would  have  very  much  less  incidence  of  it 
later  on  in  life.  I am  the  headmistress  of 
a primary  school,  and  if  work  with  back- 
ward children  could  be  undertaken  with 
the  smaller  classes  in  the  primary  school  or 
in  the  special  school  I think  we  would  be 
able  to  do  something  with  these  children, 
before  they  themselves  began  to  realise  too 
much  that  they  arc  somewhat  different  from 
other  people.  T can  see  two  children  at 
present  in  my  own  school  who  are  really 
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waiting  for  some  form  of  special  education, 
they  have  been  waiting  for  over  a year, 
they  were  waiting  before  they  came  to  me 
in  the  junior  school.  We  are  doing  what 
we  can  with  them,  but  in  classes  of  over 
forty  it  is  almost  impossible  to  give  them 
the  treatment  they  need.  The  longer  those 
children  remain,  the  more  they  are  going 
to  realise  for  themselves  that  they  arc  some- 
what different ; when  they  are  very  young 
they  do  not  realise  it  so  much,  but  later 
on  they  do,  then  they  get  that  feeling  of 
being  maladjusted  with  the  other  children, 
which  on  top  of  being  educationally  sub- 
normal makes  it  more  difficult  for  them. 

5834.  Could  you  do  what  is  needed  in 
special  classes  in  normal  schools  at  the 

primary  age? It  could  be  done  quite  well 

in  special  classes  in  normal  schools,  with 
a sufficiently  small  number  and  the  right 
teacher.  (Mr.  Griffith):  There  is  a lot  of 
work  along  those  lines  being  done  now. 
(Miss  Edwards ) : I have  a class  in  my  own 
school  which  I have  experimented  with, 
just  between  twenty  and  (thirty  children 
who  are  not  educationally  sub-normal  but 
are  backward,  and  the  rate  of  progress  of 
those  children,  working,  in  a smaller  group, 
compared  with  what  it  would  have  been 
working  in  a group  of  between  forty  and 
fifty,  is  quite  remarkable.  I do  not  say 
they  arc  ever  going  to  be  very  good,  but 
they  are  making  a place  for  themselves. 

5835.  (Chairman):  There  are  I think  two 
questions,  whether  a.  child  should  be  ascer- 
tained at  the  primary  school  stage  and 
whether  he  should  be  transferred  to  a 
special  school  at  that  age.  I fancy  every- 
body would  agree  that  the  sooner  you  can 
begin  to  ascertain  the  child  the  belter,  but 
there  is  a strong  educational  opinion,  is 
there  not,  against  the  transfer  of  children 
to  special  schools  much  before  the  age  of 
eleven?-— No,  I should  say  opinion  is 
against  transfer  before  the  age  of  seven, 
probably.  I think  quite  a lot  can  be  done 
with  children  between  the  ages  of  seven  and 
eleven,  and  I do  not  think  the  feeling  is  very 
much  against  it.  I have  in  mind  a child  I 
had  all  through  the  junior  stage,  and  she 
did  not  get  into  a special  school  until  she 
was  over  eleven,  and  really  it  was  rather 
pitiful  to  see  this  child,  because  she  could 
have  done  a great;  deal  more  with  a different 
kind  of  treatment  than  we  could  give  her. 
(Mr.  Britton):  I think  to  some  extent  it 
depends  upon,  the  degree  of  abnormality.  I 
would  say  that  most  teachers  would  feel 
that  there  arc  some  children  who  are  of 
such  low  mental  calibre  that  they  require 
special  education  away  from  the  normal 
schools  even  at  the  age  of  seven,  but  those 
numbers  arc  quite  small.  There  is  then  a 
fairly  large  group,  relatively,  who  would  be 
given  special  education  within  the  normal 
school.  If  those  children  are  neglected, 
then  they  are  likely  to  be  even  greater 
problems,  and  much  more  in  need  of  special 
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education  away  from  the  normal  school  by 
the  time  they  get  to  secondary  school  age. 
{Miss  Stewart):  May  I add  just  one  point 
to  that?  My  experience  with  children  of 
eleven  years  old  and  upwards  is  this,  that 
if  you  have  a very  backward  child  who 
has  been  taught  in  the  ordinary  large  class 
throughout  the  infants’  and  junior  school, 
by  the  age  of  eleven  that  girl  or  boy  has 
lost  all  self-confidence,  and  it  means  that 
it  takes  you  a good  part  of  the  time  that 
you  have  him  in  the  next  four  years  to 
the  age  of  fifteen  to  try  and  rebuild  that 
confidence,  and  it  makes  it  much  more  diffi- 
cult to  give  him  the  opportunity  in,  for 
instance,  practical  subjects,  to  make  the 
progress  he  might  otherwise  make.  I think 
we  are  convinced  that  the  earlier  ascertain- 
ment can  take  place,  the  better.  When  the 
child  is  in  the  infants’  school,  with  the 
methods  of  the  infants’  school,  perhaps 
backwardness  does  not  show  quite  so  much, 
but  once  the  child  is  in  the  junior  school 
then  I think  it  becomes  obvious  rather 
quickly — and  I think  Miss  Edwards  would 
agree  with  that — therefore  that  is  the  time 
when  we  feel  they  should  be  ascertained 
and  the  attempt  should  be  made  to  give 
special  treatment  of  one  kind  or  another. 

5836.  (Dr.  Thomas):  At  what  level  of 
intelligence  roughly  would  you  divide  the 
two  classes  that  you  enumerated  just  now? 

• (Mr.  Britton ):  I think  that  is,  as  I see 

it,  an  over-simplification  of  the  problem, 
because  you  cannot  separate  the  child’s 
mental  make-up  from  the  rest  of  the  child. 
In  some  cases  where  there  is  a bad  home, 
as  well  as  poor  mentality,  it  would  be 
much  more  desirable  for  a child  to  be 
separated  from  the  normal  school,  whereas 
if  there  is  a good  home,  where  there  is  love 
and  affection,  then  although  the  child  may 
be  of  very  poor  mentality  it  would  be 
very  much  better  that  the  child  should 
remain  in  the  normal  school,  in  a special 
class.  < I personally  would  not  like  to  try 
and  give  a specific  answer  to  that,  because 
I believe  it  is  an  over-simplification  of  the 
problem. 

5837.  I did  not  want  a specific  answer, 
I wanted  general  impressions.  But,  to  go 
a step  further,  how  far  throughout  the 
country  is  the  service  of  an  educational 
psychologist  available  to  help  the  teacher 
with  the  elucidation  of  this  very  problem  we 

are  talking  about? (Miss  Edwards): 

There  are  many  authorities  in  which  there 
are  no  educational  psychologists  to  help  the 
teachers.  Fortunately  in  Liverpool  we  have 
them,  but  there  are  many  authorities  who 
have  not.  I think  we  have  mentioned  the 
number  somewhere  in  our  memorandum. 
C Miss  Stewart):  It  is  about  40  out  of  140. 
(Mr.  Griffith):  Although  the  others  have 
got  a psychologist  available  from  the  hos- 
pital. (Miss  Stewart):  But  that  brings  in, 
I think,  the  question  of  the  use  of  child 

Printed  image  digitised  by  the  University  of  Southampton  Lib 


guidance  clinics.  There  are  many  authori- 
ties who  have  not  got  their  own,  but  have 
to  depend  on  the  good  offices  of  another 
authority  to  allow  them  to  send  children 
there.  I think  we  would  say  that  if  a 
child  has  to  be  sent  a good  distance  away 
from  his  own  home  to  another  authority’s 
area  on  visits  to  a child  guidance  clinic, 
that  is  disturbing  to  the  child,  but  it  also 
means  that  you  cannot  get  the  link-up 
between  that  psychologist  or  other  staff  in 
that  clinic  with  the  teachers  in  the  school, 
who  could  probably  be  given  advice  which 
would  be  helpful. 

5838.  (Chairman):  That  leads  on  to  an- 
other question.  Although  I have  been  fairly 
in  touch  with  the  educational  world  for  a 
good  many  years,  I was  rather  surprised  to 
find  that  it  was  generally  accepted  that  the 
child  guidance  clinic  had  nothing  directly  to 
do  with  the  mentally  deficient  child,  and 
that  the  moment  that  mental  deficiency  is 
diagnosed  the  child  passes  out  of  the  range 
of  the  child  guidance  clinic,  child  guidance 
being  concerned  with  the  difficult  child  and 
not  with  the  intellectually  sub-normal  child. 

But  very  often  the  difficult  child  is  the 

child  with  rather  a low  mentality,  and  I can 
think  of  cases  of  children  of  that  kind  who 
have  gone  to  a child  guidance  clinic  and  I 
think  have  received  some  help  there. 

5839.  Would  you  say  that  it  is  desirable 
that  the  child  guidance  clinic  should  extend 
its  purview  to  all  problem  children,  whatever 

the  nature  of  their  problem  may  be? 

Yes.  (Mr.  Britton):  I think  we  would  say 
that  quite  definitely,  because  it  is  our 
experience,  I am  sure,  that  maladjustment 
and  emotional  instability  and  low  mentality 
tend  to  go  side  by  side,  and  quite  often  it  is 
a matter  almost  of  luck  whether  the  child 
gets  into  a special  school  for  educationally 
sub-normal  children  or  whether  it  goes  into 
some  sort  of  institution  for  maladjusted 
children.  In  many  cases  it  depends  very 
largely,  in  some  authorities,  on  what  pro- 
vision there  happens  to  be  available  at  the 
time.  I would  say  that  as  far  as  the  ordinary 
teacher  is  concerned,  the  ordinary  ' teacher 
would  never  like  to  be  quite  definite  upon 
whether  the  primary  trouble  with  a child  is 
poor  mentality,  or  whether  the  fundamental 
trouble  with  a child  is  some  sort  of 
emotional  instability  or  maladjustment. 

5840.  That  does  surprise  me,  because 
when  you  encounter  the  problem  after 
school  age,  in  late  adolescence,  the  most 
difficult  problem  the  mental  deficiency 
institution  is  dealing  with — I do  not  say  the 
largest  in  numbers — is  the  child  of  fairly 
good  intelligence  who  is  uncontrollably 
maladjusted.  Does  that  kind  of  gap  between 
intelligence  and  behaviour  tend  to  develop 
after  school  life  and  not  during  school  life? 

1 would  say  to  some  extent  it  tends  to 

develop  during  school  life.  The  child  who 
has  got  a poor  mentality,  at  the  age  of  six 
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or  seven,  is  probably  not  maladjusted, 
though  it  may  be,  but  as.  it  finds  life  more 
and  more  difficult  because  of  its  poor 
mentality,  so  the  maladjustment,  the 
difficulty  of  adjusting  itself  into  its  environ- 
ment, tends  to  develop.  I think  one  of  our 
points  is  that  we  want  provision  at  an  early 
age,  and  plenty  of  provision  at  an  early  age, 
because  we  do  not  want  the  additional 
problems  of  maladjustment  to  develop  on 
top  of  difficulties  of  poor  mentality. 


5841.  That  is  a very  important  point,  but 
it  is  not  quite  the  point  I was  putting.  I 
was  putting  the  other  point,  of  the  young 
person  with  an  intelligence  quotient  of  over 
75  say  but  who  is  also  uncontrollably 
maladjusted.  When  does  that  phenomenon 
develop,  if  you  say  it  does  not  tend  to 
develop  in  the  school?— We  have  not  as 
a committee  dealt  with  this  problem,  but  I 
would  say  that  it  tends  to  develop  as  the 
child  gets  strong  enough  to  be  obviously  a 
nuisance.  When  you  get  the  very  young 
child  who  may  be  very  badly  maladjusted, 
it  tends  not  to  come  to  notice  anything  like 
so  much  as  when  the  child  gets  older  and, 
in  the  nature  of  things,  uncontrollable. 
That  is  not  a committee  decision,  it  is  not 
something  we  have  investigated,  but.  I 
would  say  that  you  tend  to  get  it  becoming 
pronounced  as  the  child  grows  up,  in  the 
nature  of  its  growing  physical  strength. 


5842.  {Lady  Adrian):  And  the  nature  of 

the  problems  it  has  to  meet? Yes.  (Miss 

Edwards):  As  it  meets  more  problems  with 
which  it  cannot  deal. 

5843.  With  which  the  normal  child  will 
deal  because  it  has  grown  up?-  Yes,  and 
so  often  I think  you  will  find  those  children 
who  are  like  that  not  too  unintelligent,  and 
they  are  maladjusted  ; it  is  in  large  part 
to  do  with  home  life,  it  is  the  difficulties  or 
home  life,  perhaps  the  training  at  home 
which  has  not  helped  them  to  adjust  them- 
selves to  all  that  they  are  going  to  meet 
with.  In  school,  you  see,  a child  has  a 
different  adjustment,  because  of  the  childs 
relationships  with  the  teacher  and  the 
people  he  meets  there,  and  during  school  the 
child  of  that  sort  of  intelligence  probably 
is  not  maladjusted  as  far  as  school  life  is 
concerned,  but  then  away  from  school,  not 
having  been  trained  at  home  by  parents_  m 
the  right  way  to  meet  things  in  life,  coming 
into  contact  with  other  older  people  after- 
wards, I think  that  is  where  their  maladjust- 
ment shows  up.  (Mr.  Britton ):  I think  it  is 
quite  common,  even  when  a parent  com- 
plains that  a child  is  quite  uncontrollable 
at  home,  for  the  teachers  not  to  experience 
a great  deal  of  difficulty,  certainly  with 
young  children.  Would  you  not  say  that  is 
true  Miss  Edwards?  You  know  the  infants 
school  better  than  T do.  (Miss  Edwards ): 
Yes.  (Mr.  Britton):  It  is  quite  common 
for  parents  to  say,  “I  just  cannot  control 


this  child  at  home  ”,  but  at  school  the  child 
is  not  even  among  our  most  difficult 
children, 

5844.  (Chairman):  This  is  perhaps  off 
the  point,  but  are  you  ever  tempted  to 
think  that  a child  of  that  kind  may  be 
more  easily  disciplined  at  school,  or  more 
easily  accustomed  to  the  idea  of  discipline, 
in  schools  of  very  large  classes  than  in 

small  classes? (Miss  Edwards):  No,  1 

do  not  think  so.  (Mr.  Britton):  No,  I 
would  not  have  said  the  size  of  class  had 
a great  deal  to  do  with  that  particular 
aspect  of  the  problem. 

5845.  (Dr.  Thomas):  Would  it  be  a fail- 
conclusion  to  make,  that  the  child  whose 
maladjustment  expresses  itself  in  inhibited 
behaviour  is  less  likely  to  be  observed  by 
the  teacher,  and  that  ascertainment  may  be 
missed  early  in  life  in  that  particular 
category  of  child? — — I would  say  that  is 
a fair  statement,  particularly  if  the  class 
is  very  large.  In  fact,  inhibition  is  some- 
thing that  in  spite  of  ourselves  we  some- 
times have  to  encourage.  (Mr.  Griffith): 
My  Lord,  may  I just  correct  one  impression 
which  our  memorandum  has  given.  You 
said,  “The  teachers  are  reluctant  to  report 
children”.  What  we  actually  said  was, 
“ Some  teachers  are  of  the  opinion  that 
there  is  a reluctance  to  diagnose  pupils". 
It  is  not  just  the  teacher  who  reports  them, 
it  is  the  attitude  of  the  local  education 
authority  generally,  and  where  the  medical 
officer  is  keen,  the  psychologist  is  keen, 
you  find  everybody  tends  to  get  keen,  but 
where  they  are  perhaps  a little  bit  dis- 
heartened because  after  they  have  as- 
certained them,  nothing  can  be  done  about 
them,  the  feeling  extends  to  the  teachers 
as  welt,  and  to  everybody.  We  did  about 
three  years  ago  send  out  to  all  our  local 
associations  to  ask  them  this,  and  we  found 
that  there  was  in  some  areas  no  lethargy, 
so  to  speak,  but  in  some  areas  there  was 
lethargy,  but  it  is  not  just  the  teachers, 
it  is  the  general  atmosphere  of  the  service 
in  that  area,  and  if  there  is  any  reluctance 
it  is  on  the  part  of  the  medical  officer, 
the  psychologist  and  everybody  else, 

5846.  (Chairman):  How  far  is  that  kind 
of  reluctance,  of  teacher  or  administrator, 
due  to  the  dislike  of  attaching  a label  to 
a child  which  may  eventually  get  translated 

into  the  label  “mentally  defective”? 

The  feeling  has  died  down  ; before  the  war, 
when  they  used  to  certify  them,  there  was 
strong  objection,  but  ascertaining  is  not 
objected  to  as  much  in  any  way.  (Miss 
Edwards):  I think  most  of  our  parents 
nowadays  realise  that  we  try  to  educate 
the  children  in  the  type  of  school  which 
suits  them.  If  you  have  a child  who  is 
physically  defective,  delicate,  you  send  the 
child  away  to  an  open  air  school,  and  the 
parents  are  quite  willing  and  are  quite 
pleased  that  the  child  should  go,  and  I 
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think  we  are  educating  the  parents  to  the 
idea  that  the  children  who  are  sick  mentally, 
wjio  are  not  as  well  up  as  their  brothers 
and  sisters  in  school,  should  be  educated 
in  a school  which  is  able  to  deal  with 
them  better  than  we  can  in  the  normal 
school.  I think  a lot  of  the  parents  now 
are  accepting  that  position  far  more  than 
they  used  to  do,  and  I think  also  perhaps 
the  other  children  are  a bit  kinder  than 
they  used  to  be  and  they  do  not  label  these 
children  “ loony  ” like  they  used  to  ; I do 
not  hear  quite  so  much  of  that  nowadays. 

5847..  That  was  not  quite  what  I meant ; I 
meant  is  there  a dislike  of  attaching  a label 
which  might  have  the  effect  after  the  child 
left  school  of  its  being  reported  to  the  local 
health  authority  as  in  need  of  care  and 

supervision. (Miss  Stewart ) : X think  that 

was  probably  true  before  the  war,  but  I 
think  it  is  not  so  true  now,  and  for  evidence 
I would  say  this,  that  it  is  not  often  now  that 
you  find  a parent,  who  has  the  opportunity 
to  have  his  child  sent  to  a special  school, 
refusing.  It  is  a rare  thing  now,  and  I 
should  imagine  that  twenty  years  ago  it 
was  anything  but  rare,  because  X can  think 
of  several  cases  in  my  early  days  of  teach- 
ing. (Mr.  Britton):  I would  agree  with 
Miss  Stewart  on  that  point.  (Miss  Stewart) : 
The  attitude  of  the  parents  I think  has 
changed,  and  I think  a good  deal  of  work 
has  been  done  to  achieve  that  attitude  on 
their  part,  and  they  probably  realise  that 
if  the  child  can  have  a special  education 
then  there  is  a likelihood  that  that  child 
will  grow  up  capable  of  doing  some  kind 
of  work  and  being  a reasonable  citizen, 
instead  of  being  labelled  for  life. 

5848.  I think  now  X would  like  to  come 
on  to  a question  of  fact  about  which  X am 
always  rather  puzzled.  What  is  the  actual 
machinery  of  ascertainment  and  diagnosis? 
I suppose  a certain  number  of  children 
come  to  school  with  a doctor’s  warning 
certificate  attached ; they  have  already 
been  under  observation.  Where  that  does 
not  happen,  who  starts  the  business  of 

ascertaining? 1 think  it  will  vary  among 

authorities,  but  in  many  authorities  it  is 
the  normal  thing  for  the  head  teacher, 
say  in  the  primary  school,  who  comes 
across  a child  at  the  age  of  seven  or  eight 
who  obviously  cannot  keep  up  with  even 
the  slower  children  in  school,  to  notify  the 
education  authority,  and  then  one  of  the 
school  medical  officers,  or  it  may  be  the 
psychologist,  will  come  to  the  school  or 
arrange  to  have  the  child  taken  perhaps 
to  .a  clinic,  and  there  test  that  child  to 
decide  whether  the  child  appears  to  be 
capable  of  going  on  in  the  normal  school 
or  ought  to  have  special  treatment.  That 
does  give  me  an  opportunity  to  mention 
one  thing  here  which  we  feel  is  rather 
important.  I have  here  a copy  of  the  form 
which  a medical  officer,  having  examined 


the  child,  sends  to  the  school  saying,  “ Will 
you  please  fill  in  this  form?”.  There  are 
certain  things  on  the  form  that  you  have 
to  ask  the  child  to  do.  I do  not  know 
whether  Mr.  Griffith  can  remember  when 
this  came  into  operation,  but  Miss 
Edwards,  Mr.  Britton  and  myself,  as  long 
as  we  have  been  head  teachers — and  Miss 
Edwards  has  had  much  more  experience 
than  I have  as  a head  teacher — have  had 
to  use  this  form  in  exactly  its  same  set-up, 
and  we  do  not  feel  that  it  is  quite  adequate. 
We  think  that  the  time  has  probably  come 
when,  if  ascertainment  is  to  be  done 
thoroughly  by  the  medical  officer  in  co- 
operation with  the  school,  and  the  head 
teacher  is  going  to  be  able  to  give  inform- 
ation which  will  be  of  value  to  the  medical 
officer  in  coming  to  a decision  this  form 
should  be  revised.  I would  like  to  point 
out  strongly  some  items  on  this  form.  On. 
the  question  of  attendance,  it  asks  for  parti- 
culars of  school  attendance.  We  all  realise 
that  at  the  infant  stage  a child  may  have 
perhaps  a long  absence,  but  one  child  with 
a long  absence  may  not  be  affected  so 
badly  by  that  absence  as  another  child  who 
puts  in  more  attendances  in  the  year  but 
has  many  absences,  constant  absences, 
throughout  the  infant  stage  and  the  junior 
stage.  We  feel  that  probably  that  section 
of  the  form  should  be  altered  so  that  the 
head  teacher  could  give  more  detailed  in- 
formation to  help  the  medical  officer.  Then 
on  the  form  we  are  given  words  to  ask 
the  child  to  read,  to  see  whether  he  can 
read  them.  We  all  know  that  little  children 
pick  up  first  of  all  the  names  of  things 
around  them,  the  names  of  the  animals, 
cat,  dog,  and  so  on,  but  this  form  starts 
off  with  “to,  is,  off,  it,  may,  up,  or,  no, 
an  ” ; admittedly  they  are  two-letter  words 
and  thev  are  verv  simple,  but  we  know  in 
the  teaching  profession  that  those  are  not 
the  words  which  children  first  learn. 
(Miss  Edwards ):  Twenty  years  ago.  they 
did,  but  they  do  not  now.  (Miss  Stewart): 
So  a child  may  know  quite  a lot  of  words, 
but  on  this  line  here  could  not  read  a single 
one. 

5849.  Who  is  the  author  of  this  form? 

The  Ministry  of  Education,  it  is  Form 

No.  3HP. 

5850.  How  old  is  it? (Miss  Edwards): 

X have  been  a head  teacher  for  about 
twenty  years,  and  I never  remember  a 
different  form  from  this.  I do  not  know 
how  long  before  that  it  was  in  use.  (Miss 
Stewart):  Leaving  the  form  for  the 

moment,  when  the  medical  officer  has  de- 
cided, after  having  received  some  help 
from  the  school,  that  the  child  should  have 
special  treatment,  then  it  is  for  the  autho- 
rity to  see  whether  they  can  provide  that 
special  treatment.  If  it  should  be  in  a 
residential  school,  they  have  got  to  try  to 
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get  the  child  into  a residential  school,  and 
with  a waiting  list  of  12,000  at  the  moment, 
as  far  as  we  know  from  the  authorities, 
the  chances  are  very  small.  And  unless 
they  have  got  an  adequate  supply  of 
teachers,  and  teachers  trained  for  the  work, 
and  rooms  to  put  them  in,  then  they  can- 
not make  sufficient  special  classes  to  take 
them. 

5851.  (Mr.  Jackson ):  You  referred  to  an 
examination  possibly  being  made  by  a 
psychologist,  then  you  said  “ or  medical 
officer  ” ; does  it  happen  that  you  get  this 
examination  by  a psychologist  without  a 

full  medical  examination? There  is  a 

medical  examination  as  well. 

5852.  Always,  when  you  have  an  examin- 
ation by  a psychologist? Yes.  (Mr. 

Griffith ):  We  think  the  job  is  better  done 
where  there  is  a team,  with  the  psycholo- 
gist and  the  medical  officer  and  also  the 
child’s  teacher. 

5853.  What  I was  really  leading  to  was, 

are  you  quite  satisfied  that  the  possibility 
of  physical  defect  is  always  adequately  ex- 
amined?  (Miss  Stewart):  I think  in  the 

majority  of  cases  the  physical  defect  is 
probably  picked  up  at  the  same  time,  and 
the  doctor  may  discover  that  it  is  a physical 
defect  which  needs  to  be  dealt  with,  and 
that  if  that  is  dealt  with  then  it  may  be 
that  the  child  will  not  need  special  treat- 
ment in  an  educationally  sub-normal 
school.  (Mr.  Griffith):  On  the  other  hand, 
we  do  know  that  even  in  schools  for 
physically  handicapped  children  there  are 
a fairly  large  number  of  educationally  sub- 
normal children,  because  there  are  not 
many  schools  which  deal  with  dual  handi- 
cap, and  I suppose  they  have  got  to  weigh 
up  whether  the  physical  defect  is  more 
important  than  the  mental  defect.  It  is 
very  difficult,  when  you  have  not  got  the 
schools  which  deal  with  physical  defects, 
with  a child  who  has  got  the  dual  defect. 
I should  say  that  on  the  whole  there  is  a 
big  improvement  in  the  diagnosis,  because 
there  is  more  co-operation  ; it  is  not  just 
the  medical  officer,  the  psychologist  also 
is  coming  in — because,  with  all  due  respect 
to  the  medical  officers,  they  are  not  experts 
in  giving  mental  tests,  for  instance,  because 
they  have  not  had  the  experience.  I remem- 
ber when  I was  a schoolmaster,  many  years 
ago,  a young  Scotsman  coming  down  to 
Wales  and  testing  a boy  in  my  class ; he 
could  not  get  any  responses  at  all,  because 
he  had  not  learned  to  speak  the  local 
language,  and  he  could  not  possibly  get 
at(  the  child  and  I had  to  help  him.  I 
think  that  is  why  wc  feel  that  the  teacher 
should  play  a bigger  part  in  the  team  work 
than  he  has  done  in  the  past ; but  he  is 
playing  a bigger  part,  there  is  no  doubt 
about  that.  (Miss  Stewart):  I think  it  is 
true  to  say  that  the  diagnosis  will  be  most 

Printed  image  digitised  by  the  University  of  Southampton  Libra 


successful  where  the  local  education  autho- 
rity has  on  its  medical  staff  a doctor  who 
is  particularly  interested  in  this  subject  and 
who  is  prepared  to  give  the  time  to  it  and 
to  go  into  it  really  thoroughly,  but  it  is 
obvious  that  if  a school  medical  officer, 
who  has  not  had  the  time  for  such  train- 
ing or  has  not  got  the  special  interest,  has 
got  to  deal  with  these  cases  on  top  of  all 
the  other  work  he  has  got  to  do,  it  is  not 
fair  to  expect  him  to  do  the  job  as  well 
as  you  would  like  him  to  do  it.  (Mr. 
Britton):  I think  that  is  particularly  true 
in  the  case  of  young  children,  testing  their 
sight  and  testing  their  hearing,  because 
dealing  with  young  children  is  rather  a 
specialist’s  job,  quite  irrespective  of  their 
handicap,  and  when  a child  cannot  read 
and  when  a child  may  be  deaf  it  is  quite 
difficult  to  deal  with  that  child  medically, 
and  I think  there  may  be  medical  defects 
in  young  children  which  are  over-looked. 

5854.  (Chairman):  That  is  very  curious, 
because  of  course  deafness  and  eyesight 
were  the  two  chief  arguments  for  starting 
the  school  medical  service  before  the  First 
World  War.  One  would  have  thought 
school  medical  officers  would  have  been 
very  much  better  at  diagnosing  deafness  ancl 
sight  defect  than  mental  defect.  I wonder 
sometimes  whether  the  teacher  plays  the 
part  which  he  or  she  might  when  originally 
reporting  the  child.  It  cannot  be  very 
difficult~with  a very  large  class  it  may  take 
a little  time — it  cannot  be  very  difficult  for 
a teacher  to  ascertain  whether  a child  is 

deaf  or  shortsighted? 1 think  on  the 

contrary  it  is  quite  difficult  for  a teacher 
to  diagnose  whether  a child  is  deaf,  and 
it  is  even  quite  difficult  to  diagnose  whether 
a child  has  defective  vision,  if  it  is  a small 
child.  It  is  easy  if  the  child’s  vision  is  very 
defective,  but  if  the  vision  is  somewhat 
defective  and  if  that  is  coupled  with  a 
fairly  low  mentality,  I think  it  would  be 
quite  difficult  for  teachers,  just  as  teachers, 
to  be  able  to  place  that  as  being  the 
difficulty  with  the  child  ; they  would  sec 
that  the  child  was  not  doing  well,  but  they 
might  not  realise  the  cause. 

5855.  I did  not  suggest  that  the  teacher 

should  be  able  to  decide  which  is  the 
greater,  the  deafness  or  the  defect,  but  I 
should  have  thought  the  teacher  could  have 
known  enough  of  the  child  to  draw  the 
doctor’s  attention  to  the  possibility  that 
there  was  a physical  defect. — -(Miss 
Edwards):  I think  with  some  young 

children  it  would  be  very  difficult  \to  come 
to  a conclusion  a child  is  not  able  to  do 
things  because  she  cannot  hear.  I have 
been  rather  surprised  on  one  or  two  occa- 
sions— we  now  have  a visit  of  the  school 
nurses  with  the  audiometer  every  year, 
testing  the  children — and  I was  quite  sur- 
prised at  one  or  two  of  the  children  who 
were  diagnosed  with  a considerable  amount 
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of  deafness,  who  we  had  not  realised 
before  had  that  amount  of  deafness  ; they 
were  not  educationally  subnormal  children, 
and  we  had  not  realised  from  the  children 
themselves  that  there  was  anything  wrong 
with  their  hearing.  I think  it  is  a very 
difficult  thing  to  find  out. 

5856.  That  almost  introduces  the  next 
thing  I want  to  ask.  I was  rather  dis- 
appointed with  your  paragraphs  23  to  26, 
because  I think  you  missed  what  was  in 
my  mind  when  I » asked  the  question 
originally.  In  the  development  of  special 
schools  for  the  mentally  sub-normal  child, 
assuming  that  we  are  going  to  have  a 
let-up  on  building  restrictions  and  we  may 
get  some  new  schools,  is  there  not  some 
danger  of  the  provision  of  undifferentiated 
schools  for  educationally  sub-normal 
children?  In  the  first  place  you  have  got 
an  age  range,  and  if  you  are  right  it  may 
be  from  seven  to  sixteen,  which  is  alto- 
gether contrary  to  all  modern  educational 
opinion ; secondly,  you  have  got  a wide 
variety  of  mental  intelligence  and  what  it 
is  fashionable  now  to  call  emotional 
response.  Do  you  ever  think  that  we  need 
more  classification  of  the  sub-normal  child 
at  an  early  stage  in  his  education — not  an 

irrevocable  classification,  of  course? 

Classification  in  what  way,  Sir? 

5857.  As  to  the  kind  of  education  to 

which  it  can  be  expected  to  respond. 

C Miss  Stewart ):  I think  we  looked  at  it  in 
the  way  in  which  we  state  in  paragraph  24. 
We  felt  there  were  those  of  a very  low 
mental  calibre  who  needed  to  be  in  resi- 
dential schools,  where  they  would  be  dealt 
with  in  small  numbers  and  where  they 
would  be  under  constant  care  and  away 
from  home  background,  which  might  be 
the  cause  of  emotional  instability.  . . . 

5858.  That  is  quite  a new  idea  to  me, 

that  the  residential  special  school  is 
specially  for  children  of  very  low 
mentality? There  are  residential  educa- 

tionally sub-normal  schools  now.  but, 
looking  at  it,  we  felt  that  not  all  children 
who  might  be  called  educationally  sub- 
normal should  necessarily  go  to  a residen- 
tial school,  because  some  of  them  treated 
in  a small  class  in  the  normal  school  might 
be  capable  of  mixing  with  the  other 
children  in  some  activities,  and  gradually 
being  able  to  take  their  place  with  the 
other  children  in  almost  everything,  if  they 
can  only  have  the  special  treatment,  at 
the  right  stage  in  the  primary  school,  in 
a special  class.  There  are  some  who  might 
be  better  in  a day  special  school,  but  still 
able  to  live  at  home  because  they  are 
capable  of  fitting  in  with  the  family  and 
the  family  would  be  good  for  them,  and 
on  the  other  hand  there  are  those  who 
are  better  away  from  home. 


5859.  {Lady  Adrian ):  Do  you  think  some 
of  the  relatively  more  intelligent  ones,  who 
are  perhaps  disturbed  because  of  family 
relationships,  also  need  a residential 
school? Yes. 

5860;  And  that  there  ought  to  be  what 
you  might  call  a higher  grade  of  residential 

school  for  that  type? Yes.  (Mr. 

Griffith ):  I think  what  happens  actually 
is  that  they  take  all  the  circumstances  of 
the  child  into  account  when  they  decide. 

I am  sure  they  ask  the  question,  “Would 
this  child  be  better  in  a day  school  or  a 
residential  school?  Should  it  be  removed 
from  its  parents,  or  should  it  not?  ” I 
think  all  those  questions  are  asked  before 
they  recommend  somebody  to  a residential 
school. 

5861.  {Chairman):  Yes,  but  would  they 
ask  the  question,  “ Would  this  child  be  better 
in  a school  with  a strong  craft  bias,  or  in  a 
relatively  normally  academic  school?  ” 

(Miss  Edwards ):  You  would  not  put 

these  children  into  a normally  academic 
school.  The  work  in  a special  school  for 
educationally  sub-normal  children  would 
have  largely  a craft  bias,  I should  say.  I 
think  the  amount  of  academic  work  one 
can  do  in  the  educationally  sub-normal 
school  must  be  definitely  limited,  we  never 
think  of  it  as  academic.  (Mr.  Britton ): 

I think  to  some  extent  we  are  in  danger 
of  getting  a confusion  between  maladjust- 
ment and  educational  sub-normality.  As  far 
as  the  educational  side  is  concerned,  those 
are  two  separate  categories.  As  far  as  the 
educationally  sub-normal  children  are  con- 
cerned, I think  we  believe  that  those 
children  who  are  so  poor  in  mentality  that 
they  are  practically  ineducable  probably 
cannot  be  dealt  with  even  in  a special 
class  in  the  normal  school.  From  that 
point  of  view  I think  we  did  believe  that 
there  should  be  special  educationally  sub- 
normal residential  schools  for  those  of  ex- 
tremely low  mentality  who  are  just  within 
the  range  of  educability.  As  far  as  the 
malajusted  child  is  concerned,  he  might 
have  almost  any  range  of  intellect,  and 
I think  most  local  authorities  tend  to  have 
a residential  hostel  for  maladjusted  children, 
who  may  ultimately  become  psychological 
problems.  But  there  is  a very  general  ten- 
dency for  the  children  in  maladjusted  hos- 
tels to  attend  the  ordinary  schools,  and 
possibly  work  with  quite  a normal  class  of 
child  : in  fact,  some  children  in  maladjusted 
hostels  go  to  grammar  schools  and  do 
grammar  school  work. 

5862.  (Lady  Adrian ):  But  you  do  get 

some  of  those  children  who,  just  because  of 
their  emotional  disturbances,  are  educa- 
tionally very  sub-normal,  although  their  in- 
telligence is  not  low? Yes.  You  do  tend 

very  largely  to  have  multiple  defects,  so 
you  get  educationally  sub-normal  children 
who  are  maladjusted,  and  maladjusted 
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children  who  are  educationally  sub-normal ; 
they  overlap  very  much.  ( Miss  Stewart ): 
They  are  then  a big  problem,  because  the 
school  for  the  educationally  sub-normal 
child  does  not  want  a seriously  maladjusted 
child  to  upset  the  others,  and  the  school 
with  the  maladjusted  children  with  a wider 
range  of  intelligence  does  not  want  to  have 
the  educationally  sub-normal  child.  I can 
think  of  a child  at  the  moment  who  is 
eight,  and  the  authority  has  been  trying  to 
get  him  into  an  educationally  sub-normal 
school  or  a school  for  maladjusted 
children;  they  have  failed  to  get  him  into 
either,  and  he  is  still  in  his  primary  school. 

5863.  What  is  his  intelligence  quotient, 

just  for  the  _ sake  of  interest? -Slightly 

over  70,  I think. 

5864.  C Chairman ):  Rather  too  high-  for 

the  educationally  sub-normal  school? 

Yes,  and  too  low  for  the  other,  and  he 
has  fallen  between  two  stools.  (Mr. 
Griffith) : Of  course,  the  definition  of 

educational  sub-normality  is  not  very  clear, 
even  in  the  Ministry. 

5865.  (Dr.  Thomas ):  The  Ministry  did 
give  some  fairly  precise  recommendations 
in  a booklet,  suggesting  it  should  cover  the 
range  from  55  to  80,  I think.  I did  want 
to  ask  a factual  question  about  that.  Does 
the  number  of  day  special  schools  given  in 
paragraph  6 include  the  number  of  children 

in  special  classes  in  ordinary  schools? 

No. 

5866.  Have  you  any  estimate  at  all  of 
the  number  of  children  who  are  dealt  with 

in  special  classes  in  ordinary  schools? 

No.  I do  not  know  that  the  Ministry 
have  ever  collected  any  statistics  on  those 
lines ; also,  some  of  the  classes  are  ex- 
perimental— as  we  have  said,  they  call  them 
by  all  kinds  of  names  now.  (Miss  Stewart) : 

I can  think  of  an  authority,  for  instance, 
which  takes  a group  of  children  at  the 
age  of  1 1 who  are  educationally  sub-normal 
and  who  need  some  special  treatment  in  a 
day  school,  and  they  put  them  into  what 
they  call  an  opportunity  class  in  a modern 
school,  therefore  giving  them  a new  name 
which  makes  them  feel  they  are  a cut 
above  the  others.  (Mr.  Griffith):  They 
call  them  progress  classes,  there  are  all 
kinds  of  names,  but  I think  they  do  not 
want  to  call  them  the  bad  class,  or  any- 
thing like  that.  (Miss  Edwards):  No,  We 
do  not  do  that.  (Miss  Stewart) : I think 
we  would  say  there  is  some  very  valuable 
experimental  work  being  done  in  special 
classes. 

5867.  (Chairman):  I am  pressing  this 
question  because  of  what  you  say  in  para- 
graph 27,  that  you  feel  there  should  be  a 

L P.eri°d  in  a special  school  before  any 
child  is  reported  to  the  health  authority. 
That  recommendation  in  another  form  has 
been  made  to  us  very  strongly  by  other 


witnesses,  that  there  ought  to  be  a provi- 
sion for  classifying  special  schools,  at  the 
moment  we  tend  to  deal  with  the  educa- 
tionally sub-normal  child  too  much  in  a 
lump,  but  he  needs  more  classification, 
and  he  can  only  be  given  a classification 
in  a school  specially  adapted  to  that  pur- 
pose. I wondered  whether  you  have  con- 
sidered that?  I suppose  it  is  more  or  less 
the  same  idea  as  your  opportunity  classes? 

(Mr.  Griffith ):  That  is  rather  similar 

to  the  idea  when  remand  homes  were 
started.  They  have  'classifying  schools  in 
the  approved  schools,  and  I think  it  is  a 
similar  kind  of  thing  that  you  are  thinking 
of. 

5868.  It  is  a similar  idea,  yes. The 

only  difficulty  is  that  the  Home  Office 
schools  are  symmetrical  in  the  sense  that 
they  are  all  administered  more  or  less  from 
the  centre,  whereas  the  special  schools  arc 
very  chaotic  as  far  as  organisation  is  con- 
cerned, because  of  the  large  number  of 
local  authorities,  but  with  the  Home  Office 
they  are  able  to  centralise  them. 

5869.  But  that  is  not  beyond  the  devices 
of  administrative  ingenuity  to  get  rid  of? 

No.  (Miss  Stewart ) : I think  we  would 

agree  that  before  a child  is  considered  to 
be  ineducable  there  should  be  the  oppor- 
tunity to  see  whether  anything  can  be 
done  with  that  child  in  this  way.  (Mr. 
Griffith):  Is  there  not  also,  my  Lord,  the 
fact  that  the  educationally  sub-normal 
schools  are  comparatively  young  schools, 
and  we  have  already  said  that  the  training 
for  teaching  has  only  just  started,  only 
five  years  ago  in  London  University  in 
an  experimental  way,  and  really  all  kinds 
of  suggestions  may;  be  made  and  will  be 
made,  and  they  will  be  all  to  the  good, 
but  one  of  the  essential  things  in  my 
opinion  is  that  there  should  be  training 
for  the  teacher,  and  research  work  con- 
nected _ with  those  who  are  in  charge  of 
the  training ; then  we  shall  get  much  better 
schools  than  we  have  got  at  the  present 
time.  But  now  the  chief  criticism  is  that 
we  have  not  got  enough  special  schools. 

5870.  Educationally  sub-normal  schools 
under  that  name  are  very  young,  but  there 
is  a certain  danger  in  thinking  that  when 
you  call  a thing  by  a different  name  it  is 
a different  thing.  Under  the  old  regime 
of  special  schools,  generally  speaking  I 
think  I am  right  in  saying  that  the  London 
schools  were  quite  outstanding  over  all 
the  schools  in  the  country,  ana  they  were 
outstanding  because  in  London  you  could 
have  a much  greater  degree  of  classifica- 
tion of  degrees  of  ability  and  degrees  of 
educability.  What  is  worrying  me  is  that 
when  the  local  authority  educational  years 
are  over,  many  of  these  children  come  into 
national  mental  deficiency  institutions 
which  are  also  too  little  classified,  and  I 
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wonder  whether  the  opportunity  for  classi- 
fication has  not  been  missed  in  the  school 

years. (Mr.  Britton ):  1 think  that  is 

true,  but  it  is  very  largely  true  because 
of  the  lack  of  schools.  As  you  yourself 
said.  Sir,  in  London  it  -was  possible  for 
a child  who  was  educationally  sub-normal, 
geographically  to  gel  to  one  of  several 
schools.  In  most  authorities  that  is  not 
true,  and  you  may  have  a school  which 
is  doing  a very  good  job  of  work,  within 
a certain  range,  but  children  of  all  sorts 
of  ranges  might  get  sent  to  that  school 
because  it  is  the  only  one  available.  If  1 
can  give  one  particular  instance  I know 
of,  oi  a school  which  is  doing  a very  good 
job  of  work  with  children  who  are  severely 
retarded,  yon  get  educationally  sub-normal 
children  sent  to  that  school,  and  in  about 
two  months  Ihey  conic  back  to  the  ordinary 
school  because  the  educationally  sub-normal 
school  says,  “This  child  is  not  clever 
enough  for  us  to  deal  wilh  ",  so  hack  they 
conic  to  the  ordinary  school  because  they 
are  not  good  enough  for  the  educutionnllv 
sub-normal  school.  That  educationally  sub- 
normal school  is  doing  a very  good  job 
of  work  with  a certain  category  or  child, 
but  there  is  no  provision  at  till  for  the 
child  below  that  category,  so  that  child 
comes  hack  to  the  ordinary  school,  and 
ultimately  will  become  a very  severe 
problem. 

5871.  I think  we  have  covered  the  answer 
to  my  question  (4),  whether  the  teachers 
arc  generally  satisfied  with  the  procedures 
by  which  mental  deficiency  is  diagnosed 
Roughly,  your  answer  to  that  is,  " Yes 
but  the  teacher  ought  to  have  a good  deal 
larger  part  in  it,  and  it  ought  to  lie  done 
more  as  a team  iitli  under  a proper  child 
guidance  service"?  Yes.  (Mr.  Griffith): 
There  was  something  else.  Sir.  I think  the 
tone  III  our  memorandum  is  that  other 
things  may  result  in  improvement,  if  we 
get  training  for  teachers,  and  the  research. 

T do  not  think  there  is  any  one  single  wav 
of  improving  things, 

5872.  Then  your  paragraph  74  satisfied 

me  that  my  suggestion  that  (lie  three  R’s 
are  too  hastily  abandoned  nitty  be  wrong, 
hut  some  evidence  given  to  us  suggests  that 
it  does  tend  to  he  the  case  that  some  mental 
deficiency  institutions  are  getting  young 
net-sons  there  who  have  been  renortet!  to  tile 
local  authority  as  illiterate  and  ineducable. 
In  whom  it  is  possible  to  (each  the  three 
Rs,  it  is  true,  laboriously,  but  still  not  un- 
successfully. (Mia  Edwards) : Our 

people  fell  that  in  till  the  educationally  sub- 
normal  schools  Ihere  wns  n fnfr  amount  of 

£jven  to  the  teaching  of  the  three 
Rs,  The  only  places  we  could  find  where 
the  three  R\s  were  not  included  were  the 
occupation  centres,  which  of  course  are  not 
educational  institutions  at  all. 
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5877.  That  is  one  of  the  major  things  1 
was  going  to  ask  you.  Have  you  con- 
■sidered  whether  occupation  centres,  or,  if 
not  all  occupation  centres,  some  occupation 
centres,  should  he  under  local  education 
authorities  rather  titan  the  local  health 

authorities? — ( Mr . Britton):  We  believe 

that.  ( Miss  Stewart 1:  Yes,  we  agree.  (Mr. 
Griffith):  Some  of  the  defects  of  the 
occupation  centres  may  be  due  to  the  fact 
that  they  are  purely  for  training.  In  my 
opinion— -and  it  is  only  a personal  opinion 

there  should  he  in  occupation  centres, 

and  also  in  some  of  the  institutions,  luma 
lulr  teachers,  I met  a ladv  who  has  gone 
into  that  work,  and  she  told  me  that  they 
did  not  expect,  especially  in  the  institutions, 
much  from  the  children  at  all ; they  were 
not  teachers,  they  were  just  looking  after 
the  children.  When  I met  iter  site  hud  been 
there  about  six  months,  and  she  told  me 
that  very  much  more  could  be  done  if  there 
were  somebody  looking  after  the  children 
who  knew  something  about  their 

capabilities. 

5874.  After  all,  a considerable  proportion 

of  these  children,  if  not  the  majority  of 
them,  have  been  reported  hv  the  local 
authority  as  ineducable?-  Yes,  hut  in- 

educable, Sir.  not  necessarily  in  the  sense 
that  they  cannot  be  educated, 

5875.  In  the  sense  that  the  system  cannot 

deal  wilh  them? ] agree,  hut  we  should 

never  give  up  hope  that  something  might 
he  done  for  them,  (Mr.  Britton):  I think 
to  some  extent  our  point  is  thin  there  is 
no  absolutely  clearly  marked  dividing  line 
between  the  educahlc  and  the  ineducable, 
and  we  have  more  than  a suspicion  that 
you  could  go  much  further  down  the  range 
of  ability  before  you  reached  the  stage 
where  nothing  could  he  taught  In  the  way 
of  Ihc  three  R’s  than  very  often  is  assumed 
to  he  the  case  now.  Special  methods  might 
he  necessary,  and  those  special  methods 
would  only  tend  to  be  developed  with  addi- 
tional training  and  additional  research,  hut 
such  information  ns  we  have  got  tends  to 
make  its  believe  that  vmt  can  go  further 
down  the  range  in  teaching  children  to  read, 
and  that  type  of  thing,  than  Is  ut  present 
often  assumed. 

5870.  (Dr.  Thomas):  If  f may  intervene 
there,  that  is  the  current  practice  and  ex- 
perience of  many  mental  deficiency  hospitals 
now.  and  many  do  employ  Ministry  of 
Education  trained  teachers.  Wind  I would 
like  to  ask  you  specifically  is  this.  Would 
you  regard  it  ns  the  province  of  (he  educa- 
tion authorities  to  cover  all  aspects  of 
education  Tor  all  children?  I think  we 
would.  Once  you  take  it  out  of  Ihc  scope 
of  the  education  authority,  the  education 
lends  to  he  neglected. 

5877.  What  about  your  recruitment 
problem  in  relation  to  these  children? 

Do  you  mean  recruitment  of  teachers? 
ry  Digitisation  Unit 
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5878.  Yes. (Miss  Edwards ):  Do  you 

mean,  would  there  be  a difficulty  m 
recruiting  teachers? 

5879.  That  is  the  main  difficulty  now 
being  experienced  by  the  hospitals,  to  find 
the  right  kind  of  person  to  teach  lower 

grade  children. (Mr.  Griffith ):  That  >s 

the  whole  point.  You  see,  even  in  the 
education  service  itself  teachers  are 
clamouring  for  training  facilities  to  be 
available.  At  every  conference  of  special 
school  teachers  which  I attend  and  l 
attend  a fair  number — that  is  the  cry,  We 
want  this  special  training  to  be  available  . 
It  does  not  matter  how  far  down  the  scale 
we  go,  if  the  training  is  made  available 
there  are  always  people  who  are  prepared 
to  devote  the  time  to  it,  but  I think  they 
are  suffering  in  the  hospitals  from  the  same 
defect  as  we  are  in  all  kinds  of  other 
schools,  and  also,  if  t may  say  so,  with 
regard  to  scientists  in  grammar  schools. 
It  is  not  a peculiarity  ■ of  the  hospital 
schools,  it  is  really  very  general. 


5880.  (Dr.  Rees):  Do  you  feel  the  educa- 

tion authorities  will  show  the  same  interest 
in  children  attending  occupatmn  centres  as 
in  children  attending  their  grammar 
schools? One  can  only  _ express  a per- 

sonal opinion  there.  In  Birmingham  T under- 
stand the  occupation  centres  are  under  the 
charge  of  the  local  education  committee, 
and  so  are  the  grammar  schools,  and  I do 
not  know  whether  Birmingham  is  more  in 
love  with  the  grammar  school  than  the 
other. 

5881.  In  general  do  the  education  authori- 
ties show  the  same  interest  in  their  educa- 
tionally sub-normal  schools  as  they  do  in 

their  grammar  schools? (Miss  Edwards): 

I think  they  do.  (Mr.  Griffith ):  I think 
traditionally  they  have  not.  In  Wales  every 
county  has  got  plenty  of  grammar  schools, 
but  many  counties  have  not  got  a single 
educationally  sub-normal  school  or  a single 
special  school. 

5882.  Does  not  that  tend  to  show  there 
is  not  as  much  interest  in  the  educationally 

sub-normal  school? 1 can  say  again, 

even  in  Wales  they  arc  showing  a very 
keen  interest,  and  they  are  setting  up  quite 
a number  of  educationally  _ sub-normal 
schools,  which  I think  is  in  line  with  the 
general  position,  that  local  education 
authorities  arc  better  in  some  ways  than 
they  used  to  be,  and  I think  they  are  more 
concerned  that  the  children  do  get  the 
education  which  is  suitable  to  their  ability 
and  aptitude  and  age.  But  they  have  got 
a lot  of  room  for  improvement. 


5883.  (Chairman):  I should  like  to  carry 
a little  further  this  point  about  the  educa- 
tion authority  being  responsible  for  educa- 
tionally sub-normal  schools.  Birmingham 
has  been  mentioned,  but  there  the  educa- 
tion authority  is  administering  the  occu- 


pation centres  on  behalf  of  the  health 
authority,  and  it  is  a mere  administrative 
arrangement  and  has  no  legal  implications. 
But  there  is  a wider  question,  if  the  educa- 
tion authority  is  to  be  statutorily  respon- 
sible for  occupation  centres.  Do  you  want 
the  compulsory  attendance  age  at  such 
centres  to  be  raised,  as  an  educational 
measure?  Let  me  explain  what  is  in  my 
mind.  The  whole  weight  of  recommenda- 
tions made  to  us  has  been  that  you  ought 
to  deal  with  what  we  now  call  the  mentally 
defective  child  far  more  in  the  community 
and  far  less  in  the  institutions.  I am 
wondering  what  contribution  the  local 
education  authorities  and  the  teachers  can 
make  to  that  problem  of  dealing  with  these 
people  in  the  community.  Do  you  think 
that  the  local  education  authority  should 
have  power  to  extend  the  school  age,  up  to 
20  or  21  if  necessary,  in  order  to  deal  with 
the  habilitation  or  rehabilitation  of  the 
mentally  deficient,  the  socially  inadequate 

members  of  the  community? (Miss 

Stewart ):  I think,  looking  at  it  from  our 
point  of  view,  we  would  feel  that  we  prefer 
to  see  the  education  authorities  taking 
charge  of  the  occupation  centres,  seeing 
whether  it  is  possible  to  do  more  than  is 
done  at  the  present  time  in  them,  and  I 
think  if  it  were  going  to  help  the  problem 
of  dealing  with  these  people  in  the  future 
we  would  feel  it  was  right  to  keep  them 
a longer  time,  if  by  so  doing  you  are  going 
to  turn  them  out  into  the  world  capable  of 
doing  a reasonable  job  and  living  a fairly 
happy  life.  We  have  looked  at  this  all 
along  from  the  educational  aspect,  and  we 
are  firmly  convinced  that  if  more  can  be 
done  through  the  educational  service  for 
the  educationally  sub-normal  or  the 
ineducable,  then  your  problems  with  them 
as  adults,  from  the  mental  health  angle, 
are  going  to  be  easier  *,  you  should  not 
have  as  many  to  deal  with  if  the  job  can 
be  done  more  thoroughly  during  school 
years  or,  in  the  case  of  the  occupation 
centres,  even  beyond  the  normal  school 
years.  (Mr.  Griffith ):  t can  never  under- 
stand why  a young  man  who  wants  to  be 
a technologist  goes  to  a technical  college 
which  is  under  the  control  of  the  local 
education  authority.  If,  on  the  other  hand, 
he  has  to  be  trained  for  something  which 
is  not  as  difficult,  not  as  technical,  he  is 
handed  over  to  part  of  a body  at  any  rate 
which  has  very  little  experience  of  any  kind 
of  training. 

5884.  Yes,  I do  not  suppose  your  analogy 
does  mean  this,  but  do  you  think  that 
further  compulsion  would  be  unnecessary, 
that  you  could  attract  the  adolescent  educa- 
tionally sub-normal  or  mental  defective— - 
whatever  you  like  to  cull  him — to  the 
occupation  centre  as  you  attract  him  to 
the  technical  college  without  compulsory 
powers?—'*  ( Miss  Edwards):  It  would  all 
depend,  would  it  not,  upon  the  feeling 
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that  people  have  on  what  the  occupation 
centre  was  doing  for  the  people  who  were 
going  there.  I think  if  the  parents  of  the 
people  going  there  felt  that  something  really 
worth  while  was  coming  as  a result  oil 
their  attendance,  the  ability  of  these 
children  to  be  of  use  in  the  world,  they 
would  see  that  the  children  went  on  attend- 
ing them  without  being  compelled  to  do 
so.  (Mr.  Britton ):  I think  this  problem 
is  outside  the  range  of  what  we  had  con- 
sidered. As  Miss  Stewart  said,  we  feel 
that  this  problem  starts  in  the  schools. 
We  have  not  considered  the  problem  after 
children  go  out  of  the  schools.  Our  con- 
tact on  this  is  not  to  make  suggestions 
for  older  adults  or  adolescents  who  are 
suffering  from  any  sort  of  mental  illness. 
Our  point  of  contact  was  the  schools 
where  we  believe  the  problem  starts. 

5885.  You  have  got  a final  paragraph  on 

after-care. (Mr.  Griffith ):  Can  I express 

again  a personal  opinion?  We  are  talking 
of  ineducable  young  people,  are  we  not? 

5886.  Yes,  whatever  that  may  mean. 

It  seems  to  me  there  is  a lot  of  compulsion 
on  them  already. 

5887.  There  is,  yes.  You  would  not  be 
dealing  with  ineducable  people  only.  If 
there  is  a case  for  a variety  of  special 
schools,  there  is  a strong  case  for  a great 

variety  of  occupation  centres. Is  there 

not,  Sir,  a great  variety  of  schools  for 
educationally  sub-normal  children?  I am 
thinking  in  the  sense  that  the  tradition  in 
this  country  of  the  head  teacher  being 
responsible  for  the  curriculum  in  his  own 
school  ensures  variety.  I thought  that  was 
one  of  the  good  things  about  the  schools, 
no  central  direction,  therefore  a tendency 
to  have  no  uniformity  except  in  a very 
broad  sense.  (Mr.  Britton ):  I think  there 
ivS  an  immense  variety  of  educationally  sub- 
normal schools,  but  for  any  one  child 
there  is  not  an  immense  variety  of  educa- 
tionally sub-normal  schools.  It  is  a case 
of  there  being  perhaps  with  a bit  of  luck 
one  school,  but  if  there  is  not  a bit  of 
luck,  no  school. 

5888.  (Lady  Adrian):  And  it  may  not  be 
the  right  school  which  is  available  for  that 

child? It  may  not  be  the  right  school 

available  for  that  child.  Look  at  the  point 
of  view  of  the  schools.  We  have  an  educa- 
tionally sub-normal  child ; it  is  not  a ques- 
tion of  “ What  sort  of  educationally  sub- 
normal school  can  we  get  the  child  into?  ” 
The  question  is,  “ Can  we  get  the  child  into 
St.  So-and-So?  ” It  is  probably  a question 
of  that  school  or  no  school. 

5889.  (Chairman):  I wonder  if  I am 
taking  you  too  far  outside  your  beat  if  I ask 
you  this  final  question  of  fact.  What  usually 
happens  to  educationally  sub-normal  school 
leavers  in  the  first'  few  years  after  leaving 


school?  Have  you  any  idea  of  the  pro- 
portion that  are  finally  reported  to  the  local 
health  authority  and  become  subject  to  be 
dealt  with  under  the  Mental  Deficiency  Act? 

(Miss  Stewart):  We  have  not  managed 

to  get  any  actual  figures.  So  far  as  we 
could  tell  from  the  evidence  we  got  in  some 
authorities  they  are  very  definite  about  it 
that  they  must  keep  an  eye  on  them,  and 
in  other  cases  nothing  seems  to  happen  at 
all.  We  could  not  get  any  definite  evidence 
that  throughout  the  country  the  authority 
did  keep  an  eye  on  them  after  they  left  the 
special  school. 

5890.  Even  if  they  are  reported  to  the 
local  health  authority  as  requiring  further 

supervision? We  did  have  a statement — I 

cannot  remember  just  where  from — that  they 
were  reported  to  the  authority  as  needing 
after-care,  but  the  teachers  in  the  area  could 
not  find  out  what  happened  in  the  way  of 
after-care.  (Mr.  Britton):  They  tend  to  go 
out  of  the  ken  of  the  schools.  (Miss 
Edwards):  Yes.  (Mr.  Britton):  Particularly 
the  educationally  sub-normal  children.  You 
tend  to  know  what  happens  to  your 
successes  but  the  educationally  sub-normal 
tend  to  drift  out  of  your  knowledge 
altogether.  I think  even  if  they  are  reported 
to  the  local  authority  they  tend  to  drift  out 
of  the  knowledge  of  the  schools  and  the 
schools  do  not  know  what  happens  to  them. 
(Miss  Stewart ) : It  did  not  appear  to  us  that 
the  authorities  had  much  machinery  avail- 
able to  carry  out  after-care,  or  at  least  we 
did  not  find  evidence  of  it.  (Mr.  Griffith ): 

I happen  to  be  a member  of  the  Advisory 
Council  of  the  Ministry  of  Labour  on 
Youth  Employment,  and  one  of  the  things 
that  we  have  done  in  the  last  two  or  three 
years  is  to  stress  the  need  for  the  Youth 
Employment  Officer  to  pay  special  attention 
to  the  children  in  special  schools.  It  is  a 
very  difficult  problem  to  place  these 
children,  but  I understand  that  the  work  is 
developing.  There  is  contact  between  the 
special  schools,  both  the  residential  and  the 
day  schools,  and  the  Youth  Employment 
Service  and  I think  we  know  that  the 
problem  is  a personal  one  really.  Getting  a 
job  is  a personal  problem,  and  it  seems  that 
the  Youth  Employment  Officers  will  have 
records  of  these  more  and  more  as  time 
goes  on.  So  that  I would  say  since  local 
education  authorities  are  in  control  of  the 
Youth  Employment  Service  in  the  greater 
part  of  this  country  there  ought  to  be  some 
liaison  between  the  education  authority  or 
the  Education  Committee  and  the  Youth 
Employment  Service.  Of  course  so  far  as 
the  day  schools  are  concerned  there  will  be 
contact  between  the  Youth  Employment 
Officer  and  the  schools.  It  should  not  be 
very  difficult  to  trace  these  young  people 
in  the  future. 

5891.  (Lady  Adrian):  And  there  should 

be.  contact  with  the  mental  health . authori- 
ties’1 visitor  too? 1 am  only  saying  in 
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the  course  of  their  work  they  have  got  to 
do  this.  They  have  to  keep  records  of  each 
of  the  people  they  interview  and  their 
placing,  so  they  will  have  records  of  them 
until  they  have  been  out  of  school  three, 
four  or  five  years. 

0 Chairman ):  Are  there  any  other  ques- 
tions that  other  members  of  the  Com- 
mission would  like  to  ask? 

5892.  (Dr.  Greenwood  Wilson) : Coming 
back  to  paragraphs  29  to  33  about  child 
guidance  clinics,  speaking  administratively 
you  would  not  suggest,  would  you,  that  the 
child  guidance  teams,  which  are  already 
over-loaded,  should  be  further  over-loaded 
purely  for  diagnosis  of  mental  deficiency 
unassociated  with  behaviour  disorders  ? 
There  is  rather  a tendency  towards  that  in 

your  evidence. ( Miss  Stewart)'.  No,  I do 

not  think  we  can  say  that,  but  I think  they 
ought  to  be  available  to  help  m the 
diagnosis  where  that  help  is  needed.  The 
point  that  worried  us  was  the  fact  that  in 
some  parts  of  the  country  there  were  so 
few  child  guidance  clinics  that  it  was  hope- 
less to  expect  that  they  could  help,  because 
they  have  too  much  to  do  already,  but  you 
have  got  special  staff  there  who  could  be 
very  helpful,  particularly,  X think,  for 
instance,  in  the  case  of  a small  authority 
with  a small  medical  staff  and  perhaps  not 
employing  a psychologist  of  their  own. 

5893.  {Lady  Adrian)'.  It  is  covered  where 

you  have  a psychologist  working  in  the 
school? Yes. 

5894.  It  means  not  every  case  goes  to 
the  child  guidance  clinics  but'  only  those 

who  need  psychiatric  help? (Mr. 

Griffith) : But,  on  the  other  hand,  the 

medical  officer  of  the  borough  is  in  charge 
of  both,  is  he  not? 

. 5895.  Not  always. 1 thought  they 

were  more  or  less  the  same  people,  but 
there  is  one  very  good  thing  I think  I 
have  noticed  in  the  “ Educational  _ Supple- 
ment ”,  a growing  number  of  advertisements 
for  psychologists. 

5896.  It  is  becoming  much  more  usual. 

People  are  not  so  suspicious  of  them 

as  they  used  to  be. 

5897.  {Dr.  Greenwood  Wilson):  On  the 
question  of  after-care,  have  you  heard  of 
authorities  employing  a specialised  officer, 
where  you  have  a school  medical  officer 
and  a Medical  Officer  of  Health  being  one 
and  the  same  person?  Have  you  heard 
of  such  authorities  where  the  specialist 
officer — perhaps  the  health  visitor  who 
works  for  the  health  authority  also  works 
for  the  school  authority — will  keep  in  touch 
with  the  special  schools  so  that  they  know 
what  happens  to  the  pupils  afterwards? 
— — {Miss  Stewart):  I cannot  remember 
any  actual  evidence  given  to  us.  as  to  that. 
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(Mr.  Griffith):  The  local  education  autho- 
rity have  got  these  after-care  committees, 
have  they  not? 

5898.  The  committees,  yes,  but  I was 
thinking  more  of  officers,  where  you  have 
an  officer  of  the  local  health  authority  who 
also  serves  the  local  education  authority. 
In  one  authority  you  can  get  a health 
visitor,  the  school  nurse,  for  instance, 
specialising  on  mental  ill  health  and  she 
will  serve  both  the  special  school  and  the 
follow-up  under  the  health  authority  for 

mental  health. ( Miss  Stewart):  I can 

think  of  authorities  where  they  are  making 
more  use  of  their  educational  welfare  offi- 
cer to  keep  contact  with  the  home  where 
the  child  is  in  the  special  school,  and  find- 
ing oiit  what  is  going  to  happen  to  the 
child  when  that  child  leaves  school.  That 
is  another  issue. 

5899.  (Chairman):  I wonder  if  I might 
ask  a quite  different  question.  Is  there 
normally  any  contact  whatever  between  a 
child’s  teacher  and  a child’s  own  home 

doctor? 1 would  say  there  is  contact 

between  the  School  Medical  Officer  and  the 
child’s  own  doctor,  but  not  directly  between 
the  teacher  and  the  doctor. 

5900.  Yes,  that  is  precisely  what  I was 

thinking  of.  We  tend  to  think  of  medical 
advice  in  this  connection  that  has  filtered 
through  the  local  authority,  but  I have 
some  experience — I am  not  talking  of  my 
experience  within  the  system  of  education 
— of  one  headmaster  who  resented 

approaches  from  a child’s  parents’  doctors 
or  the  consultant  whom  the  parents  have 
called  in,  in  a case  of  what  they  thought 
and  the  doctor  thought  was  obvious  mal- 
adjustment, and  the  headmaster  resented 
very  much  being  approached  by  the  con- 
sultant with  suggestions  as  to  the  handling 
of  the  child. — —(Miss  Edwards):  I have 
not  come  across  anything  of  that  kind. 
{Mr.  Britton):  I should  have  thought  it  was 
quite  unusual.  In  some  ways  one  feels 
that  the  boot  may  be  on  the  other  foot, 
in  so  far  as  the  medical  profession  tend 
to  regard  the  secrecy  of  the  consulting 
room  as  even  preventing  them  discussing 
problems  with  the  children’s  teachers.  1 
think  there  is  that  attitude  as  well. 

5901.  Certainly  that  inhibition  was 
broken  down  in  the  case  I am  thinking  of. 

To  some  extent  it  depends  on  persons, 

but  in  general  T would  say  there  is  very 
little  contact  indeed.  (Mr.  Griffith):  Yes, 
when  we  ask  for  information  there  is  a 
reluctance,  and  I think  it  is  well  grounded 
in  the  medical  profession  that  certain  in- 
formation should  not  be  divulged  even 
although  it  may  help  the  teacher.  We  have 
met  the  British  Medical  Association  on  this. 

5902.  (Dr.  Rees):  What  do '.you  say 
about  contacts  between  teachers  and  the 
child  guidance,  clinic?-' — -Although. teachers 
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are  in  some  ways  conservative  and  they  are 
not  willing  to  subject  children  to  all  kinds 
of  experiments,  I think  the  teachers  now 
have  much  more  confidence  in  clinics  and 
do  encourage  children  to  go.  (Miss 
Stewart ) : I think  though  from  the  point  of 
view  of  the  child  guidance  clinic  having 
contact  with  the  teachers  in  order  to  help 
them  in  their  dealing  with  the  children, 
that  varies  a great  deal.  I can  think  of  a 
child  guidance  clinic  in  a borough  where 
there  is  very  close  contact  with  the  teachers 
of  any  children  who  go  to  the  clinic,  but 
that  child  guidance  clinic  also  takes  children 
from  the  neighbouring  authorities,  and 
there  is  not  the  contact  between  the  clinic 
and  the  teachers  of  those  children  from 
the  other  authorities.  I think  it  stresses 
the  fact  that  we  need  a child  guidance 
clinic  on  the  spot. 

5903.  (Chairman):  May  I ask  if  in  New- 
castle you  have  a child  guidance  clinic? 

There  is  one.  working  in  the  Newcastle 
General  Hospital,  but  the  scheme  that  was 
being  discussed  between  the  Hospital 
Board  and  the  education  authorities  has 
not  started  yet.  In  fact  I believe  the 
committee  is  not  even  meeting  now.  At 
any  rate,  I was  a member  of  it  and  I have 
not  had  notice  for  two  years,  so  we  are 
still  at  the  stage  of  having  just  one  hospital 
clinic. 

5904.  (Lady  Adrian ):  May  I ask  a ques- 
tion about  the  method  of  referring  cases 
to  the  child  guidance  clinics.  Is  it  direct 

by  the  teacher? (Miss  Edwards ):  I have 

done  it  direct.  (Mr.  Britton ):  It  varies. 

5905.  Have  you  any  opinion  as  .to  the 

advantages  or  disadvantages? — -(Miss 


Edwards) : I have  had  cases  of  one  or  two 
difficult  problems  with  children  and  I have 
referred  them  myself  to  the  child  guidance 
clinic.  Then  I have  also  had  cases  which 
I referred  to  .the  medical  officer.  It  seems 
to  work  both  ways.  (Mr.  Britton):  I think 
it  boils  down  to  persons.  If  you  have  a 
good  relationship  with  your  School  Medical 
Officer  it  is  much  better  to  get  it  referred 
through  the  School  Medical  Officer.  If,  on 
the  other  hand,  you  happen  to  know  the 
person  in  charge  of  the  child  guidance  clinic 
and  you  are  on  good  terms,  it  is  much 
better  to  go  direct.  I think  the  practice  is 
very  divergent  and  it  very  largely  depends 
upon  personal  relationships  between  the 
people  involved. 

5906.  Yes,  I have  heard  it  from  the 
psychiatrist’s  point  of  view  that  it  is  to 
some  extent  assisted  if  it  goes  through  the 
Medical  Officer  of  Health.  I wondered 
whether  from  the  teachers’  point  of  view 
you  felt  it  was  blocked  by  having  to  go 

round  through  the  medical  officer? 

(Miss  Edwards):  It  is  sometimes  quicker 
to  go  the  other  way ; particularly  when 
you  have  had  dealings  before  with  the 
child  guidance  clinic  and  you  know  the 
people  with  whom  to  get  in  touch. 

(Chairman):  There  are  no  more  ques- 
tions, thank  you  very  much.  Do  you  want 

to  make  any  further  statement? No, 

thank  you. 

(Chairman):  There  is  nothing  further 

then.  We  are  very  grateful  to  you. 

(Miss  Stewart):  May  we  thank  you  very 
much  for  giving  us  the  opportunity  to 
come  here. 


(The  witnesses  withdrew.) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

TWENTY-NINTH  DAY 


Wednesday,  29th  June,  1955 


Present 

The  Rt.  Hon.  the  Lori>  Percy  of  Newcastle  ( Chairman ) 

Sir  Russell  Brain,  Bt.,  D.M.,  P.R.C.P.  Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

(morning  only)  Dr.  J.  Greenwood  Wilson,  M.D., 

Sir  Cecil  Oakes,  C.B.E.,  J.P.  F.R.C.P.,  D.P.H. 

Dr.  T.  P.  Rues,  O.B.E.,  M.D.,  D.P.M. 

Miss  IT.  M.  Hedliiy  (.Secretary) 

Sir  Ronald  Poyser,  C.B.E.  ( Master  in  Lunacy ),  Mr.  M.  E.  Reed,  C.B.E.  ( Assistant 
Master),  and  Mr.  W.  J.  K.  McDonald  ( Chief  Clerk),  on  behalf  of  the  Court  of 
Protection, 

called  and  examined. 


Memorandum  submitted  by  the  Court  of  Protection 

(This  memorandum  was  submitted  in  response  to  a request  from  the  Royal 
Commission  for  information  about  (i)  the  procedure  for  the  appointment  of  receivers 
under  Section  116  of  the  Lunacy  Act,  1890,  and  the  effect  on  the  proceedings  of 
the  Court  of  Protection  if  (here  were  a change  in  the  procedures  for  admission  to 
mental  hospitals ; (ii)  the  length  of  time  the  procedure  normally  takes  and  the 
views  of  the  Court  on  the  question  of  some  interim  authority  to  act ; and  (iii)  the 
views  of  the  Court  on  the  suggestion  that  the  inquisition  procedure  should  be 
abolished.) 

i.  Procedure  for  appointment  of  receivers  in  relation  to  certification  procedure 

1.  On  an  application  for  the  appointment  of  a receiver  under  Section  116,  Sub- 
section (1)  (<.■),  of  the  Lunacy  Act,  1890,  namely  in  respect  of  “every  person 
lawfully  detained  as  a person  of  unsound  mind  though  not  so  found  by  inquisition  " 
(lie  evidence  of  lawful  detention  required  by  the  Court  to  establish  its  juris- 
diction is:  — 

•Whort;  (■  1.  Medical  affidavit  in  “ ordinary  cases  ”, 

solicitors  J 2.  M edical  certificate  in  “ small  property  cases  ”,  i.e.,  where 
are  instructed.  | the  capital  value  does  not  exceed  £700  or  the  income 
t does  not  exceed  £50  a year. 

3.  Certificate  of  luwful  detention  supplied  by  the  Board  of 
Control  under  seal  in  all  other  cases. 

2.  In  practice  the  Board  of  Control  certificates  are  obtained  in  all  cases  where 
a patient  is  lawfully  detained  under  a reception  order  as  there  are  many 
advantages  in  the  Board  of  Control  supplying  the  Court  with  these  certificates  and 
in  being  informed  that  the  Court  has  issued  orders. 
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3.  The  Court  does  not  require  the  medical  evidence  submitted  to  the  justice  in 
an  application  for  a reception  order. 

4.  It  will  be  seen  that  the  form  of  medical  affidavit  contains  reference  to  particulars 
taken  from  the  records  of  the  case,  these  being  some  of  the  particulars  available 
from  the  documents  filed  with  the  application  for  reception  order,  so  that  presum- 
ably on  any  alteration  of  the  reception  procedure  the  records  of  medical  evidence 
would  still  be  available. 

5.  The  Court  would  not  need  to  conduct  separate  judicial  enquiries  to  establish 
jurisdiction  but  would  require  a certificate  of  lawful  detention  in  such  form  as 
would  comply  with  any  new  wording  of  Section  116  (1)  (c)  should  the  existing 
reception  procedure  be  altered. 

6.  The  Board  of  Control  being  the  central  authority  for  records  also  supply  the 
Court  with  evidence  of  discharge,  death,  removal,  leave  periods,  etc.,  of  certified 
patients  and  they  also  supply  the  Court  with  information  as  to  newly  certified 
patients  who  are  possessed  of  property  exceeding  £100  in  value. 

7.  In  the  event  of  any  change  in  the  existing  procedure,  arrangements  would  have 
to  be  made  for  a document  to  take  the  place  of  the  existing  sealed  certificate  of 
lawful  detention  and  for  the  other  information  detailed  above  to  be  readily  available 
from  the  Board  of  Control  or  any  other  central  authority. 

II.  Need  for  interim  authority  to  manage  patient’s  affairs  pending  appointment  of  a 
receiver 

8.  It  would  not  be  practicable  with  the  present  stall  of  the  Court  to  have  available 
the  simple  and  rapid  interim  procedure  as  visualized  as  it  is  thought  that  there 
would  be  a considerable  number  of  applications  dealing  solely  with  determination 
of  tenancies,  payment  of  rent,  debts,  etc.,  which  would  not  otherwise  be  made 
unless  there  was  sufficient  property  to  justify  an  application  being  made  to  the  Court. 

9.  In  cases  where  National  Insurance  benefits  are  payable  to  a mental  patient 
the  Minister  of  Pensions  and  National  Insurance  can  (in  the  absence  of  a receiver) 
appoint  an  agent  who  would  be  in  a position  to  administer  such  benefit  for  payments 
for  which  the  patient  is  liable. 

10.  Many  small  cases  are  at  present  referred  to  the  Court  for  advice  by  hospitals, 
local  authorities,  relations  and  friends.  Where,  for  instance,  the  patient  is  elderly, 
prospects  of  recovering  sufficiently  to  return  home  within  a reasonable  time  are 
remote  and  there  is  very  little  estate,  the  Court  will  inform  the  enquirer  that, 
while  the  Court  has  no  jurisdiction  to  give  directions  until  a formal  application 
for  the  appointment  of  a receiver  is  before  the  Court,  should  an  application  in  the 
future  be  made  no  objection  will  be  taken  to  the  tenancy  of  the  patient  having  been 
relinquished  and  the  furniture,  etc.,  stored  or  sold,  if  the  latter,  the  proceeds  being 
utilised  for  the  benefit  of  the  patient. 

11.  In  practice  the  majority  of  landlords  are  prepared  to  act  upon  such  a 
direction. 

12.  It  is  often  difficult  on  the  information  available  to  give  any  such  direction 
for  in  many  cases  the  knowledge  that  a tenancy  bad  been  relinquished  and  furniture 
and  effects  had  been  stored  or  sold  would  greatly  distress  a patient  and  retard  his 
recovery. 

13.  Where  there  is  any  doubt  the  Court  obtains  the  views  of  the  Medical 
Superintendent. 

14.  It  is  suggested,  therefore,  that  if  the  duties  of  local  authorities  under  Section  48 
of  the  National  Assistance  Act,  1948,  are  to  bo  extended,  very  careful  attention 
should  be  given  in  the  exercise  of  their  powers  in  the  interests  of  the  patient. 

15.  The  present  arrangements  for  urgent  interim  directions  arc  as  follows:  — 

(a)  A receiver  ad  interim  can  be  appointed  in  case  of  real  urgency  and  where 

immediate  intervention  is  shown  to  be  necessary  to  safeguard  the  patient’s 
estate  and  interests,  for  example  to  prevent  his  business  being  impaired  by 
the  delay  consequent  upon  ordinary  procedure  and  to  prevent  unauthorised 
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dealings  with  the  estate  of  the  patient  by  the  patient  or  other  person. 
The  procedure  is  the  same  as  in  the  case  of  an  application  for  an  ordinary 
receivership  except  that  the  grounds  of  urgency  are  usually  shown  on  the 
Affidavit  of  Kindred  and  Fortune,  and  the  application  would  be  accom- 
panied by  the  usual  medical  evidence  as  to  mental  incapacity. 

An  order  appointing  a receiver  ad  interim  can,  if  necessary,  be  made, 
entered  and  issued  within  48  hours  of  the  issue  of  the  formal  application 
if  such  application  is  made  by  London  solicitors. 

(ft)  If,  after  the  issue  of  an  application,  but  before  the  issue  of  an  order,  it 
becomes  urgently  necessary  for  money  to  be  provided  for  the  maintenance 
or  other  necessary  requirements  of  the  patient  or  his  family  and  there  is 
money  available  at  a bank,  Rule  54  of  the  Management  of  Patients’  Estates 
Rules,  1934,  can  be  invoked  and  a certificale  prepared  providing  for  the 
application  of  such  money. 

16.  An  ordinary  application  for  the  appointment  of  a receiver  will  normally 
take  3 to  4 months  from  the  time  of  the  application  to  the  issue  of  the  order 
giving  the  receiver  the  necessary  authority  to  act  within  the  limits  of  the  terms  of 
the  order. 

17.  It  is  thought  that  most  local  authorities  know  of  the  Court  of  Protection 
procedure  and  a number  of  hospital  authorities  probably  also  know  it  but  there 
are,  no  doubt,  a great  many  people  who  are  not  so  well  informed  and  it  is  possible 
that  some  general  guidance  could  usefully  be  given  by  means  of  a brief  pamphlet. 
Form  M.  & A.  26A  is  fairly  well  known  and  could  perhaps  be  used  as  a basis 
of  information.  The  general  public  has  been  informed  of  the  existence  and 
functions  of  the  Court  by  means  of  broadcasts  in  the  “ Can  I help  you " series 
given  by  Mr.  Dudley  Perkins.  There  were  three  such  broadcasts,  on  the  2nd 
December,  1950,  0th  December,  1952,  and  4th  June,  1955. 

HI.  Inquisition  procedure 

18.  The  Master  is  entirely  in  agreement  with  the  suggestion  that  inquisition 
procedure  could  well  be  abolished  but  if  this  is  done  careful  consideration  must 
be  given  to  the  repercussions  consequent  upon  such  abolition,  as  the  main  fabric 
of  the  jurisdiction  in  lunacy  is  based  on  inquisition  procedure  and  the  appointment 
of  committees  of  the  person  and  estate. 

19.  The  following  are  the  only  advantages  of  an  inquisition:  — 

(ft)  Where  it  is  desired  to  prevent  a patient  from  marrying.  The  marriage  of 
a person  of  unsound  mind  so  found  by  inquisition  is  void  by  virtue  of 
the  Marriage  of  Lunatics  Act,  1811. 

(ft)  In  some  cases  to  meet  the  requirements  of  the  Courts  of  another  country 
either  because  the  status  of  a receiver  is  not  recognised,  or  otherwise. 

20.  It  would  be  necessary  to  ensure  that  all  rights  and  powers  of  committees  in 
existing  inquisition  cases  should  be  preserved. 


Examination 

5907.  (Chairman)-.  We  are  very  grateful 
to  you  for  coming  to  sec  us  this  morning. 

I think  the  Commission’s  chief  interest  in 
your  evidence  is  twofold.  Firstly,  we  want 
to  get  our  minds  clear  us  to  the  state  of 
the  law  in  regard  to  patients'  property,  in 
order  that  none  of  our  recommendations 
may  stub  their  toes,  so  to  speak,  against 
that  part  of  the  law,  and,  secondly,  we 
arc  interested  in  the  practical  working  of 
the  procedure  for  the  appointment  of  re- 
ceivers. Taking  the  first  subject,  the  state 
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of  Witnesses 

of  the  law,  I wonder  if  you  could  explain 
what  you  mean,  right  at  the  end  of  your 
memorandum,  in  paragraph  18,  where  you 
say  that  the  main  fabric  of  the  jurisdiction 
in  lunacy  is  based  on  inquisition  procedure, 
and  that  while  you  agree  that  the  procedure 
could  well  be  abolished  you  think  careful 
consideration  must  be  given  to  the  reper- 
cussions? Could  you  expand  that? 

( Sir  Ronald  Poyser):  To  give  you  one 
example,  there  are  certain  rules  and  regu- 
lations which  say  that  a receiver  can  be 
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authorised  to  do  anything  which  a commit- 
tee can  do,  the  committee  being  the  equiva- 
lent of  a receiver  in  an  inquisition  case. 

5908.  That  is  very  little  more  than  a 

question  of  drafting? That  is  so,  and  the 

Draft  Bill  we  prepared  some  years  ago 
provided  for  that. 

5909.  May  there  not  be  a further  diffi- 

culty in  that  connection?  Is  the  basis  of 
Chancery  jurisdiction  in  regard  to  lunatics 
purely  statutory? No.  It  is  the  preroga- 

tive of  the  Crown,  and  the  inherent  jurisdic- 
tion of  the  Court.  But  it  is  rather  misleading 
to  talk  about  them  nowadays  as  Chancery 
patients,  because  we  have  nothing  to  do 
with  the  Chancery  Division  at  all.  _ One 
always  used  to  call  them  Chancery  patients, 
and  a great  many  of  the  text  books  still 
do,  but  they  are  nothing  to  do  with  the 
Chancery  Division  at  all.  The  Lunacy 
Office,  which  is  now  the  Court  of  Protection, 
is  entirely  separate. 

5910.  But  has  not  the  Lord  Chancellor 
any  administrative  control  of  the  Court? 

He  is  the  Minister  who  is  responsible 

for  the  Court,  but  it  is  a very  independent 
organisation.  The  Judge  in  Lunacy,  as 
you  know,  is  one  or  more  of  the  Lords 
Justices — they  can  either  sit  alone  or 
together. 

5911.  To  pass  to  the  second  point  in 
regard  to  the  law.  As  I read  the  forms  that 
you  have  sent  us,  the  law  apparently 
assumes  the  incapacity  of  all  inmates  of 
mental  institutions,  other  than  voluntary 

patients,  to  manage  their  property? 

That  is  so. 

5912.  A voluntary  patient  has  to  be 

separately  certified  as  incapable  of  manag- 
ing his  property? Yes. 

5913.  But  in  other  cases  < incapacity  is 

assumed,  simply  because  he  is  in  the  insti- 
tution?  It  is  from  the  legal  point  of 

view.  From  the  practical  point  of  view, 
we  require  medical  evidence  as  well  as 
proof  of  certification. 

5914.  But  on  the  form  of  medical  affi- 

davit used  in  an  application  for  a receiver, 
no  other  medical  evidence  has  to  be  sub- 
mitted than  the  fact  that  he  is  in  an  insti- 
tution?  -That  is  so,  and  saying  under 

what  authority  he  is  in  an  institution,  or 
that  he  is  a temporary  patient. 

5915.  Would  you  ask  for  further  medical 

evidence? Not  beyond  the  affidavit 

which  accompanies  the  application. 

5916.  That  would  be  under  the  heading 
“The  nature  of  the  patient’s  mental  dis- 
order or  mental  defect  is  as  follows  . . .”? 

Yes,  that  tells  us  what  we  want  to 

know  about  it. 

5917.  I think  we  have  to  consider  this 
rather  carefully,  because  a great  volume 
of  the  evidence  given  to  us  is  in  favour  of 
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dcformalising  admission  into  mental  hos- 
pitals in  such  a way  that  I can  foresee 
that  the  distinction  between  voluntary  and 
temporary  patients  would  tend  to  become 
slightly  blurred.  If  that  happened,  might 
it  become  necessary  to  have  a separate 
certification  of  patients’  inability  to  manage 

their  own  affairs? 1 do  not  think  that 

should  be  necessary.  Of  course,  as  you 
have  realised,  the  work  of  the  Court  of 
Protection  is  concerned  with  two  rather 
different  types  of  patient ; one  is  the  certi- 
fied patient,  and  the  other  is  the  old  person 
who  begins  to  feel  the  effect  of  age.  The 
latter  are  the  most  difficult  ones  to  deal 
with,  and  with  them  we  have  no  certifica- 
tion on  which  to  base  our  jurisdiction,  it 
is  based  simply  on  the  evidence  of  the 
doctors  that  the  patient  is  through  mental 
infirmity  incapable  of  managing  his  own 
affairs.  That  is  what  might  happen  to 
patients  who  in  future  might  no  longer  be 
certified  but  might  be  temporary  or  volun- 
tary patients.  We  should  simply  require 
medical  evidence  to  the  effect  that  the 
patient  could  not  look  after  his  own  affairs, 
and  that  the  reason  for  that  was  mental 
disability. 

5918.  (Sir  Cecil  Oakes);  Does  that  apply 
whether  they  are  in  an  institution  or  out- 
side?——It  applies  equally  whether  they 
are  in  or  out,  wherever  they  are,  if  thev  are 
mentally  incapable. 

5919.  (Chairman);  The  present  phrase  is 
“ incapable  of  managing  his  affairs  bv 

reason  of  mental  infirmity”,  is  it  not? 

Yes. 

5920.  You  think  that  the  only  effect  of 
such  a change  then  would  be  to  increase 
the  number  of  forms,  or  slightly  increase 
the  size  of  the  form,  which  a good  many 
Medical  Superintendents  would  have  to  fill 
in?— j think  the  present  form  would 
probably  fit.  You  might  have  to  change 
one  or  two  expressions  in  it,  according  to 
what  arrangements  are  made  for  the  recep- 
tion of  the  patients,  but  beyond  that  all 
we  should  require  would  be  evidence  that 
would  bring  it  within  the  jurisdiction  given 
to  us  by  the  Act  of  Parliament,  although 
we  do  not  quite  know  what  that  is  going 
to  be.  At  the  present  time  we  have  Sub- 
section (cl)  of  Section  116  of  the  Lunacy 
Act,  and  it  was  decided  more  than  forty 
years  ago  that  a patient  who  could  not 
come  under  any  of  the  other  Sub-sections 
could  come  under  (cl),  as  long  as  he  was 
not  detained,  and  we  have  used  ( a ) to  a 
very  great  extent  ever  since,  and  we  shall 
go  on  using  (d)  unless  our  jurisdiction  is 
changed. 

5921.  Is  it  not  a little  bit  anomalous--- 1 
do  not  know  whether  the  anomaly  matters 
—that  the  doctor  has  to  certify  not  merely 
that  the  person  has  a mental  disease  or 
mental  infirmity  but  he  is  thereby  incapable 
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of  managing  his  own  affairs,  which  is 

hardly  a matter  of  medical  judgment? 

They  do  it  very  well.  In  practice,  they  do 
it  without  hesitation,  we  have  no  difficulty 
on  that  line  at  all,  and  we  get  the  evidence 
from  the  doctors  that  is  really  necessary 
for  the  purpose  of  our  work. 

5922.  That  leads  on  to  something  which 

rather  puzzles  me.  In  the  Form  M.  & A. 
(26a)  you  issue  a very  grave  warning  against 
the  use  of  powers  of  attorney ; you  suggest 
that  even  if  the  power  of  attorney  is  valid 
at  the  moment  it  is  -given,  it  may  be 
invalidated  by  the  subsequent  illness  of  the 
patient.  That  applies  presumably  as  much 
to  voluntary  patients  as  to  any  other 
patients? Yes. 

5923.  Therefore  you  would  strongly 
advise  against  a person  who  has  a small 
business,  and  is  going  into  hospital  for  three 
months’  treatment  as  a voluntary  patient, 

giving  a power  of  attorney  to  anyone? 

Not  if  it  was  for  three  months. 

5924.  Not  if  it  were  as  little  as  three 

months? No.  It  is  done  very  frequently, 

and  wc  find  no  fault  with  it  at  all,  but 
where  they  try  and  live  on  the  power  of 
attorney,  so  to  speak,  it  is  rather  a different 
matter. 

5925.  (Dr.  Rees):  Whose  duty  is  it  to 
report  this  matter  that  the  patient  has  given 

a power  of  attorney  before  admission? 

No  one  is  responsible  for  that.  We  merely 
find  it  out  in  the  course  of  enquiries,  and 
we  ask  in  one  of  the  forms  whether  there 
has  been  a power  of  attorney  or  not. 

5926.  Do  you  believe  you  should  always 
be  notified  whenever  a patient  possessed 
of  property  is  admitted  to  a mental 

hospital? No,  we  could  not  cope  with 

the  work  if  we  were.  We  are  notified  by 
the  Board  of  Control  of  every  certified 
case  where  the  property  is  £100  or  more. 
That  is  in  accordance  with  the  recommen- 
dation of  a previous  Royal  Commission. 

5927.  How  do  the  Board  of  Control  know 

that  a patient  has  more  than  £100? 

Because  it  is  on  the  statement  of  particulars 
which  accompanies  the  reception  order.  The 
Board  of  Control  send  us  a notice  telling 
us  what  property  the  patient  has  or  is 
believed  to  have,  and  who'  the  relatives  are 
and  we  either  follow  it  up  or  wc  take  no 
action,  according  to  my  view  of  what  is 
necessary  in  each  case.  We  get  a great 
many  of  them ; 1 had  thirty  yesterday. 

5928.  (Chairman):  Has  it  come  to  your 

notice  that  solicitors  are  apt  to  advise 
against  the  giving  of  any  power  of  attorney, 
even  by  a voluntary  patient,  before  admis- 
sion?  No. 

5929.  I have  been  told,  by  a solicitor 
who  is  fairly  conversant  with  cases  of  this 
kind,  that  as  a general  rule  they  advise 
the  relatives  against  taking  power  of 
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attorney. From  the  patient’s  point  of 

view  that  is  much  more  satisfactory, 
because  if  anything  is  done  which  is 
irregular  it  is  usually  a relative  who  does 
it. 

5930.  But  is  not  a relative  the  usual 

person  to  apply  for  the  issue  of  a receiver- 
ship?  Yes,  we  try  to  get  the  nearest 

relative  to  undertake  it,  and  if  the  applicant 
is  not  the  nearest  relative  we  require  notice 
to  be  given  to  anyone  who  is  a nearer 
relation. 

5931.  Do  you  require  that  the  receiver 

should  be  a third  person,  and  not  the  appli- 
cant?  No,  the  applicant  can  apply  for 

his  own  appointment.  He  would  be  acting 
under  our  eyes  in  that  case,  whereas  under 
a power  of  attorney  nobody  would  be  there 
to  check  what  he  does. 

5932..  (Sir  Cecil  Oakes):  For  immediate 
action  is  not  a power  of  attorney  of  some 
advantage,  to  arrange  for  someone  to 
manage  a shop  for  the  patient  immediately, 

or  something  of  that  kind? 1 do  not 

think  a power  of  attorney  would  necessarily 
help  there.  We  can  act  very  quickly,  if 
it  is  really  necessary,  but  the  choice  lies 
between  getting  the  estate  really  cleared  up 
and  settled,  or  speed.  If  speed  is  the  essen- 
tial thing  then  the  other  details  must  be 
completed  later,  but  if  we  can  complete 
everything  we  have  to  do,  so  as  to  give  the 
receiver  an.  order  covering  the  whole  of  the 
ground  he  is  to  work  upon,  it  is  much  more 
satisfactory,  unless  urgency  is  the  prime 
factor. 

5933.  (Chairman):  Does  this  warning 

against  a power  of  attorney  imply  some- 
thing further,  that  anybody  who  concludes 
any  contract  with  a person  who  is  admitted 
immediately  thereafter  to  a mental  institu- 
tion as  a voluntary  patient  is  at  risk  of 

having  the  contract  voided? The  point 

is  a difficult  one.  The  real  mischief  of 
anyone  trying  to  deal  with  a patient’s  pro- 
perty is  not  so  much  because  the  patient 
is  a patient  but  because  it  might  interfere 
with  the  jurisdiction  of  the  Court,  and  if 
the  Court  is  not  going  to  be  concerned  at 
all  you  have  got  to  look  at  it  from  an 
entirely  different  aspect.  You  cannot  have 
two  people  dealing  with  the  same  estate ; 
you  cannot  allow  that  some  individual 
should  be  dealing  with  it,  whether  for  the 
patient  or  someone  else,  and  at  the  same 
time  have  the  Court  of  Protection  doing  it, 
because  they  cannot  both  work  together,  so 
to  speak. 

5934.  I see  that,  but  that  does  lead  on 
to  our  other  interest,  on  the  practical  work- 
ing of  the  procedures.  To  take  an  example, 
say  a small  retail  shopkeeper  in  Carlisle, 
who  has  never  employed  a London  solici- 
tor, and  who  has  to  go  to  a mental  hospital, 
say  as  a temporary  patient.  How  long  is  it 
going  to  take  his  wife  or  his  son  to  get 
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the  necessary  authority  to  carry  on  the 
business,  order  goods  from  the  wholesaler, 
and  so  on,  pledge  his  credit  and  operate  on 

his  bank  account? As  a matter  of  fact 

they  do  that,  they  order  things  and  carry 
on  the  business,  if  there  is  anyone  there  to 
do  it.  If  there  is  not  anyone  it  is  another 
matter,  but  you  are  assuming  that  there  is 
someone  to  do  it  if  they  have  the  proper 
authority? 

5935.  Yes. In  fact  they  do  it  without 

the  proper  authority,  and  apply  afterwards. 

5936.  They  may  find  no  difficulty  in 
getting  a wholesaler  to  fill  their  orders,  but 
what  about  the  bank?  The  bank  will  not 
let  the  wife  draw  on  the  man’s  account? 

Not  always,  but  they  will  sometimes. 

Banks  have  very  different  points  of  view  on 
this  matter ; some  banks  are  very  strict, 
others  we  think  arc  too  lax.  One  of  our 
patients  the  other  day  got  an  overdraft  of 
£8,000,  which  we  think  was  rather  slack 
on  the  part  of  the  bank  manager.  But  in 
the  ordinary  way  the  relatives  do  in  fact 
carry  on  the  businesses  until  the  question 
of  a receiver  has  been  settled ; but  the 
receiver  can  be  put  into  the  saddle  within 
48  hours  if  it  is  really  necessary. 

5937.  (Dr.  Rees):  You  mean  within  48 

hours  of  the  formal  application  being 
made? Yes. 

5938.  How  long  does  it  take  to  make  a 

formal  application? That  is  a very  diffi- 

cult question  to  answer,  because  it  depends 
on  the  estate  each  time.  One  knows  the 
difficulty  of  trying  to  set  out  the  estate  of 
a dead  person,  to  find  out  exactly  what 
his  investments  were,  and  all  that  sort  of 
thing.  It  is  far  more  difficult  in  the  case 
of  a mental  patient,  and  that  takes  time. 

5939.  It  may  then  take  several  weeks  to 

make  a formal  application? It  may  take 

more  than  that,  yes.  But  if  the  relatives 
arc  in  a position  to  say,  '*  We  have  got  a 
business  here ; we  have  got  a lot  of  other 
things  as  well  but  we  do  not  know  what 
they  are ; but  at  any  rate  we  have  got  a 
business.  What  can  we  do?”  then  we  tell 
them  what  to  do. 

5940.  (Chairman)-.  The  section  in  your 
memorandum  about  the  Personal  Applica- 
tion Branch  does  say,  I think,  that  it  would 
take  48  hours  in  a real  case  of  urgency,  if 
the  applicant  had  a London  solicitor:  “An 
order  appointing  a receiver  ad  interim  can, 
if  necessary,  be  made,  entered  and  issued 
within  48  hours  of  the  issue  of  the  formal 
application  if  such  application  is  made  by 
London  solicitors  ”,  That  is  rather  a propo- 
sition, is  it  not,  for  a small  shopkeeper  m 

Carlisle? It  is  only  since  the  war  that 

anyone  blit  London  solicitors  were  allowed 
to  practico  in  the  Court  of  Protection  at  all. 
Formerly  there  was  no  direct  work  from 
the  country  ; that  was  introduced  purely  for 

Printed  image  digitised  by  the  University  of  Southampton  Libra 


war  purposes,  but  we  have  found  it  satis- 
factory and  we  have  kept  it  on.  If  the 
Carlisle  solicitor  wrote  to  us  we  could  tell 
him  exactly  what  to  do,  and  help  him  out 
of  his  difficulty.  A tremendous  lot  of  corre- 
spondence comes  through,  we  get  about  600 
letters  a day,  and  a great  many  of  them 
are  asking  for  advice  on  what  to  do  in 
special  circumstances.  There  is  no  set 
formula  in  the  form  of  a reply ; each  case 
has  to  be  dealt  with  separately. 

5941.  (Sir  Cecil  Oakes)'.  Would  your 
general  advice  in  the  Carlisle  case  be,  “ Try 
to  find  a local  solicitor  to  give  you  some 

advice  ”? If  it  was  a layman  who  wrote 

to  us,  certainly. 

5942.  (Chairman) : But  in  view  of  the 
volume  of  such  applications,  would  it  not 
in  your  view  be  advisable  to  have  some 
more  decentralised  way  of  appointing  re- 
ceivers ad  interim'}  I am  only  talking  now 

about  an  interim  procedure. Such  as  the 

county  court,  or  something  like  that? 

5943.  Such  as  the  county  court,  or  per- 
haps some  automatic  procedure  for  appoint- 
ing even  a local  authority  officer  ad  interim. 

We  are  in  rather  a difficulty  with  local 

authority  officers  now.  Wc  used  to  be  in 
a very  happy  position  with  them,  when  they 
wanted  money  for  maintenance,  but  now 
that  they  do  not  have  any  financial  interest 
in  it  they  are  not  so  interested  from  the 
other  point  of  view  either.  They  used  to 
collect  money  for  the  cost  of  maintenance 
of  anyone  who  could  afford  to  pay  for 
their  own  maintenance,  and  they  would 
come  to  us  for  charges  on  the  patient’s  pro- 
perty to  cover  maintenance,  and  so  on.  But 
now  that  the  financial  responsibility  has 
changed,  they  arc  not  so  keen  on  taking 
part  in  these  proceedings. 

5944.  (Sir  Cecil  Oakes):  Do  you  not  get 
a great  many  applications  from  the  local 
authorities  for  one  of  their  officers  to  be 

appointed  as  receiver? Not  nowadays. 

We  used  to  get  a large  number,  but  there 
are  not  so  many  now. 

5945.  Because  their  financial  interest  has 

ceased? Yes.  In  fact,  some  Councils 

have  actually  passed  a resolution  to  the 
effect  that  their  officers  shall  not  act  as 
receivers. 

5946.  (Chairman):  Do  you  think  that 
county  court  procedure  would  bo  any  more 

expeditious? -It  was  considered  on  a 

previous  occasion,  and  the  weight  of 
evidence  was  that  people  would  not  like 
this  dealt  with  locally  because  they  would 
rather  keep  the  matter  out  of  the  know- 
ledge of  their  neighbours,  and  by  doing  it 
in  London  that  was  avoided.  As  far  as 
I know,  we  have  had  no  difficulty  at  all 
in  these  cases  where  we  get  a.  big  business 
— some  of  them  are  very  big  businesses 
indeed — and  we  have  to  take  all  sorts  of 
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elaborate  steps  to  deal  with  them,  but  so 
far  as  I know  we  have  not  fallen  down 
on  them. 

5947.  The  impression  I have  got  from 
the  evidence  we  have  had  is  that  there  is 
not  much  complaint  about  dealing  with 
large  properties,  the  complaint  is  about 
dealing  urgently  with  quite  small  proper- 
ties, small  workshops  or  shops,  and  so  on, 
and  there  is  some  complaint  about  the  diffi- 
culty, not  as  you  have  mentioned  in  your 
memorandum  about  winding  up  tenancies, 
and  so  on,  but  of  keeping  them  alive.  There 
was  one  pathetic  letter  I remember  I got 
early  on  in  this  Commission,  a case  where 
an  old  man  had  gone  temporarily,  purely 
on  the  ground  of  mental  infirmity  owing  to 
age,  into  a mental  institution,  and  when  he 
came  out  he  found  the  cottage  in  which 
he  had  lived  all  his  life  was  gone,  and 
he  had  no  relatives.  On  a case  like  that, 
I suppose  one  ought  to  rely  on  the  local 

authority? The  question  of  getting  rid 

of  the  patient’s  furniture,  his  tenancy,  and 
so  on,  worries  us  a good  deal,  because 
unless  we  are  absolutely  certain  the  patient 
will  not  come  out  and  want  them,  it  would 
be  entirely  wrong  to  sell  them.  If  wc 
had  any  easy  facilities  for  the  local 
authority  to  step  in  and  sell  them,  I think 
it  would  result  in  great  hardship  to  the 
patient  in  many  cases. 

5948.  It  was  rather  the  other  way,  power 
to  local  authorities  to  maintain  the  tenancy 

which  I had  in  mind. The  tenancy  stays 

on  unless  somebody  determines  it. 

5949.  Weekly  tenancies  may  be  deter- 
mined by  not  paying  the  rent,  and  who  is 
to  pay  the  rent?  Has  the  local  authority 
a duty  under  the  National  Assistance  Act 

to  act  in  cases  of  that  kind? In  the  case 

of  movable  property. 

5950.  Are  you  prepared  to  give  legal 
advice  as  to  what  movable  property  means 

in  that  connection? We  were  not  at  all 

keen  on  having  that  in  the  Act. 

5951.  You  would  like  in  any  case  that 
clause  to  be  cleared  up,  so  that  the  local 
authority  has  definitely  a power,  if  not  a 
duty,  to  deal  with  all  property  except  real 

property? Why  except  real  property? 

Why  should  not  they  have  to  protect  that 
too? 

5952.  What  about  the  intromission 

aspect? 1 do  feel  that  the  moment  a man 

is  known  to  have  been  taken  to  an  institu- 
tion some  representative  of  the  local  autho- 
rity should  be  responsible  for  seeing  that 
not  only  his  stocks  and  shares  but  also  his 
house  or  his  workshop,  anything  like  that, 
is  safeguarded. 

5^3.  (Sir  Cecil  Oakes):  Tn  fact,  you 
would  like  the  old  position  of  the  relieving 

officer  restored,  in  the  modern  set-up? 

In  effect,  yes. 


5954.  (Chairman):  That  practically  means 
making  the  local  authority  an  ad  interim 
receiver,  with  ithe  duty  not  of  liquidating 
the  property  but  of  maintaining  it  until  the 
appointment  of  a receiver  by  the  Court, 
docs  it  not?— — Yes,  Sir,  and  of  bringing 
it  to  our  notice.  There  would  be  many 
cases,  I imagine,  in  which  the  local  autho- 
rity would  .step  in  and  take  steps  to  protect 
the  property  and  would  notify  the  Court 
of  Protection  and  we  should  consider  the 
case  and  say,  “ We  do  not  think  it  is  neces- 
sary -to  have  a receiver  here,  let  the  man 
carry t on  the  good  work  he  is  doing”.  I 
can  visualise  that  'happening  in  quite  a num- 
ber of  cases,  because  we  do  not  press  for 
the  appointment  of  a receiver  unless  we 
thmk  a receiver  is  needed.  And  I think  that 
should  be  the  same  as  regards  .this  officer,  he 
should  report  .to  us  that  he  is  looking  after 
this  property  and  ask  for  directions. 

5955.  That  would  very  largely  get  rid  of 
your  ad  interim  procedure,  would  it  not? 

J,  ^ not  thiuk  s°.  I do  not  think  it 
would  a/fec-t  that.  The  ad  interim  pro- 
cedure is  _ almost  entirely  confined  to  big 
cases,  business  cases  and  things  like  that,  or 
cases  where  the  creditors  are  unduly  press- 
ing. If  wc  can  get  in  first  we  can  protect 
the  patient’s  interests  ; if  we  are  loo  slow 
the  bankruptcy  people  get  in  fi-rst. 

5956.  (Dr.  Rees):  'Do  you  want  the  local 
authority  to  act  in  the  case  of  private 
patients,  or  only  in  the  case  of  Health 

Service  patients? 1 -think  any  patient ; I 

think  we  ought  to  get  rid  of  the  distinction, 
as  far  as  possible,  between  the  two.  I think 
any  patient  who  is  taken  to  an  institution 
and  has  no  one  to  look  after  his  home  or 
business  should  be  looked  after  by  the  local 
authority  ; it  should  be  part  of  their  duty 
as  a welfare  authority,  and  (hen  they  should 
notify  us  as  to  what  they  have  done. 

5957.  But  if  there  is  a relative  to  look 
after  the  patient’s  affairs,  then  it  would  not 

be  the  duty  of  -the  local  authority? 

No,  T think  you  could  leave  -the  family  to 
do  it,  if  the  property  is  small.  If  it  is  large, 
then  somebody  ought  to  bring  i-t  to  our 
notice  in  some  way.  All  we  want  to  do  is 
to  safeguard  the  patient’s  interests,  but  un- 
less wc  know  of  the  existence  of  the  case 
we  cannot  do  that.  At  the  moment  we  get 
notice  from  -the  Board  of  Control. 

5958.  (Chairman):  I do  not  quite  under- 
stand. As  you  said,  a great  many  cases 
can  now  be  dealt  with  by  relatives  because 
bank  managers  are  lax1  and  do  not  pay  too 
much  attention  to  the  law,  and  the  relatives 
have  a free  run.  One  does  not  wan-t  to 
recommend  that  the  system  shall  depend 
largely  upon  the  laxity  of  bank  managers 
and  on  the  courage  or  the  carelessness  of 
relatives.  Where  there  is  a relative,  do  you 
no-t  still  want  the  local  authority  to  act  as 
ad  interim  trustee  or  guardian,  or  what- 
ever it  may  be,  pending  the  appointment  of 
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a receiver? -I  think,  not.  I do  not  think 

one  should  bring  in  ithe  'local  authority  un- 
less it  is  necessary,  and  I do  not  think,  it  is 
necessary  if  the  person  who  is  in  fact  look- 
ing after  the  estate  intends  to  do  it  properly 
and  tells  us  what  he  is  doing. 

5959.  (Sir  Cecil  Oakes):  But  is  there  not 

the  danger  of  certain  relatives  taking  ad- 
vantage of  the  situation? Yes,  there  is  a 

definite  risk  of  that. 

5960.  Would  it  not  be  some  help,  there- 
fore to  have  the  local  .authority  brought  in 

even  in  those  oases? 1 think  it  is  rather 

unattractive  ito  ‘have  the  local  authority 
brought  in,  df  it  can  be  avoided.  I think 
one  would  take  a certain  .amount  of  risk  in 
order  to  avoid  that. 

5961.  (Dr.  Thomas ):  The  only  protection 
the  patient  would  have,  then,  from  an  un- 
scrupulous relative  would  be  the  informa- 
tion that  you  glean  from  the  statement  or 
particulars  through  the  Board  of  Control? 
Yes. 

5962.  That  would  be  supplied  normally 
by  the  duly  authorised  officer  of  the  local 
authority  to  the  Board  of  Control,  would 

it? 1 am  not  quite  clear  as  to  the 

question. 

5963.  I am  not  quite  sure  how  reliable 
the  information  is  which  the  Board  of 
Control  receives  now  about  the  property 

of  patients. Sometimes,  of  course,  it  is 

very  vague.  You  get  an  elderly  spinster 
lady  who  is  said  to  own  a house;  one 
knows  that  she  must  have  some  means  of 
keeping  up  the  house,  so  you  have  to  make 
enquiries  as  to  what  else  she  has  got  in 
the  way  of  property,  then  you  find  out  that 
they  thought  property  meant  buildings,  and 
the  information  we  get  is  defective,  but 
it  puts  us  on  the  track  and  if  necessary 
we  start  enquiries.  When  we  get  those 
notices  from  the  Board  of  Control  we  can 
do  one  of  three  things,  either  follow  it  up 
with  a view  to  appointing  a receiver,  or  do 
nothing,  or  inform  them  what  the  facilities 
are  for  the  appointment  of  a receiver  and 
how  to  set  about  it  if  they  think  a receiver 
is  necessary. 

5964.  (Chairman) : If  who  think  it  neces- 
sary';  The  nearest  relative,  who  is  shown 

on  the  statement  of  particulars.  If  it  is 
a case  where  one  does  not  feel  any  hard- 
ship will  accrue  to  the  patient  if  you  let 
things  go  on,  then  we  tell  the  relatives 
what  they  can  do  and  what  the  facilities 
are,  and  leave  it  to  them. 

5965.  (Dr.  Thomas):  May  I put  this 
question  to  you?  In  the  event  of  your 
suggestion  about  the  local  authority  acting 
as  an  ad  interim  trustee  being  adopted,  how 
far  could  they  also  fulfil  the  function  of 
notifying  the  Court  of  Protection  of  pro- 
perty, instead  of  the  information  going 
.through  the  Board  of  Control  as  it  does 


now? 1 do  not  know  how  that  could  be 

worked  out.  I do  not  think  it  would  be 
altogether  satisfactory.  Some  local  authori- 
ties are  very,  very  helpful,  others  arc  no 
help  at  all ; they  vary  tremendously.  And 
as  long  as  the  central  body,  the  Board  of 
Control,  is  there  I think  it  is  more  satis- 
factory to  have  notices  coming  through 
them,  but  of  course  if  the  Board  of  Control 
were  to  be  abolished  then  we  should  have 
to  look  round  for  some  other  source  of 
information. 

5966.  (Chairman):  I am  sorry,  I am 

getting  rather  muddled.  I thought  the  only 
form  which  involved  the  Board  of  Control 
at  all  was  this  certificate  of  lawful  deten- 
tion?  A certificate  of  lawful  detention 

is  only  sent  when  we  ask  for  it.  But  as 
regards  the  notice  of  certified  patients,  every 
day  an  envelope  comes  to  us  from  the 
Board  of  Control,  saying  who  that  day  has 
been  admitted  as  a certified  patient,  any- 
where in  England  or  Wales,  who  has  pro- 
perty of  £100  or  more  ; those  are  the  notices 
1 was  referring  to. 

5967.  (Dr.  Thomas):  That  brings  me  back 
to  the  same  question.  If,  as  you  say  now, 
the  local  authorities  are  very  patchy  in 
their  performance,  the  information  which 
you  get  from  the  Board  of  Control  will  in 
many  cases  have  been  supplied  by  those 

very  authorities? It  is  quite  possible, 

yes.  It  is  on  the  statement  of  particulars 
which  accompanies  the  reception  order,  that 
they  have  to  say  if  the  patient  has  property 
of  £100  or  more. 

5968.  How  far  do  you  think  that  diffi- 
culty would  be  overcome  if  there  were  a 
statutory  duty  on  the  local  authority  to 
do  what  you  suggest?-- — To  take  steps 
to  safeguard  not  only  the  movable  but  also 
the  immovable  property,  and  to  notify  us 
accordingly? 

5969.  Yes. 1 think  that  could  quite 

easily  be  done. 

5970.  Through  the  legal  department  of 

the  local  authority? Yes,  and  the  appro- 

priate officer— it  might  be  the  welfare 
officer. 

5971.  (Chairman):  Where  it  is  a matter 

purely  of  safeguarding  a cottage  property 
or  cottage  tenancies,  the  local  authority 
might  well  act,  but  where  it  comes  to  acting 
as  an  ad  interim  receiver  . . — They  could 

not  do  that  without  rather  changing  the 
whole  set-up  of  the  jurisdiction ; I do  not 
think  that  would  be  a good  idea.  I think 
that  all  they  should  do  is  to  take  immediate 
steps  to  safeguard  the  property,  either  by 
boarding  up  the  door  or  locking  it  and 
taking  the  keys,  if  there  is  no  one  there, 
and  notifying  us  as  to  what  they  have  done. 

5972.  (Sir  Cecil  Oakes):  Acting  as  a 

bailiff,  and  then  informer  to  you? Yes. 
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5973.  (Chairman):  I see  no  difficulty  in 
nailing  up  the  door  when  there  is  nobody 
there,  but  when  there  is  a wife  inside,  who 
has  got  no  money  to  pay  the  rent,  that  is 

a difficulty  is  it  not? 1 do  not  quite 

know  how  to  answer  that  in  a short  form, 
because  every  case  is  so  entirely  different 
from  the  others.  What  we  do  is  to  try 
to  fit  our  directions  to  the  real  needs  of  the 
patient  and  his  family.  If  the  wife  is  living 
in  the  house,  and  the  patient  has  some 
money,  we  should  try  to  give  her  enough 
to  let  her  go  on  living  there;  but  if  there 
is  not  any  money  she  is  in  difficulties 
anyhow,  whatever  we  do,  and  we  cannot 
help  her. 

5974.  1'  think  really  what  we  are  up 
against  is  the  family  which  is  living — as 
after  all  most  working  class  families  do— 
by  the  week,  if  you  are  going  to  take  48 
hours  to  get  even  an  interim  authority.  At 
the  present  moment  you  seem  to  me  to  be 
relying  on  the  fact  that  banks  are  reason- 
ably lax,  and  that  in  the  case  of  a small 
property  it  is  not  likely  that  the  wife  would 
not  be  able  to  afford  the  next  three  weeks’ 
rent,  say,  or  not  be  able  to  draw  on  the 
bank,  if  there  is  any  bank  balance,  and 
the  wife  can  always  go  to  the  National 
Assistance  Board  and  get  assistance  over 
the  interim  period.  It  is  all  right  to  rely 
on  the  National  Assistance  Board,  but  if 
you  arc  relying  on  the  laxness  or  the  dis- 
cretion of  bank  managers  to  allow  the  wife 
to  draw  on  her  husband’s  account,  that 

seems  to  me  rather  questionable. What 

happens  in  the  case  of  a conscientious  bank 
is  that  they  write  to  us  and  say  that  this 
has  .(happened,  and  ask  u»  whether  we 
should  have  any  objection  to  the  wife 
operating  the  patient’s  account  as  a tem- 
porary measure.  We  write  back  and  say, 
“ We  have  no  jurisdiction  until  an  applica- 
tion is  made  for  the  appointment  of  a 
receiver,  blit  if  such  application  is  made  at 
a later  date  we  shall  not  find  fault  with 
your  having  done  that”.  That  has  the 
same  effect  as  if  we  had  jurisdiction.  A 
great  many  of  those  letters  go  out,  and 
are  acted  upon. 

5975.  Is  it  not  a little  bit  unsatisfactory, 
in  modern  circumstances,  that  there  should 
be  nobody,  neither  the  Court  of  Protection 
nor  anybody  else,  who  has  the  power  to  act 
or  advise  in  advance  of  an  application  for 

the  appointment  of  a receiver? What 

sort  of  advice  had  you  in  mind?  Whether 
an  application  should  be  made  at  all,  or  as 
to  how  it  should  be  made? 

5976.  Is  it  necessary  that  an  application 

should  be  made  and  the  form  filled  up? 

This  Form  26A  is  sent  with  a covering 
letter  which  says  that  the  Court  has  been 
informed  that  So-and-So  has  been  admitted 
for  treatment  in  the  hospital  and  it  is.  under- 
stood that  he  is  possessed  of  certain  pro- 
perty ; in  the  ordinary  way  the  position  will 


be  that  a receiver  must  be  appointed  and 
then  we  say,  “ If  you  feel  that  a receiver  is 
not  necessary,  please  do  not  trouble  to 
answer  this  letter,  but  perhaps  you  might 
keep  it  beside  you  in  case  it  is  needed 
at  a later  date  ”.  A great  many  of  those 
letters  go  out. 

5977.  But  do  you  do  that  in  every  case 
which  is  notified  to  you  by  the  Board  of 

Control? No,  only  the  ones  where  we 

think  it  is  the  right  thing  to  do.  I see  those 
myself  and  mark  them  accordingly. 

5978.  The  recommendation  we  have 
commonly  had,  in  a form  of  words  which 
tends  to  pass  from  one  organisation  to 
another,  is  that  there  should  be  some 
method  of  freezing  a patient’s  assets 
immediately  on  his  entry  into  an  institution, 
because  of  the  certain  number  of  cases 
where  small  liquid  assets  have  been  dis- 
sipated before  an  application  can  be  made 
to  the  Court  of  Protection.  But  you  do 
not  feel  that  any  automatic  procedure  is 

really  required? 1 do  not  think  so. 

But  our  troubles  are  usually  concerned  with 
patients  who  are  not  in  institutions,  the  type 
of  person  who  employs  a gardener  and  his 
wife,  and  the  gardener  and  his  wife  become 
the  dominant  parties  and  purchase  motor 
cars  for  their  use,  and  so  on,  that  sort  of 
thing,  and  dispose  of  the  patient’s  pictures 
or  china,  etc.  Those  are  the  cases  we 
have  the  most  difficulty  with,  but  with  the 
patients  in  hospitals  everything  seems  to 
work  at  the  moment  very  satisfactorily. 

5979.  It  would  be  true  to  say,  would  it 
not,  that  you  do  not  in  fact  deal  with 

cases  of  property  of  less  than  £100? 

We  do  not  refuse  to  deal  with  them.  There 
are  certain  circumstances  in  which  you  must 
make  an  order,  even  though  the  property 
is  less  than  that.  But’  I do  think  one  thing 
should  be  altered,  and  that  is  the  limits  on 
which  we  can  dispense  with  fees,  because 
it  is  too  expensive  for  the  very  small  cases. 
In  the  old  days,  money  being  different,  they 
fixed  rather  low  figures — £700  capital  and 
£50  income — and  I would  rather  have  a 
much  bigger  figure ; then  we  could  help  the 
smaller  cases  without  inflicting  a burden 
of  costs  on  them. 

5980.  Except  in  very  large  cases  the 
basing  of  fees  on  a percentage  of  the  value 
of  the  property  dealt  with  is  questionable, 

I suppose? It  has  gone  further  than  that 

now.  The  words  “ dealt  with  ” or  “ made 
available  ” are  no  longer  there.  We  charge 
on  the  actual  income  of  the  patient,  from 
whatever  source  it  is  derived,  whether  it  is 
from  England  or  abroad,  or  whether  it  is 
under  a discretionary  trust,  or  anything. 
But  I should  like  to  be  able  to  remit  fees 
in  some  cases. 

5981.  (Sir  Cecil  Oakes):  Having  regard 

to  the  changed  value  of  money? Yes, 
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5982.  (Chairman):  Do  you  want  to  make 
any  concrete  recommendations  as  to  the 
limit  below  which  fees  ought  not  to  be 

charged? 1 think  that  would  have  to  be 

determined  at  the  time  when  the  Bill  goes 
through,  because  there  are  such  rapid 
changes  that  it  would  be  out  of  date  by 
the  time  matters  reached  that  stage. 

5983.  Do  you  find  in  practice  that  the 

staff  of  the  Court  is  involved  in  a good 
deal  of  unnecessary  work?  Even  after  a 
receiver  has  been  appointed  you  do  com- 
monly retain  the  right  to  approve  any  sale 
of  property  or  disposal  of  the  property,  do 
you  not? The  order  appointing  the  re- 

ceiver sets  out  exactly  what  he  can  do, 
and  anything  that  is  not  there  he  cannot 
do  without  coming  back  to  us. 


5984-.  And  commonly  the  order  does  not 
authorise  him  to  dispose  of  capital  without 

the  Court’s  consent,  is  not  that  so? Yes 

and  no  is  the  answer  to  that,  because  it 
depends  so  much  on  the  case.  There  arc 
some  cases  in  which  the  first  order  covers 
the  sale  of  the  property,  the  furniture, 
motor  cars  and  all  kinds  -of  things ; in  other 
cases  it  does  not  authorise  the  disposal  ol 
anything  at  all,  and  if  they  want  to  dispose 
of  them  they  have  to  tell  us  why,  and  ask 
for  an  order  or  authority,  and  a great  deal 
of  it  is  done  by  authority.  When  the  re- 
ceiver is  appointed  in  the  first  instance  he 
is  authorised  to  deal  with  income,  and  the 
other  things  specified  in  the  order,,  and  un- 
less further  authority  is  given  to  him  under 
the  order  he  would  have  to  come  back  tor 
an  authority  under  seal  for  such  things  as 
selling  furniture,  where  it  has  not  been 
authorised  in  the  first  place.  If  theie  is 
furniture,  you  do  not  want  to  sell  it  unless 
you  lire  satisfied  that  the  patient  will  not 
need  it,  therefore  you  allow  time  to  sec 
whether  the  patient  improves  in  health, 
so  it  would  not  be  in  the  first  order  but 
it  would  be  in  an  authority  later. 

5985.  And  where  you  do  give  authority 
for  the  sale  of  land,  for  instance,  do  you 
commonly  retain  the  right  to  approve  any 
particular  sale,  or  the  price? — -Yes,  the 
form  of  order  is:  “The  receiver  is  author- 
ised. subject  to  the  approval  of  the  Master, 
to  sell."  That  means  he  enters  into  a con- 
tract, subject  to  approval.  We  ask  for 
evidence  as  to  value,  and  he  asks  to  have 
the  contract  confirmed. 

5986.  That  must  involve  yon  in  a great 
deal  of  rather  routine  work,  does  it  not? 
„„-,-Yes,  there  is  quite  a lot  of  routine 
work.  But  one  does  not  treat  an  appli- 
cation for  the  approval  of  a contract  simply 
as  a routine  mutter,  and  approve  it  and 
puss  it  on  ; one  has  to  look  into  the  facts 
Of  the  case  to  see  whether  they  are  right. 

5987.  This  is  not  really  a matter  for  the 
Royal  Commission,  but  you  do  not  feel  that 
vou  have  to  do  a good  deal  of  unneces- 
sary work  in  checking  the  estate  agent  s 


advice  on  the  sale  of  land,  for  instance? 

1 do  not  see  how  one  can  deal  with  a 

property  satisfactorily  if  one  does  not  look 
into  the  price  that  is  being  asked  for  the 
property,  and  so  on,  and  not  allow  people 
to  sell  it  when  there  may  be  no  reason. 
We  are  rather  guided  by  a decision  in  the 
House  of  Lords,  many  years  ago,  which 
said  in  effect,  “ Do  not  alter  the  patient’s 
property  unless  there  is  some  good  reason 
for  it ; keep  it  as  it  is.” 

5988.  Anyway,  you  do  not  feel  that  the 
law  is  imposing  on  you  a good  deal  of 

unnecessary  detailed  work? No,  1 do  not 

think  wc  could  honestly  do  our  work  pro- 
perly without  that  control,  because  that 
is  the  safeguard  which  we  are  really  there 
to  provide. 

5989.  But  it  would  be  entirely  outside 
the  capacity  of  your  staff  if  you  were 
dealing  in  that  way  with  a good  deal  of 

smaller  properties? 1 am  afraid  we  could 

not  do  it,  with  the  staff  we  have  got.  And 
I do  not  think  it  is  going  to  help  the  smaller 
people,  either ; I think  they  are  really  quite 
well  looked  after  at  the  moment.  From 
my  experience,  the  less  wo  force  them  to 
have  a receiver,  the  better.  As  long  as  they 
can  get  on  without  a receiver,  a receiver 
should  not  be  appointed.  That  is  the  view 
I take. 


5990.  I can  sympathise  with  that.  I am 
a little  hit  concerned,  however,  about  the 
distressed  relative,  say  the  wife,  on  whom 
has  fallen  this  trouble  of  the  temporary 
mental  illness  of  her  husband,  and  who  wants 
to  know  what  she  may  do  and  how  she 
can  carry  on  the  business.  Do  you  not 
think  that  you  should  put  the  responsibility 
for  advising  her  on  to  someone  on  the 
spot ; these  people  do  not  correspond  very 
easily,  even  to  your  Personal  Application 
Branch,  or  very  comprehensibly,  very  often? 
— — -I  am  very  reluctant  to  do  anything  that 
will  inflict  a sort  of  local  authority  super- 
vision on  to  a family  which  docs  not  want 
it.  Local  authorities  can  be  a little  bit 
domineering,  a bit  dictatorial,  when  they 
are  dealing  with  these  people. 

5991.  (Sir  Cecil  Oakes):  If  a new  duly 
were  imposed  upon  them  the  old  dominccr- 
ing  attitude  might  go,  because,  whereas 
they  had  a financial  interest  before,  now 
they  would  be  merely  acting  as  welfare 

officers? It  is  very  hard  to  say  how  it 

would  work  out  in  practice,  but  if  there 
was  any  real  increase  in  the  number  ot 
small  cases  to  be  dealt  with,  we  have  not 
got  the  staff  to  handle  it. 

5992.  (Dr.  Thomas):  You  would  prefer 
really  to  have  informal  knowledge  available 
to  relatives,  in  line  with  your  suggestion  in 
paragraph  17  of  your  memorandum  about 
information  over  the  wireless,  and  so  on. 
and  possibly  through  agencies  such  as 
Citizens’  Advice  Bureaux?— -Wo  had  a 
form  printed  at  one  time  which  wc  thought 
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might  be  put  up  in  post  offices,  to  explain 
what  people  should  do  in  the  case  of  mental 
disability.,  but  it  was  decided  that  we  could 
not  possibly  do  it,  because  it  might  bring 
such  a flood  of  work  that  we  should  not  be 
able  to  cope  with  it.  And  from  that  day 
to  this  it  has  always  been  the  same  position, 
we  are  always  behindhand  in  staff,  and 
always  overburdened  with  the  number  of 
cases. 

5993.  {Chairman):  Do  any  members  of 
the  Commission  want  to  ask  questions  on 
this?  I have  not  gone  through  your 
memorandum  seriatim ; I do  not  know 
whether  there  is  anything  in  your  memoran- 
dum of  evidence  on  which  I have  not 
asked  you  the  necessary  questions?  I notice 
in  your  paragraph  1 you  give  a list  of  the 
three  main  procedures,  and  you  append  the 
note,  “ Where  solicitors  are  instructed  . . .” 
- — It  would  not  apply  to  personal  applica- 
tions: they  have  different  forms. 

5994.  But,  outside  the  Personal  Applica- 

tion Branch,  is  the  Court  unapproachable 
except  by  a solicitor? That  is  a ques- 

tion I would  really  rather  not  answer,  but 
I had  better  answer  it.  We  do  not  like 
laymen  coming  up  and  trying  to  do  this 
work.  We  like  them  to  go  to  the  Personal 
Application  Branch,  where  they  can  be 
asked  the  right  questions.  If  they  go  into 
the  ordinary  room,  the  man  there  is  not 
used  to  handling  the  lay  client  and  he 
probably  gives  them  the  wrong  answers.  We 
like  all  personal  applications  to  go  through 
the  Personal  Application  Branch,  but  if  a 
man  insists  upon  doing  it  himself,  we  can- 
not refuse  him. 

5995.  {Dr.  Thomas ):  You  get  a lot  of 

personal  applications  by  post? Yes,  but 

I was  not  considering  those,  I was  thinking 
of  individuals  coming  to  our  office. 

5996.  {Chairman):  Are  there  any  points 
in  your  memorandum  which  we  have  not 

sufficiently  covered  with  our  questions? 

Inquisition  I think  perhaps  might  be  carried 
a little  further.  Really  there  is  no  justifi- 
cation for  inquisition  going  on,  it  is  the 
remains  of  the  old  procedure  and  it  does 
nobody  any  good.  It  is  true  you  can 
appoint  a committee  of  the  person,  but  we 
very  seldom  do.  We  have  'some  23,000 
cases  in  the  Office  and  of  these  only  43 
are  inquisition  cases,  and  many  of  those 
were  turned  into  inquisition  cases  from  re- 
ceivership cases  merely  to  satisfy  Ireland  or 
some  other  country  which  does  not  recog- 
nise receivership.  It  does  not  matter  to 
us  whether  they  recognise  it  or  not,  but  it 
does  give  us  the  burden  of  having  to  hold 
an  inquisition. 

5997.  How  many  countries  do  insist  on 

inquisition  procedure? 1 think  Ireland 

is  about  the  only  one,  really,  with  which 
we  have  any  practical  dealings  ; most  of  the 
others  are  under  powers  of  attorney.  We 


authorise  the  execution  of  a power  of 
attorney  by  the  patient  appointing  attorneys 
in  the  country  concerned,  and  there  is  only 
one  really  difficult  State  to  deal  with,  that 
is  the  State  of  New  York,  they  want  all 
kinds  of  things,  endless  things,  they  want 
signatures  by  the  Lord  Justice,  signatures  by 
the  Chief  Clerk,  the  affixing  of  the  Great 
Seal,  and  all  sorts  of  things. 

5998.  In  the  reverse  direction,  does  the 

Court  of  Protection  recognise  any  judgment 
of  a.  foreign  court,  or  even  a court  in  the 
British  Empire,  for  placing  a person’s  pro- 
perty under  receivership? Yes,  personal 

property,  but  not  real  estate.  Supposing 
a patient  in  Southern  Ireland  was  found  by 
inquisition  to  be  mentally  incapable  of 
acting,  and  the  committee  appointed  in 
Ireland  applies  to  the  Court  of  Protection 
for  an  order  to  transfer  certain  English 
securities  to  the  Irish  committee ; then  we 
satisfy  ourselves  whether  the  capital  is 
needed  or  not,  or  whether  they  could  do 
quite  well  with  the  income  alone,  and  we 
make  an  order  accordingly.  As  regards 
personal  estate,  we  tell  the  people  who  ask 
us,  “ You  should  act  on  that  order  ” ; if 
a company  or  bank  write  to  us  and 
say  they  have  been  served  with  an  order 
appointing  a curator  or  committee,  or  some- 
thing of  that  sort,  in  Timbuctoo,  and  what 
should  they  do  about  it,  we  say  they  should 
act  upon  the  order. 

5999.  I asked  because  I did  happen  to 

come  across  a oase  privately  of  an  order 
made  by  a Colonial  High  Court,  placing  a 
man’s  personal  estate  in  the  receivership 
of  his  wife.  Both  the  parties  concerned  at 
the  relevant  moment  were  in  this  country, 
and  I was  told  that  the  Court  of  Protection 
refused  to  recognise  the  action  of  the 
Colonial  Court  without  further  evidence  and 
proceedings. If  the  property  is  in  Eng- 

land and  is  standing  in  the  name  of  the 
patient — stocks  and  shares,  and  so  on — an 
order  from  us  is  necessary. 

6000.  And  you  would  not  issue  that  order 
automatically  on  the  evidence  of  the  quite 

recent  order  of  the  Colonial  Court? 

Pretty  nearly.  They  merely  prove  to  us 
that  a committee  has  been  appointed  there, 
whether  it  is  colony,  dominion  or  a foreign 
country;  if  they  prove  that  a curator  has 
been  appointed  and  the  property  has  been 
vested  in  him,  then  we  make  an  order 
dealing  with  the  English  assets,  either,  as  I 
said,  by  paying  over  the  income,  if  that  is 
enough,  or  it  may  be  the  capital.  As 
regards  Scotland,  of  course  things  vary  in 
all  the  different  countries,  but  if  a Scottish 
curator  has  been  appointed  and  the  patient 
happens  ito  own  a house  in  Kent,  and  they 
want  to  sell  this  house,  the  curator  applies 
to  me  for  an  order  authorising  him  to  sell 
the  house  and  to  deal  with  the  proceeds 
as  the  Scottish  court  shall  direct;  it  works 
very  smoothly. 
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6001.  Generally  speaking,  does  the  juris- 
diction go  with  the  location  of  the  property, 

or  the  domicile  of  (the  individual? The 

location  of  the  property. 

6002.  You  said  this  question  of  the  in- 
quisition ought  to  be  carried  a little  further. 
You  have  just  described  what  is  the  nature 
of  the  proceedings  and  you  have  said  that 
you  think  it  is  unnecessarily  complicated? 

1 do,  yes,  and  I think  it  gives  people 

a wrong  idea  of  the  jurisdiction.  The  num- 
ber of  solicitors  that  write  about  a com- 
mittee even  (today  is  amazing ; they  have 
never  heard  of  the  receivership  procedure. 

6003.  Am  I right  in  thinking  that  dealing 
with  the  Court  of  Protection  is  a rather 

specialised  solicitor’s  business? It  used 

to  be.  There  were  one  or  two  firms  in 
London  that  made  a speciality  of  it  and  had 
hundreds  of  cases,  but  now  that  the  cases 
come  from  all  over  the  country  the  position 
is  rather  different,  and  we  get  applications 
from  country  solicitors. 

6004.  Do  you  find  that  the  power  to  make 
an  intelligent  application  is  still  confined 
to  a comparatively  narrow  range  of  solici- 
tors? Perhaps  that  is  not  a fair  question 

to  ask? It  is  an  unusual  procedure,  and 

it  is  quite  understandable  .that  unless  people 
are  used  to  it  it  is  bound  to  be  strange  to 
them. 

6005.  There  is  another  major  question 
which  I want  to  ask.  . I have  an  impression 
from  some  of  our  evidence  that  it  is  much 
easier  to  get  a receiver  appointed  by  the 
Court  of  Protection  than  it  is  to  get  a 
receiver  discharged  and  the  control  of 
property  re-vested  in  the  patient  when  he  is 

discharged. That  was  true  a few  years 

ago,  but  I objeot  to  that  very  strongly.  I 
say  it  should  be  as  easy  to  get  . out  as  to 
get  in,  and  if  we  accepted  a certificate  that 
the  patient  was  under  a disability  we 
should  accept  a certificate  to  the  effect  that 
she  is  no  longer  under  a disability  and  we 
should  discharge  a receiver  if  a receiver 
should  prove  not  to  be  wanted  any.  longer. 
There  are  cases  where  to  start  with  you 
ought  to  have  a receiver,  and  the  time  may 
come  when  it  is  unnecessary,  to  keep  him 
on,  and  we  should  not  keep  him  on.  There 
used  .to  be  a reluctance  to  disgorge  the 
estate,  so  to  speak. 

6006.  One  knows  of  cases  in  both  direc- 
tions, cases  where  there  was  unnecessary 
reluotance  to  discharge  the  receiver  and,  on 
the  other  hand,  cases  where  the  patient  has 
been  discharged  before  he  really  ought  to  be 
and  he  certainly  ought  not  to  get  control  of 

his  property  again. It  is  certainly  very 

trying,  because  it  adds  tremendously  to  the 
expense  if  a patient  gets  an  order  determin- 
ing proceedings  on  the  ground  of  recovery 
and  within  two  months  he  is  back  again  in 
the  institution  and  one  has  to  start  all  over 
again.  That  as  a wicked  waste  of  money. 


One  has  to  be  very  careful  about  it,  but 
the  principle  is:  do  not  hang  on  to  the 
receivership  just  for  .the  sake  of  hanging 
on  -to  it. 

6007'.  Do  you  in  cases  of  discharge  lo 
any  extent  conduct  your  own  medical  in- 
quiries as  to  the  person’s  state  of  mind? 

If  a patient  is  discharged  relieved  from 

.the  hospital,  or  recovered? 

6008.  Lot  us  take  both  cases. If  a 

patient  is  discharged  recovered,  we  regard 
that  more  or  less  as  evidence  of  real  re- 
covery, but  if  a patient  ds  discharged  not  im- 
proved and  application  is  made  .to  us  to 
restore  the  patient  to  .the  management  of  his 
own  affairs,  we  should  probably  ask  one 
of  our  Visitors  to  see  him  and  report. 

6009.  One  of  your  Visitors? The 

Lord  Chancellor  has  three  Visitors,  one 
legal — I do  not  know  why — and  two  medi- 
cal and  they  are  available  for  visiting 
patients  all  over  the  country.  They  divide 
the  country  into  three  areas  and  they  arc 
each  responsible  for  one  of  those  areas. 
If  we  want  to  know  some  particulars  about 
a patient— testamentary  capacity,  recovery, 
whether  she  is  properly  housed,  or  whether 
she  would  be  better  in  an  institution— we 
ask  a Visitor  to  report,  and  he  does. 

6010.  Earlier  in  the  proceedings  of  the 
Commission  I had  a letter  from  an  inter- 
esting case,  which  for  obvious  reasons  I did 
not  trouble  to  verify,  and  I do  not  know 
whether  the  person’s  account  was  correct. 
It  referred  to  the  years  immediately  alter 
the  war.  The  person  concerned,  a woman, 
had  successive  fits  of  mental  depression,  and 
she  had  been  very  ill  indeed.  She  was  dis- 
charged and  she  re-established  herself  as  a 
stenographer  in  the  city.  Whether  she  was 
discharged  recovered  or  whether,  in  view 
of  her  previous  history,  the  Medical  Super- 
intendent described  her  as  relieved,  . I do 
not  know,  and  I suppose  the  practice  of 
Medical  Superintendents  differs  rather  in 
cases  like  that.  It  was  an  extremely  nice 
letter  and  there  was  only  one  complaint, 
which  was  that  the  Court  of  Protection  had 
wanted  to  see  her,  and  she  had  suggested 
an  appointment  in  the  evening  when  she 
was  back  from  work,  but  that  would  not 
do,  and  she  did  think  it  rather  hard  that 
the  doctor  visited  her  in  her  city  office. 
Whether  he  was  a Visitor  or  not  I do  not 
know,  but  in  any  case  if  you  are  just 
re-establishing  yourself  in  a city  office  it 
is  rather  awkward  to  have  a doctor  from 
the  Court  of  Protection  coming  to  see  how 

you  are. Yes,  it  is  quite  wrong,  and  it 

that  was  brought  to  my  notice  I should  take 
steps  to  try  to  see  that  it  did  not  occur 
again.  We  have  many  patients  on  what  we 
call  the  Visitors’  permanent  list,  that  is, 
they  are  visited  once  a year,  and  I take 
them  off  the  permanent  list  immediately 
they  are  in  self-employment  or  being 
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employed,  because  we  do  not  want  Visitors 
to  go  and  visit  them  at  their  work. 

6011.  (Dr.  Rees):  But  it  is  nevertheless 

often  an  advantage  from  the  patient’s  point 
of  view  for  the  receivership  to  continue 
after  a patient  is  discharged  from  the  mental 
hospital?- Definitely,  yes. 

6012.  Even  though  the  patient  may  be 

said  to  have  been  discharged  recovered? 

She  may  not  be  dangerous  to  herself  or 
to  others,  but  she  may  be  quite  incapable 
of  protecting  herself.  I had  rather  a dis- 
quieting letter  yesterday — I do  not  know 
whether  I should  be  justified  in  mentioning 
it — in  which  a Medical  Superintendent  gives 
as  his  reason  for  discharging  a patient  the 
extraordinary  ground  that  he  could  not  let 
him  go  on  leave  because  if  the  patient  did 
injury  to  his  wife  or  children  the  Medical 
Superintendent  would  be  responsible  if  he 
let  him  out,  on  leave ; therefore  he  was 
going  to  discharge  him  from  certificate 
altogether.  It  struck  me  as  being  a little  bit 
strange  because  the  answer  to  the  question 
whether  he  was  dangerous  to  himself  or 
■others  was,  “Yes,  he  might  toe  dangerous 
to  his  wife  or  children  yet  that  patient 
is  going  to  be  discharged. 

6013.  Was  he  a private  patient? Yes, 

I think  he  was. 

6014.  And  the  Medical  Superintendent 

was  not  prepared  to  give  a barring  certifi- 
cate?-;  He  was  the  man  who  was  doing 

the  discharging. 

6015.  He  was  recommending  him  for 

discharge? Yes ; he  would  not  let  him 

go  on  leave  because  he  would  be  respon- 
sible if  anything  happened. 

6016.  {Chairman):  This  is  not  your  side 
of  the  law  I know,  but  is  there  any  founda- 
tion in  law  for  the  idea  that  a Medical 
Superintendent  is  more  responsible  for  what 
happens  to  a patient  on  leave  or  on 

trial  than  a patient  discharged? Judging 

by  the  letter  that  came  yesterday,  I gather 

( The  witness 


there  is  a greater  liability  if  they  allow 
them  out  on  leave,  but  I do  not  know  that 
side  of  the  law. 

6017.  That  may  be  the  view  of  that  Medi- 

cal Superintendent  but  it  does  not  follow 
that  it  is  right  in  lawl  I do  not  think  I 
have  any  more  questions  to  ask ; I do  not 
know  whether  any  member  of  the  Com- 
mission has?  Do  you  think  there  is  any- 
thing more  you  ought  to  tell  us? No, 

I do  not  think  so.  I think  that  the  Court 
of  Protection  should  continue  to  try  to  do 
the  best  it  can  for  the  patients,  and  that  is 
really  all  that  I can  suggest. 

6018.  (Dr.  Rees) : There  is  one  point  on 

paragraph  11  of  your  memorandum.  Does 
that  mean  the  landlord  will  be  the  guardian 
ad  interim ? No,  it  simply  is  this.  Sup- 

posing for  example  a patient  has  a tenancy 
of  a room  and  the  landlord  wants  to  get 
possession  of  it  and  we  do  not  want  to 
have  a receiver  or  anything  like  that  to 
relinquish  the  tenancy,  we  simply  write  a 
letter  saying  we  shall  not  object  if  it  is 
done,  and  if  it  subsequently  comes  before 
us  and  we  find  that  it  has  been  done  we 
shall  not  find  fault  with  those  who  did  it, 
and  the  landlord  will  act  on  that. 

6019.  Is  the  landlord  the  right  person  to 

take  charge  of  a patient’s  furniture? 

It  would  not  be  the  furniture,  it  would 
merely  be  the  tenancy  of  the  house  itself. 
We  should  have  to  say  the  same  thing 
separately  about  the  furniture,  but  we 
should  not  as  a rule  let  it  be  taken  by 
the  landlord,  usually  some  relative  or  friend 
of  the  patient. 

(Chairman):  Thank  you  very  much  in- 
deed. Perhaps  a little  later  on  when  we 
arc  engaged  in  drafting  our  report  if  we 
wish  to  ask  you  some  further  questions, 
not  necessarily  verbal  evidence  but  in  order 
to  keep  ourselves  straight,  you  would  be 

good  enough  to  help  us  again? If  we 

can  give  you  any  further  information  we 
shall  be  only  too  pleased. 

? withdrew.) 


Dr.  E.  W.  Dunkley,  M.B.,  B.S.,  D.P.M.,  called  and  examined. 
(Miss  I.  Forstner  was  in  attendance) 


Memorandum  of  evidence 

1.  I venture  to  submit  my  views  on  some  aspects  of  mental  illness  to  the  Royal 
Commission.  My  reason  for  so  doing  is  that  for  11  years  I have  worked  at  the 
observation  unit  at  St.  Pancras  Hospital  (now  a part  of  University  College  Hospital) 
and  have  seen  something  of  the  special  difficulties  which  arise  when  treatment  for 
a patient  has  to  be  considered  in  an  emergency. 

2.  These  observations  have  not  been  submitted  to  the  Board  of  Governors  of 
University  College  Hospital  and  they  do  not  necessarily  represent  their  views,  nor 
those  of  my  colleagues  at  University  College  Hospital. 
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3.  It  is  generally  agreed  that  the  ideal  method  of  admission  of  patients  to  a 
mental  hospital  is  as  voluntary  patients.  The  suggestion  that  patients  should  be 
allowed  to  enter  a mental  hospital  as  they  do  a general  hospital  without  any 
formalities  at  all  has,  I think,  already  been  made  to  you.  From  my  experience 
I welcome  such  a suggestion.  From  time  to  time  I have  had  the  experience  of 
seeing  patients  who  have  expressed  their  willingness  to  enter  as  voluntary  patients 
but  who  have  become  suspicious  or  even  refused  to  sign  a voluntary  application 
form  when  it  has  been  put  before  them. 

4.  There  will  however  always  be  some  cases  where  a patient  will  not  agree  to 
enter  hospital  and  some  form  of  compulsion  is  necessary.  There  is  also  the 
problem  of  large  cities,  where  owing  to  the  number  of  patients  reported  to  the  local 
health  authority  as  being  mentally  sick  some  preliminary  assessment  is  necessary. 
I believe  I am  right  in  saying  that  the  number  of  people  “ alleged  to  be  suffering 
from  mental  illness  ” annually  reported  to  the  London  County  Council  has  increased 
considerably  since  5th  July,  1948.  This  seems  to  me  to  confirm  the  necessity  for 
some  preliminary  assessment.  Further  the  removal  of  all  such  patients  dn  ect  from 
the  central  London  area  to  the  appropriate  mental  hospital  would  present  an 
enormous  problem. 

5 I know  that  the  position  of  the  mental  observation  unit  in  the  psychiatric 
service  is  one  which  arouses  some  feeling  among  psychiatrists.  At  St.  Pancras 
Hospital  it  is  our  practice  to  issue  an  order  under  Section  21 A on  all  patients 
save  those:' — ■ 

(a)  where  it  is  neither  necessary  nor  possible ; 

(b)  where  the  relatives  or  friends  are  demanding  the  patient’s  discharge  forth'- 
with,  or 

(c)  where  the  immediate  certification  of  the  patient  is  called  for.  This  latter 

is  a very  small  group  and  consists  of  patients  whom  we  have  had  before 
but  have  been  unable  to  persuade  to  enter  a mental  hospital  or  to  certify 
on  that  occasion,  though  it  was  felt  that  this  was  necessary. 

In  any  of  these  events  the  justice  must  be  asked  to  see  the  patient  during 
the  existence  of  the  three-day  order. 


6.  While  the  patient  is  in  the  ward  he  can  be  visited  every  day— a most  reassuring 
thing  for  relatives  when  action  has  often  had  to  be  taken  suddenly  and  forcible 
removal  of  the  patient  to  the  observation  ward  may  have  been  necessary.  Further, 
since  this  hospital  has  a central  situation  (this  would  tend  to  apply  to  observation 
units  in  most  general  hospitals  as  opposed  to  mental  hospitals)  visiting  is  easy. 
During  the  time  the  patient  is  under  observation  an  attempt  is  made  to  obtain  a 
full  history  about  him  or  her.  In  most  cases  the  psychiatric  social  worker  also 
sees  the  relatives.  By  this  means,  an  assessment  of  the  patient’s  illness  is  made 
and  a decision  as  to  the  best  course  of  action  follows.  It  is  my  experience  that 
by  allowing  the  patient  and  his  relatives  time  to  accept  the  situation,  a higher 
proportion  of  patients  are  willing  to  accept  voluntary  patient  treatment.  For  those 
patients  where  certification  is  necessary  the  relatives  are  usually  more  ready  to 
accept  this  when  after  several  visits  they  see  that  the  patient  is  still  in  need  of 
psychiatric  treatment.  Since  certification  is  now  virtually  by  consent  of  the  relatives 
(except  in  those  cases  where  the  mental  hospital  Physician  Superintendent  can 
subsequently  issue  a barring  certificate)  it  is  well  worth  while  delaying  action  for 
a week  or  ten  days  so  that  his  relatives  are  in  agreement  with  the  procedure.  A 
patient  hastily  certified,  taken  to  a mental  hospital  and  equally  hastily  taken  out 
by  his  relatives  under  Section  72,  is  likely  only  to  suffer  from  a dislike  of  all 
psychiatric  help  and  treatment,  as  are  his  relatives ; a great  deal  will  have  been 
lost  by  this  procedure  and  nothing  gained. 


7 The  special  interest  of  my  colleagues  at  University  College  Hospital  and  myself 
is  the  investigation  and  treatment  of  patients  whose  psychiatric  illnesses  arise  from 
physical  disease.  Due  to  the  kindness  of  my  colleagues  and  the  eager  co-operation 
of  the  Matron  and  nursing  staff  of  University  College  Hospital  it  has  been  possible 
to  transfer  a number  of  patients  originally  admitted  to  the  observation  ward  to 
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the  general  wards  of  University  College  Hospital,  where  treatment  of  their  basic 
physical  illness  has  often  resulted  in  the  disappearance  or  amelioration  of  their 
psychiatric  symptoms. 

8.  I am  sure  that  there  is  much  to  be  said  for  the  admission  of  patients  for  a 
preliminary  period  in  a mental  observation  unit.  Such  a ward  should  in  my  opinion 
be  attached  to  an  acute  general  hospital  where  all  modern  diagnostic  facilities  are 
available.  Such  a unit  forms  an  excellent  meeting  ground  for  the  general  physician 
or  surgeon  with  the  psychiatrist.  Moreover  the  case  material  has  already  proved 
of  great  value  in  teaching  medical  students  and  social  workers.  There  is  a sense 
of  freshness  and  urgency  of  the  patient’s  problem  which  serve  to  drive  home  the 
clinical  teaching. 

9.  Suggestions:  — 

(1)  That  the  admission  order  to  an  observation  ward  should  last  for  7 days 
as  does  the  present  urgency  order.  This  is  in  line  with  the  suggestion  already 
made  to  you  by  the  Royal  Medico-Psychological  Association,  page  272,  para- 
graph 46.  If  it  is  worth  while  bringing  the  patient  in  at  all  it  should  be  for 
a period  sufficiently  long  for  a reasonable  opinion  to  be  formed.  If  there 
were  any  strong  and  persistent  objection  on  the  part  of  the  patient  or  his 
relative  this  could  be  dealt  with  by  calling  in  the  justice  to  see  the  patient 
before  the  expiration  of  the  seven  days.  Since  an  alleged  mental  defective 
can  be  held  in  an  observation  unit  or  elsewhere  for  a much  longer  period  on 
a “ place  of  safety  ” order  given  by  a mental  deficiency  inspector  of  the  local 
authority  I do  not  think  it  unreasonable  that  the  duly  authorised  officer  should 
have  the  power  to  make  an  order  lasting  one  week. 

The  provisions  of  Section  21A  should  in  my  opinion  remain,  i.e.  that  the 
medical  officer  in  the  ward  may  extend  the  admission  order  for  a further  period 
of  14  days.  It  should  be  remembered  that  at  the  time  of  the  Lunacy  Act  of 
1890  there  were  no  accessory  diagnostic  aids  and  the  disposal  of  the  patient 
depended  purely  on  clinical  investigation.  Today  pathological,  radiological 
(for  example,  air-replacement  studies)  and  electroencephalographical  investi- 
gations may  be  necessary.  At  the  same  time  the  investigation  of  the  patient’s 
social  background  by  the  psychiatric  social  worker  may  make  one  vary  one’s 
decision.  For  all  this  investigation  21  days  is  not  excessive. 

(2)  It  should  be  possible  for  the  patient  to  enter  an  observation  unit  as 
he  enters  a general  hospital.  Repeatedly  I have  had  patients  willing  to  enter 
the  ward,  sent  either  by  their  own  doctor,  or  old  patients  taken  ill  again,  for 
whom  no  admission  is  possible  unless  the  duly  authorised  officer  agrees. 

10.  Admission  to  mental  hospitals:  — 

(1)  I would  welcome  the  arrangements  whereby  patients  could  be  admitted 
to  mental  hospitals  without  the  formality  of  signing  a voluntary  patient  form 
(see  above). 

(2)  Admission  of  non-volitional  patients  and  unwilling  volitional  patients : 
I agree  with  the  suggestion  that  such  patients  should  be  admitted  to  mental 
hospital  on  a recommendation  essentially  similar  to  the  present  temporary 
recommendation  and  that  it  be  valid  for  one  year.  But  I think  that  where 
an  unwilling  but  volitional  patient  is  so  admitted  and  objects  either  to  being 
in  hospital  or  to  having  treatment,  then  he  should  have  the  right  to  appeal 
to  a lustice  of  the  Peace.  If  his  appeal  were  dismissed  then  I think  such  a 
patient  should  be  transferred  to  the  certified  class. 

(3)  Certification:  There  will  always  be  some  patients  for  whom  compulsory 
detention  will  be  necessary.  Such  an  order  should  be  made  by  a justice.  The 
freedom  of  the  individual  is  a prized  possession  in  the  English  tradition  and 
it  should  not  be  taken  away  (save  in  the  circumstances  mentioned  in  paragraph 
10  (2)  above)  without  the  patient  having  a right  to  state  his  case  to  a justice. 
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My  experience  with  patients  who  at  present  need  to  be  certified  leads  me 
to  believe  that  i£  the  proceedings  are  explained  to  the  relatives,  and  especially 
their  rights  under  Sections  22  and  72,  they  do  accept  what  is  necessary,  A small 
proportion  elects  to  appeal  to  the  justice  for  the  patient’s  discharge  under 
Section  22. 

1 1 . Two  other  groups,  though  small,  are  of  importance : — 

(1)  A group  of  relatives  who  demand  to  sign  a voluntary  application  on  the 
patient’s  behalf.  This  group  would  be  satisfied  by  extension  of  the  present 
temporary  recommendation  to  unwilling  volitional  patients  already  mentioned. 

(2)  A group  of  relatives  who  are  relieved  to  find  that  certification  does  not 
involve  them  in  signing  any  documents  and  that  they  can  place  full  respon- 
sibility on  the  justice  and  the  medical  practitioner  advising  him.  This  attitude 
occurs,  of  course,  when  by  the  nature  of  the  patient’s  illness,  relations  between 
the  patient  and  his  family  have  been  strained.  In  such  an  event  I feel  that 
the  family  is  entitled  to  such  protection. 

12.  I think  that  the  wording  of  the  order  using  the  phrase  “unsound  mind” 
should  be  changed  to  some  such  phrase  as  “ mentally  sick  and  needing  care  and 
supervision”.  The  final  test  of  certifiability  should  not  be  whether  the  patient 
is  mentally  ill  but  whether  his  mental  illness  is:  — 

(1)  such  as  to  render  him  incapable  of  living  as  a social  individual,  or 

(2)  whether  he  urgently  needs  but  refuses  treatment,  i.e.  no  one  should  be 
certified  (nor  is)  purely  on  the  grounds  of  their  being  of  unsound  mind. 

13.  The  dislike  of  certification  is  undoubted  and  will  I fear,  always  remain.  In 
my  experience  the  two  most  common  objections  or  fears  of  it  are:  — 

(1)  Many  relatives  believe  it  implies  life-long  detention  of  the  patient,  about 
which  they  can  do  nothing. 

(2)  It  is  also  a not  uncommon  belief  that  there  are  two  standards  of  treatment 
in  mental  hospitals,  one  for  voluntary  and  temporary  patients,  and  the  other 
for  certified  patients.  At  St.  Pancras  time  is  not  infrequently  spent  where 
certification  is  necessary  in  reassuring  the  patient’s  relatives  that  these  two 
conditions  do  not  obtain,  and  also  in  telling  the  relatives  of  their  privilege 
of  objecting  either  to  certification  in  the  first  place  or  of  obtaining  the  patient’s 
discharge  at  a later  day  from  the  mental  hospital. 


Mental  illness  in  old  age 

14.  In  my  experience  this  tends  to  be  equated  with  senile  dementia  and  a corre- 
spondingly gloomy  prognosis  taken.  This  is  of  course  far  from  the  truth  but 
knowledge  spreads  slowly  and  a fatalistic  attitude  is  often  taken  to  such  illness. 

15.  It  is  mental  illness  occurring  at  a time  when  there  is  very  often  concommitant 
physical  disease  which  exaggerates  or  perpetuates  the  psychiatric  disability.  I am 
repeatedly  struck  by  the  effect  produced  in  noisy,  disturbed  elderly  people  by  a 
few  days  in-patient  psychiatric  and  general  medical  treatment.  I should  like  to 
think  that  where  there  are  observation  units  all  old  people  thought  to  be  mentally 
ill  could  be  admitted  in  the  first  place  to  such  an  observation,  ward.  I am  in  favour 
of  special  geriatric  units  mentioned  in  the  Ministry  of  Health  Circular  No.  50  (26) 
but  do  not  believe  that  whole  hospitals  should  be  given  over  to  the  care  of  such 
people. 

16.  T am  bound  to  add  however  that  certification  of  an  old  person  is  in  my 
experience  sometimes  necessary  and  I do  not  think  that  there  should  be  any 
discrimination  in  this  matter  on  the  grounds  of  age. 
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APPENDIX 

ST.  PANCRAS  HOSPITAL 
Observation  Ward 


Analysis  of  Disposal  of  Patients  admitted  1.1.55-31.5.55 

M. 

F. 

Total 

1. 

Admitted  to  mental  hospitals : — 

(a)  Voluntary  patients  

78 

70 

148 

(b)  Temporary  patients 

2 

9 

11 

(c)  Certified  patients  

68 

88 

156 

2. 

Elderly  patients  transferred  to  Tooting  Bee  Hospital  or 

Abbots  Langley  Hospital  without  formal  proceedings 

11 

8 

19 

3. 

To  other  hospitals  for: — 

(a)  Psychiatric  treatment  

7 

3 

10 

(b)  General  medical  and  surgical  treatment  

15 

4 

19 

4. 

Dealt  with  under  Mental  Deficiency  Acts  

— 

1 

1 

5. 

Discharged  c/o  friends  or  home  

99 

33 

132 

6. 

Discharged  by  operation  of  law,  no  order  having  been 

made  by  justice 

5 

— 

5 

7. 

Discharge  approved  by  justice  under  provisions  of 

Section  22  

— 

2 

2 

8. 

Otherwise  disposed  of  

8 

8 

16 

9. 

Died  before  being  dealt  with  

13 

4 

17 

10. 

Patients  still  awaiting  transfer  

2 

8 

10 

11. 

Discharged  to  Mental  After  Care  Association  home  ... 

1 

— 

1 

Totals 

309 

238 

547 

Examination  oE  Witness 


6020.  (Chairman):  Good  afternoon.  May 
we  start  by  going  through  your  suggestions 
in  paragraph  9 of  your  memorandum? 
Your  first  proposal  is  to  extend  the  period 
of  observation  from  a maximum  of  17  days, 
as  it  is  at  present,  to  a maximum  of  21? 
iDr.  Dunkley):  Yes,  my  Lord. 

6021.  You  think  that  is  enough? 

Another  four  days  will  make  all  that  differ- 
ence?  1 asked  for  this  alteration  be- 

cause of  the  difficulty  we  experience  with 
the  three-day  order  system.  If  you  have  a 
patient  for  three  days  you  do  not  have  an 
adequate  time  in  which  to  assess  the  severity 
of  his  mental  illness  or  symptoms,  but  if 
the  order  was  made  for  seven  days  in  the 
first  place  we  should  have  time  to  gather 
information.  There  is  from  time  to  time 
a change,  shall  I say,  in  current  opinion 
as  to  what  the  three-day  order  means ; and 
I gather  that  the  current  view,  as  favoured 
by  the  Board  of  Control,  is  that  if  the 
patient  is  admitted  at  11.59  p.m.  one  night, 
the  first  day  ends  at  midnight ; in  short, 
you  have  not  three  days  ; you  have  some- 
thing very  much  less.  Therefore,  in  order 
that  the  psychiatrist  in  charge  of  the  ward 
should  have  a chance  to  assess  a patient 
properly,  I feel  that  the  order  should  be 
made  for  seven  days  in  the  first  place. 


6022.  You  say  that  Section  21 A should 

remain  in  addition? Yes,  my  Lord. 

That  is  for  the  extension  of  the  first  order. 

6023.  Do  you  think,  from  your  experi- 
ence—I am  referring  to  paragraph  9 (2) 
of  your  memorandum — that  if  observation 
wards  were  more  accessible,  on  a doctor’s 
recommendation  for  example,  the  public 
would  not  have  to  rely  so  much  on  the  duly 

authorised  officer? Certainly.  There  are 

a number  of  our  old  patients  who  come 
back  to  us  in  time  of  trouble,  and  we  have 
to  say,  “ I am  sorry,  but  you  cannot  be 
admitted  until  you  have  seen  the  duly 
authorised  officer.”  We  are  very  anxious 
that  a patient  should  be  able  to  enter  an 
observation  ward  in  the  same  manner  as 
he  would  enter  a general  hospital. 

6024.  Do  you  think  that  the  duly 
authorised  officers  in  London  tend  to  stand 
between  a patient  and  his  admission  to  the 
observation  ward? — —I  realise  that  they 
have  a very  difficult  job  to  do,  but  we  do 
not  always  get  patients  admitted  when  we 
want  them  to  be. 

6025.  (Dr.  Rees):  Would  you  enlarge  on 

that?  What  exactly  do  you  mean? 1 

am  thinking  of  patients  in  some  other  part 
of  University  College  Hospital,  say,  for 
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example,  a patient  whom  I have  been  asked 
to  see  by  one  of  my  colleagues  and  who  I 
have  suggested  should  be  transferred  to  my 
ward.  I have  asked  that  this  shall  be  done, 
and  it  usually  is  done — I must  be  quite  fair 
— but  it  is  not  always  done.  I should 
therefore  like  to  see  patients  being  ad- 
mitted in  the  same  way  that  they  are 
admitted  to  the  rest  of  University.  College 
Hospital.  Also  it  would  be  beneficial  if  we 
could  have  restored  to  us  the  powers  which 
originally  existed  under  Section  24  (1)  of 
the  Lunacy  Act  before  the  amendments 
made  by  the  National  Health  Service  Act, 
that  is  to  say  that  anybody  within  .the 
hospital  could  be  moved  to  the  observation 
ward  by  our  issuing  a fourteen-day  order. 

6026.  Do  you  believe  that  the  duly 

authorised  officer  should  be  in  a position 
to  over-ride  a specialist  psychiatrist  in  that 
way? 1 do  not  think  he  should  be,  no. 

6027.  Whatever  his  training? -No,  I 

think  that  in  a hospital,  if  I am  the  physi- 
cian in  charge  of  the  observation  ward  and 
I have  seen  a patient,  then  I ought  to 
have  the  say  as  regards  patients  within  the 
hospital. 

6028.  (Dr.  Thomas ):  How  far  would  that 
problem  be  solved  if  you  had  psychiatric 
beds  available  in  the  hospital,  as  distinct 

from  the  observation  unit? We  have 

them  already,  but  in  fact  those  beds  are, 
shall  we  say,  very  fully  occupied  by  patients 
from  the  out-patients’  department  who  do' 
not  need  the  special  facilities  of  the  obser- 
vation ward. 

6029.  And  the  kind  of  patient  that  you 
are  wishing  to  admit  now  in  this  proposi- 
tion, would  they  be  non-volitional  cases? 

No,  I am  thinking  of  people  who  come 

up  to  the  ward  and  who  want  help  and 
who  would  be  allowed  to  come  in.  as  to 
a general  hospital.  I am  also  thinking  of 
people  who  it  was  thought  should  be  trans- 
ferred to  the  observation  ward  for  their  own 
safety,  even  if  they  did  not  think  so.  I 
recommend  for  the  first  group,  that  they  be 
allowed  to  enter  the  observation  ward  as 
in  a general  hospital,  and  for  the  second 
group,  that  we  should  have  powers  similar 
to  those  we  had  before  1948  under  Section 
24  (1). 

6030.  What  I was  wondering  was  whether 
your  suggestion  would  enlarge  the  obser- 
vation ward  at.  the  expense  of  possibly 
providing  psychiatric  beds  in  the  hospital 
where  patients  would  not  be  subject  to 
detention,  without  admitting  them  to  the 

observation  ward? 1 think  not,  because 

on  the  whole  the  people  my  colleagues  ask 
me  to  take  over  are  the  people  suffering 
from  psychoses ; the  people  who  can  be 
treated  in  the  general  wards  at  University 
College  Hospital  are  people  suffering  from 
neuroses. 
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6031.  (Dr.  Rees):  You  may  want  to  trans- 

fer a patient  from  the  psychiatric  ward  to 
the  observation  ward,  too?  That  may 
happen? Yes,  it  does  happen. 

6032.  0 Chairman ) : Would  you  always  pay 

as  much  attention  to  a recommendation 
from  a general  practitioner  at  the  other 
end  of  London,  for  example,  as  you  are 
now  obliged  to  pay  to  the  duly  authorised 
officer?  The  duly  authorised  officer  has 
the  power  to  require  you  to  take  the  case. 
Would  you  turn  down  a good  many  cases 
that  now  come  to  you  through  the  duly 
authorised  officer  if  they  were  merely  recom- 
mended by  the  general  practitioner? 1 

do  not  think  so,  but  we  are  in  a special 
position  in  the  University  College  Hospital, 
as  an  undergraduate  teaching  hospital ; and 
we  do  regard  it  as  of  very  great  importance 
— that  is,  my  colleagues  in  the  psychiatric 
department  and  also  the  general  physicians 
and  surgeons — that  our  students  should  see 
a patient  through  from  beginning  to  end  as 
far  as  possible,  and  that  a patient  should 
not  be  lost  because,  at  the  time  when  trans- 
fer became  necessary,  I,  for  instance,  had 
had  to  take  a patient  from  somewhere  else. 
We  do,  in  fact,  take  a good  deal  of  notice 
of  the  appeals  for  help  that  we  get  from 
general  practitioners. 

6033.  (Dr.  Rees):  Do  you  yourself  make 

domiciliary  visits,  Dr.  Dunkley? 1 have 

done,  yes,  but  very  few — hardly  any,  to  be 
quite  honest. 

6034.  Would  it  be  advantageous  if  you 

did  domiciliary  visits? 1 would  like  to 

do  them  if  I had  a smaller  ward,  but  1 
could  not  take  on  more  commitments  at  the 
moment. 

6035.  Would  it  be  better  if  all  patients 
admitted  to  the  observation  ward  were  seen 
by  a specialist  psychiatrist  before  admission 

— where  that  is  possible,  of  course? 1 

must  confess  I do  not  like  that  idea  be- 
cause it  seems  to  me  to  take  away  from  the 
general  practitioner  the  feeling  that  he  can 
get  help,  or  that  if  he  thinks  fit  he  can 
ask  for  help  in  this  matter.  I am  par- 
ticularly interested  in  old  people,  and  would 
like  to  see  more  help  for  old  people  be- 
fore they  get  to  the  hospital  stage,  but  I 
do  not  think  that  a general  practitioner 
should  have  to  call  in  the  help  of  a con- 
sultant before  he  asks  the  help  of  the  duly 
authorised  officer. 

6036.  At  the  present  time,  of  course,  he 
can  only  get  real  help  from  you  if  the 
duly  authorised  officer  agrees ; if  he  wants 
to  get  a patient  in  to  you  he  can  only 
get  that  patient  in  provided  the  duty  auth- 
orised officer  approves,  that  is  so,  is  it  not? 
That  is  so. 

6037.  If,  instead  of  calling  on  the  duly 
authorised  officer  to  give  approval,  he  called 
in  a specialist  psychiatrist,  say,  from  the 
staff  of  University  College  Hospital,  would 
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not  that  be  better?—; — It  would  be  good, 
certainly,  but  I am  thinking  now  of  the  one 
case  where,  even  so,  the  advice  is  not 
necessarily  followed.  We  would  like  it  to 
be  followed,  but  the  point  I would  like  to 
make  is  that  I do  not  want  to  take  away 
from  the  general  practitioner  his  right  to 
that  help  and  to  appeal  to  the  duly  author- 
ised officer  direct. 

6038.  Do  you  think  that  he  prefers  help 
from  the  duly  authorised  officer  rather  than 

from  a consultant  psychiatrist? 1 think 

that  he  probably  would,  in  a number  of 
cases,  like  help  from  the  consultant 
psychiatrist ; in  fact,  I am  sure  he  would. 
However,  I do  not  want  to  stop  the  general 
practitioner  having  the  right,  shall  I say, 
of  direct  access  to  the  duly  authorised 
officer. 

6039.  {Chairman)'.  I suppose  the  trouble 
is  that  he  has  got  to  call  in  the  duly 
authorised  officer  anyway,  as  a means  of 
removal?  The  intervention  of  the  consul- 
tant psychiatrist  would  only  mean  the  ad- 
dition of  a third  person  ; you  would  still 

need  the  duly  authorised  officer? Yes, 

that  is  the  point. 

6040.  (Sir  Cecil  Oakes):  Do  you  not 

think  in  some  cases  it  might  happen  that 
if  the  general  practitioner  had  a consul- 
tant psychiatrist  whom  he  could  call  in, 
the  case  might  never  need  to  go  to  the 
hospital? Yes. 

6041.  (Dr.  Thomas ):  How  many  beds  are 

there  in  the  observation  unit? Seventy- 

six. 

6042.  Could  you  (tell  us  about  the  facili- 
ties for  -segregating  the  various  types  of 

patients  that  you  have  in  (that  unit? 

Yes.  The  ground  floor  ward  is  divided  into 
two  portions  by  a glass  partition  with  doors. 
On  first  admission,  _ patients  go  into  the 
part  nearest  the  admission  corridor;  as  they 
improve  they  go  into  the  second  part  of  the 
ward.  Then  the  upstairs  part  is  kept  for 
convalescent  patients,  the  bulk  of  whom  are 
up.  W-e  also  have  three  side  rooms — two 
on  (the  female  ward,  one  on  ithe  male  ward 
— which  were  built  to  house  patients  suf- 
fering from  infectious  fevers.  In  fact,  that 
is  such  a rare  event  that  thev  are  used  as 
side  wards. 

6043.  (Chairman):  They  are  single  wards, 

are  they? Single  wards,  yes. 

6044.  (Dr.  Thomas ):  What  qualification 
does  your  nursing  staff  have  normally,  the 

staff  who  are  caring  for  these  patients? 

Most  applicants  on  the  male  side  now  have 
both  R.M.N.  and  S.R.N.  qualifications.  On 
the  female  side  there  is  not  such  a high 
proportion  of  doubly-qualified  staff, 

6045.  (Dr.  Rees):  How  many  female 

nurses  have  you? Our  establishment  on 

the  female  side  is  3 sisters,  11  deputy  sisters 
and  10  state-enrolled  assistant  nurses. 


6046.  How  many  of  the  sisters  are  quali- 
fied mental  nurses? They  are  all  quali- 

fied mental  nurses,  and  the  senior  sister,  or 
assistant  matron,  ris  also  S.R.N. 

6047.  How  many  of  the  deputy  sisters 

are  qualified  mental  nurses? All  of 

them. 

6048.  How  many  are  S.R.N.  in  addition? 

1 am  afraid  I could  not  answer  that 

question  off-hand. 

6049.  ( Chairman ) : Referring  to  para- 
graph 10  (3),  I am  not  quite  clear  why  you 
think  that  certification  for  some  patients  will 

always  be  necessary. -I  am  thinking  of 

patients  who  are  ill  but  who  are  unwilling 
to  go,  and  where  the  relatives  are  opposed 
to  any  action  being  taken,  and  also,  perhaps, 
those  who  are  regarded  as  being  potentially 
dangerous. 

_ 6050.  But  if  you  gave  to  the  duly  autho- 
rised officer  the  power,  on  two  medical  re- 
commendations, to  sign  a temporary  order, 
why  should  you  need  to  convert  that  im- 
mediately into  certification? If  you  are 

prepared  to  give  the  duly  authorised  officer 
the  power  to  over-ride  the  parents  or  rela- 
tives of  the  patient,  then  I should  be  happy  ; 
but  I can  think  of  a situation  in  which,  per- 
haps, the  parents  are  opposed  to  all  forms 
of  treatment,  as  well  as  the  patient. 

6051.  (Dr.  Rees):  But  even  if  you  call 
the  magistrate  in  and  send  the  patient  to  a 
mental  hospital  against  the  relatives’  wishes, 
the  relatives  can  go  up  the  next,  day  and 
-discharge  < the  patient  — — Yes,  Sir,  unless 
the  Superintendent  can  issue  a barring  cer- 
tificate. I am  thinking  of  the  group  of 
patients  who  would  be  liable  to  a barring 
certificate  at  the  moment. 

-6052.  (Chairman):  A good  deal  of  the 
evidence  we  have  had  has  been  to  the  effect 
that  it  is  most  undesirable  to  increase  the 
at  present  rather  rare  occasions  when  a 
barring  certificate  has  to  be  used,  but  you 
are  proposing  certification  really  on  the 
assumption  that  the  cases  in  which  it  is 
applied  will  always  need  the  issue  of  a 

barring  certificate. That  is  the  group  of 

which  I was  thinking. 

6053.  (Dr.  Rees):  Have  you  done  much 
work  in  a mental  hospital,  Dr.  Dunkley? 

1 had  almost  three  and  a half  years  in 

a mental  hospital  before  going  to  St. 
Pancras  Observation  Ward. 

6054.  Have  you  any  experience  of  Medical 
Superintendents  giving  barring  certificates? 
Very  little. 

6055.  When  did  you  go  to  St.  Pancras? 
In  July,  1943. 

6056.  In  those  days,  of  course,  the 

Medical  Superintendent  could  only  give  a 
barring  certificate  in  -t-he  case  of  private 
patients,  could  he  not? Yes. 
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6057.  Have  you  any  idea.  Dr.  Dunkley, 
as  to  how  frequently  they  give  barring  cer- 
tificates today,  or  how  infrequently'?— 

I am  under  the  impression  that  a barring 
certificate  is  given  rarely,  but  perhaps  1 
could  explain  further.  I think  that  my 
experience  at  St.  Pancras,  because  of  the 
district  on  which  we  draw  and  the  number 
of  patients  wc  have  referred  to  us  from  the 
courts,  has  given  me,  perhaps,  a rather  un- 
usual view  as  regards  the  entrance  to  mental 
hospitals  ; but  after  all  most  people  who  are 
willing  .to  go  have  already  been  to  the 
mental  hospital  out-patient  clinics,  and  the 
like.  Therefore  I see,  in  the  last  resort, 
those  who  have  failed  to  take  advantage  of 
what  facilities  there  arc. 

6058.  (Chairman)-.  And  .those  whose  rela- 
tives so  dislike  .the  mental  hospitals  that 
they  would  not  consent  to  a temporary 

order? Yes,  my  Lord,  I do  think  ol 

that  situation.  We  have  a number  of 
patients  each  year  who  come  to  us  from  the 
courts  and  who  have  been  on  remand,  in 
prison,  and  .the  prison  doctor  has  suggested 
that  they  should  be  certified.  Quite  a num- 
ber of  those  patients  are  certified  from  my 
ward.  I am  just  wondering  what  would 
happen  in  a case  where,  shall  we  say,  the 
parents  or  the  next  of  kin  were  unwilling 
to  sign  .this  form. 

6059.  Yes,  but  equally  if  .there  are  trans- 

fers from  prison,  do  you  want,  by  certifi- 
cation, so  to  speak,  to  increase  the  period 
of  detention  which  was  imposed  on  the 
individual  by  the  judge  who  condemned 
him? No,  my  Lord. 

'6060.  Surely  that  is  what  you  are  really 

recommending?' 1 am  afraid  I have  not 

made  myself  clear;  I am  sorry.  I did  not 
recommend  certification  with  a view  to  in- 
creasing the  length  of  detention  but  with 
a view  to  the  fact  that  it  might  be  necessary 
to  get  the  man  to  hospital  in  the  first  place. 

6061.  Referring  to  your  memorandum 

again,  speaking  about  observation  wards 
yon  say  in  paragraph  6 that  relatives  have 
free  access  to  the  patient.  “ While  the 
patient  is  in  the  ward  he  can  be  visited 
every  day— a most  reassuring  thing  for 
relatives  . . .”  Is  that  usual  in  an  observa- 
tion ward? 1 can  only  speak  for  St. 

Pancras,  my  Lord.  We  have  had  every- 
day visiting  in  the  ward  for  some  years  now 

in  fact,  since  the  ward  was  taken  over 

by  University  College  Hospital— and  I have 
been  very  much  impressed  by  the  improved 
atmosphere  in  the  ward  and  how  it  has 
led  to  a decrease  in  tension  in  the  feelings 
of  the  patients  and  their  relatives,  and  how 
much  happier  the  relatives  arc.  I think 
that  it  is  tine  of  the  most  important  things 
we  have  done. 

6062.  (Dr.  Rees):  You  are  aware  of  the 
fact,  are  you,  that  visiting  every  day  takes 
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place  in  mental  hospitals,  too? In  some 

mental  hospitals,  yes. 

6063.  (Chairman):  When  you  were  speak- 
ing just  now  of  the  arrangement  of  your 
wards,  it  seemed  to  me  you  appeared  to 
arrange  the  wards — the  classifications — 
solely  by  how  long  a patient  has  been  in, 

so  to  speak.  Is  that  right? No,  it  is 

arranged  according  to  the  degree  of  illness 
of  the  patient,  so  that  the  first  ward  he 
goes  into  contains  those  patients  who  are 
most  severely  ill  or  who  have  only  just 
been  admitted,  while  the  upstairs  ward 
contains  those  patients  who  are  less  severely 
ill  and  who  are  either  waiting  to  leave  the 
hospital  or  waiting  to  go  on  to  a mental 
hospital  as  voluntary  patients.  We  try 
as  far  as  we  can,  within  our  limited  means, 
to  achieve  a system  of  classification, 

6064.  I suppose  that  on  first  admission 
you  do  tend  to  have  the  rather  violently 
disturbed  patient  in  the  same  ward  as  the 
patient  who  is  quite  quiet,  that  is  before 
you  have  had  time  to  move  the  quieter 

patient  on? Yes,  but  I think  I could 

say  that  90  per  cent,  of  the  time  the  ward 
is  as  quiet  as  the  general  ward  of  a hospital, 
and  the  reaction  of  most  visitors  to  the 
ward  is,  “ Well,  I never  thought  a mental 
observation  ward  would  be  like  this.” 
There  are  times,  of  course— *1  must  be  quite 
frank — when  there  are  noisy  and  disturbed 
patients,  and  then  it  is  up  to  us  to  take  a 
risk  with  the  less  disturbed  of  the  recent 
admissions  and  to  move  them  into  the  con- 
valescent ward  somewhat  quicker. 

6065.  (Dr,  Thomas ):  How  is  the  medical 

stall  integrated  in  the  observation  unit? 

I am  the  physician  in  charge  and  1 have 
two  Registrars,  one  who  is  seconded  from 
Friern  Hospital,  by  an  arrangement  with 
the  -North  West  Metropolitan  Regional 
Hospital  Board,  and  one  who  is  appointed 
as  Registrar  to  the  Department  of  Psycho- 
logical Medicine,  University  College  Hospi- 
tal. He  spends  a variable  time— eight  to 
fourteen  months— with  me  and  then  goes 
on  to  the  out-patients’  department. 

6066.  So  that  you  have  a link  with  the 
teaching  department  and  with  a mental 
hospital.  I believe  that  you  also  have  a 

link  with  Napsbury  Hospital? We  had 

a link  with  iNapsbury  Hospital,  which  began 
shortly  after  the  start  of  the  National 
Health  Service  and  continued  for  some 
years.  Later  the  link  with,  iFriern  Hospital 
began. 

6067.  (Dr.  Rees):  To  which  mental  hos- 
pitals do  your  patients  go? — “They  go 
mostly  to  Friern  Hospital;  and  secondly, 
to  Horton  and  Long  Grove.  From  St. 
Pancras,  too,  we  do  send  patients  to  hospi- 
tals in  all  four  Metropolitan  Region-s. 

6068.  You  have  told  us  about  the  con- 

tacts you  have  with  Friern,  and  about  the 
'Registrar  you  share  with  Friern — he  is 
seconded  to  you,  I think  you  said? Yes. 
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6069.  What  contacts  have  you  with  the 
medical  staffs  of  Horton  and  Long  Grove? 
1 have  known  the  Medical  Superinten- 
dent of  Horton,  and  also  his  deputy,  for 
many  years,  and  have  visited  their  hospital. 

6070.  Do  they  ever  see  your  patients 

before  admission  to  either  Horton  or  Long 
Grove? They  do  not  visit  the  ward. 

6071.  Do  you  think  it  would  be  an  ad- 
vantage if  the  doctor  of  the  mental  hospital 
were  to  see  the  patient  in  the  observation 
ward,  before  the  patient  was  admitted  to 

the  hospital? 1 think  that  if  we  were 

to  say  to  every  mental  hospital  that  they 
could  come  along,  or  one  of  their  doctors 
could  come  along,  we  deal  with  so  many 
hospitals  that  it  might  lead  to  complications. 
I am  not  opposed  to  it  in  principle,  but  I 
do  not  know  how  it  would  work  out. 

6072.  You  do  not  think  it  is  feasible  in 

London? X do  not  think  so. 

6073.  I am  always  impressed  with  the 
rather  high  percentage  of  patients  that  have 
to  be  certified  before  admission  to  a mental 
hospital  in  the  London  County  Council 
area.  Is  this  possibly  because  the  medical 
staffs  of  the  mental  hospitals  do  not  see 
their  patients  before  admission  to  the  mental 

hospital? 1 should  have  thought — and  I 

am  speaking  now  purely  for  St.  Pancras — 
that  we  have  a high  proportion  of  certified 
patients  because  in  the  first  place  we  get 
patients  who  have  not  availed  themselves 
of  the  out-patient  clinic  facilities.  In  a 
small  town  where  there  is  only  one  mental 
hospital,  shall  we  say,  the  clinic  is  known 
and  it  is  easy  for  the  patient  to  know  of 
it ; whereas  in  the  much  greater  area  in 
London  people  may  never  have  heard  of  the 
mental  hospital  to  which  they  would  have  to 
go,  or  of  the  out-patient  clinics.  Then,  too, 
the  out-patient  clinics  of  the  mental  hospi- 
tals have  to  compete  with  a number  of 
other  out-patient  clinics  run  by  general 
hospitals.  So  the  result  is  that  we  get, 
so  to  speak,  those  people  who  have  never 
availed  themselves  of  the  facilities,  or  who 
have  been  taken  ill  so  suddenly  that  there 
has  been  no  time  to  arrange  for  their 
admission. 

6074.  Do  you  not  think  that  a doctor 

from  Long  Grove  or  Horton,  if  he  came 
to  your  unit,  might  be  able  to  persuade 
some  of  the  patients  who  now  have  to  be 
certified  to  go  into  hospital  on  a volun- 
tary basis? 1 do  not  think  we  could 

increase  our  percentage  of  voluntary 
patients  ; I think  we  have  just  about  reached 
the  maximum.  We  are  at  the  stage  when 
we  are  having  would-be  voluntary  patients 
returned  by  the  mental  hospitals  as  being 
unsuitable ; and  I take  that  rather  as  a 
measure  that  we  have  reached  the  limit. 

6075.  So  you  do  not  think  that  the  per- 
centage of  voluntary  admissions  to  the  hos- 
pitals served  'by  you  could  be  increased  in 


any  way? 1 should  be  surprised  if  it 

could,  quite  frankly. 

6076.  How  do  you  account  for  the  fact 
that  the  percentage  is  very  much  higher  in 
some  other  mental  hospitals  outside  London 
that  are  not  served  by  observation  wards 

like  yours? 1 think  the  position  there 

is  that  outside  London  the  mental  hospital 
and  its  out-patient  clinic  are  more  widely 
known  than  are  the  facilities  in  London,  and 
therefore  people  tend  to  avail  themselves 
of  the  facilities  earlier.  We  get  people  after 
the  mental  hospitals’  out-patients  clinics  have 
already  taken  their  voluntary  patients  off. 

6077.  You  do  not  think  an  observation 
ward  such  as  yours  could  be  staffed  directly 

from  the  mental  hospital? You  mean 

for  doctors? 

6078.  For  doctors,  yes. Of  course,  that 

was  the  original  plan  on  which  the  London 
County  Council  ran  their  observation  wards. 

6079.  There  is  at  the  present  time  a 
divorce  between  the  observation  ward  and 

the  mental  hospital,  is  there  not? Yes, 

but  we  do  take  very  great  care,  I think, 
to  keep  in  touch  with  the  hospitals  which 
we  serve ; and  the  arrangements  by  which 
the  medical  officers  concerned  come  to  us 
and  the  fact  that  our  students  go  to  Friern 
Hospital,  for  instance,  for  teaching  tends 
to  keep  the  liaison. 

6080.  But  the  fact  remains  that  you  do 

not  see  your  patients  once  they  go  to 
a mental  hospital,  and  the  senior  staff  of 
the  hospital  never  visit  your  observation 
ward? That  is  the  position. 

6081.  ( Chairman ):  On  what  sort  of 

grounds  do  you  find  the  mental  hospitals 
returning  to  you  patients  who  have  been  sent 
by  you  as  voluntary  patients,  as  being  un- 
suitable?  1 was  thinking  of  the  extreme 

cases,  quite  frankly,  where  we  have  been 
very  anxious  to  persuade  a patient  to  accept 
voluntary  treatment.  The  patient  has  gone 
in  an  ambulance  and  then,  on  getting  to 
the  mental  hospital,  has  found  that  he  can- 
not enter,  or  has  declined  to  sign  the  form 
of  admission  to  a mental  hospital.  That 
is  what  makes  me  feel  that  we  have  pushed 
our  proportion  of  voluntary  patients  just 
about  as  high  as  it  can  go. 

6082.  You  do  not  find  mental  hospitals 
returning  a voluntary  patient  on  the  ground 
that  they  do  not  think  he  really  knows  what 

he  is  doing,  so  to  speak? 1 can  only 

think  of  one  case  where  the  patient  was 
on  the  borderline  between  being  a volun- 
tary patient  and  a temporary  patient, 
and  by  the  time  he  got  to  the  mental  hos- 
pital he  was  not  considered  suitable  for 
voluntary  treatment. 

6083.  In  paragraph  10  (2)  you  use  the 

words,  “ non -volitional  ” and  “ unwilling 
volitional.”  Do  you  think  that  those  words 
have  very  much  meaning  in  terms  of  diag- 
nosis?  1 used  those  words  to  describe 
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the  group  of  people  who  now  come  to  the 
mental  hospitals  as  temporary  patients  and 
the  patients  who  now  refuse  to  come  as 
voluntary  patients  but  who  need  mental  hos- 
pital care. 

6084.  Yes,  but  you  would  probably  agree 
that,  in  any  recommendations  which  the 
Royal  Commission  might  make,  they  would 
be  well  advised  to  keep  away  from  these 
words  “volitional”  and  “ non-volitional”, 
because  so  many  psychiatrists  seem  to  say 
that  they  are  not  prepared  to  pronounce  the 
volition,  or  degree  of  volition,  which  indi- 
vidual patients  appear  qualified  to  exercise? 

1 am  sorry ; I am  not  quite  sure  what 

you  mean. 

6085.  We  have  had  a good  deal  of 
evidence  that  the  temporary  order  system 
has  not  been  used  as  much  as  it  ought  to 
have  been  used,  and  the  terms  of  .the  Act 
are  alleged  to  be  one  of  the  reasons  for 
the  too-infrequent  use  of  that  type  of  order. 
I think  it  is  Sub-section  12  of  Section  5 
which  says,  “ If  a person  who  has  been 
received  as  a temporary  patient  becomes 
capable  of  expressing  himself  as  willing  or 
unwilling  to  continue  to  receive  treatment, 
he  shall  not  thereafter  be  detained  for  more 
than  twenty-eight  days  unless  in  the  mean- 
time . . . . ” We  have  had  a good  deal 
of  evidence  that  psychiatrists  generally  dis- 
like having  to  pronounce  on  whether  a 
person  is  capable  of  expressing  himself  as 

willing  or  unwilling. 1 can  only  say,  from 

my  experience,  that  interpreting  the  Act 
as  it  is  now  written,  a very  small  propor- 
tion of  patients  do  fit  into  that  category. 
There  were  only  11  temporary  patients  out 
of  315  patients  admitted  to  mental  hospitals 
from  St.  Pancras  Hospital  in  the  first  five 
months  of  this  year. 

6086.  Yes.  I do  not  think  I have  any 
more  questions  to  ask.  Are  there  any 
questions  which  other  members  of  the 
Commission  would  like  to  ask?  Is  there 
any  point  which  I have  not  covered 
sufficiently  which  you  would  like  to 

emphasise,  Dr.  Dunkley? There  are  one 

or  two  points  which  I would  like  to  raise, 
if  I may.  The  first  is  that  I would  like  to 
stress  this  difficulty  over  the  interpretation 
of  the  three-day  order,  and  that  in  any  re- 
commendations which  the  Royal  Com- 
mission may  make  we  should  be  happy, 
from  my  experience,  if  the  period  were 
more  clearly  defined,  so  that  we  should  not 
be  faced  from  time  to  time  with  changing 
interpretations  as  to  what  the  length  of 
the  order  is. 

I have  already  mentioned  the  desirability 
of  the  admission  order  lasting  for  seven 
days. 


With  regard  to  the  wording  of  the 
orders  under  Sections  20  and  21  A,  that 
is  to  say,  the  duly  authorised  officer’s 
order  or  police  order  and  the  order  made 
by  the  doctor  in  the  ward,  I would  like  to 
see  the  words  “ of  unsound  mind  ” taken 
out  and  “ mental  illness  ” substituted,  as  it 
is  in  the  present  temporary  order. 

I think  I have  already  mentioned  the 
question,  of  power  being  restored  to 
observation  wards  to  move  patients  on  an 
order  similar  to  the  old  Section  24  (1). 

With  regard  to  paragraph  10  (2),  since  I 
wrote  that  last  sentence,  I have  discussed 
this  with  several  people  and  would  now 
ask  leave  to  delete  the  last  sentence. 

Also  in  paragraph  12,  beginning  with 
the  words,  “ I think  that  the  wording  of 
the  order  using  the  phrase  ‘ unsound 
mind  ’ . . .”,  I have  since  had  time  to  read 
more  fully  the  recommendation  made  to 
you  by  the  Royal  Medico-Psychological 
Association,  and  I think  that  paragraph  44 
of  their  recommendation  covers  what  I 
have  to  say  much  more  adequately  than 
I have  expressed  it.  I would  therefore 
ask  leave  to  withdraw  the  whole  of  para- 
graph 1 2. 

6087.  (Sir  Cecil  Oakes):  Could  I ask  one 
question?  Dr.  Dunkley,  in  paragraph 
13  (2)  you  say,  “It  is  also  a not  un- 
common belief  that  there  are  two  standards 
of  treatment,  one  for  voluntary  and 
temporary  patients,  and  one  for  certified 
patients.”  Is  that  belief  really  found 

among  the  relatives  of  patients? Yes, 

indeed. 

6088.  And  do  they  think  the  certified 

patients  are  treated  differently? They 

seem  to  think  that  it  implies  hopelessness 
and  they  seem  to  think  that  in  mental 
hospitals  there  is  segregation  between 
voluntary  patients  and  certified  patients. 

6089.  Do  you  think  that  is  a common 
belief  among  the  relatives  of  voluntary 

patients? 1 am  sometimes  asked,  in 

connection  with  voluntary  patients,  that 
they  shall  not  be  put  in  the  same  ward 
as  certified  patients. 

6090.  Yes,  I see.  We  meet  that  in  the 
country  hospitals  too,  but  I thought  you 
meant  that  it  was  the  way  they  were 

treated,  as  regards  their  disability? 

There  is  that  belief ; one  does  come  across 
that  belief. 

(Chairman):  Thank  you  very  much,  Dr. 
Dunkley. 


(The  witness  withdrew.) 
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Dr.  A.  A.  W.  Petrie,  C.B.E.,  M.D.,  F.R.C.P.,  F.R.C.S.Ed.,  D.P.M.,  called  and 
examined. 


Memorandum  of  evidence 

1.  My  excuse  for  adding  to  the  wealth  of  material  submitted  to  the  Commission 
is  that  I have  seen  the  problem  from  a greater  variety  of  angles  than  most  medical 
observers.  I have  taught  psychology  and  psychiatry  at  a London  medical  school, 
and  have  been  in  charge  of  the  clinic  in  psychological  medicine  of  Charing  Cross 
Hospital  for  a number  of. years;  I was  the  chief  assistant  to  Dr.  Mapother  when 
the  Maudsley  Hospital  was  opened  for  civilian  cases  in  1922. 

2.  I was  in  charge  of  one  of  the  largest  London  County  Council  mental  hospitals 
for  23  years  and  acted  as  medical  adviser  to  the  extensive  mental  health  service 
of  the  London  County  Council  which  includes  the  23  duly  authorised  officers  or 
mental  welfare  officers. 

3.  I have  also  been  in  charge  of  two  large  provincial  mental  hospitals,  one  for 
18  months.  I am  an  ex-president  of  the  Royal  Medico-Psychological  Association. 

4.  I have  been  the  Commanding  Officer  of  a military  (mental)  hospital  which 
dealt  with  13,000  patients  and  trained  many  army  sisters  and  orderlies. 

5.  I have  seen  and  heard  discussed  a number  of  the  memoranda  submitted  to 
you,  and  generally  agree  with  many  of  the  views  expressed  by  the  Royal  Medico- 
Psychological  Association. 

6.  I have  therefore  seen  the  problem  from  many  aspects,  in  particular  the  variation 
in  the  mode  of  admission  commonly  existing  between  London  and  the  provinces, 
each  presenting  advantages  and  disadvantages. 

Mode  of  admission  to  mental  care 

7.  The  simplest  and  most  generally  satisfactory  way  is  for  the  patient  to  offer 
himself  or  herself,  in  writing,  as  a voluntary  patient.  He  can  then  be  treated  for 
as  long  as  the  hospital  considers  necessary.  This  freedom  can  have  disadvantages 
from  the  point  of  view  of  after-care,  as,  on  discharge,  he  passes  from  the  purview 
of  the  hospital,  apart  from  out-patient  services. 

Short-time  orders 

8.  Generally  speaking,  anything  that  increases  voluntary  admission  should  be 
encouraged.  At  present  it  is  possible  to  admit  patients  compulsorily  on  three-day 
orders,  issued  by  the  duly  authorised  or  mental  welfare  officer,  such  orders  being 
extensible  by  the  medical  officer  up  to  17  days,  or,  in  the  case  of  fourteen-day 
orders,  signed  by  a Justice  of  the  Peace,  up  to  28  days. 

9.  This  gives  a valuable  period  of  time  in  which  the  patient  may  improve,  and 
even  recover,  but  may,  if  satisfied  with  his  surroundings,  agree  to  stay  in  a mental 
hospital  as  a voluntary  patient,  so  saving  the  necessity  for  compulsory  care. 

10.  Private  patients  may  be  admitted  on  seven-day  urgency  orders.  It  is  suggested 
that  an  order  obtained  by  the  next  of  kin  and/or  a duly  authorised  officer,  supported 
by  a medical  certificate,  might  admit  a patient  for  three  days,  extensible  up  to 
21  days  by  the  medical  officer  of  the  receiving  hospital.  Such  a certificate  could 
apply  both  to  National  Health  and  private  patients. 

11.  At  St.  Crispin  Hospital,  Northampton,  admitting  all  involuntary  patients  under 
such  orders  increased  the  ultimate  admission  rate  of  voluntary  cases  from  50  per 
cent,  to  87  per  cent.,  and  reduced  the  rate  of  certification  to  small  proportions. 

Temporary  treatment 

12.  The  proposal  that  all  cases  needing  in-patient  mental  care  and  unable  or 
unwilling  to  request  such  care,  should  be  admitted  for  temporary  treatment,  rightly 
appears  to  have  much  support. 

13.  The  proposal  would  be  initiated  by  the  next  of  kin  and/or  the  duly  authorised 
officer  and  supported  by  two  medical  certificates,  one  from  a specialist  psychiatrist. 
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14  This  certificate  would  hold  for  six  months  with  extensions  up  to  9 to  12 
months,  or  even  possibly  up  to  two  years.  The  patient  should  have.  the  power 
to  appeal  to  an  independent  justice  if  he,  or  his  next  of  kin  or  appropriate  relative 
objects  to  the  procedure.  Financial  matters  would  be  dealt  with  through  the  Court 
of  Protection. 


& 1 ULW^UvUi 

15.  No  change  for  non-volitional  cases  would  appear  necessary,  except  that  the 
recovery  of  volition  would  not  necessitate  a change  in  the  mental  status,  unless  the 
patient  objects  and  desires  to  appeal  to  a Justice  of  the  Peace. 

16.  If,  at  the  end  of  the  period  of  temporary  treatment,  further  mental  care  is 
necessary,  an  order  by  a Justice  of  the  Peace  with  a sub-jomed  medical  statement, 
should  fulfil  legal  requirements  as  regards  certification. 

17  Present  legal  methods  of  certification  will  presumably  gradually  become 
obsolete  apart  from  Sc  eases  where  procedure  in  the  law  courts  leads  to  detent, on 
under  the  Lunacy  and  Mental  Treatment  Acts. 

IS  It  is  nossible  that  certification  may  be  necessary  to  safeguard  medical  men 
against  action  for  damages  when  giving  certificates  in  regard  to  litigious  paranoid 

cases. 


The  admission  of  pnlicnls 

ho!pU™  ta“l!SXi  il'is*  frequemfy  through  one  of  the  five 

observation  wardPs,  attached  to  general  hospitals.  There  are  both  advantages  and 
disadvantages  in  this. 

•>()  The  accommodation  and  facilities  for  treatment  are  usually  much  better  m 
*0.  The  nation!  settles  down  in  a comfortable  environment,  and 

f reauen tly  becomes  a ^oluntar^ patientS  atan  early  stage,  if  admitted  on  a short- 
term  order  so  avoiding  certification.  If  in  an  observation  unit  he  is  less  likely  lo 
nonsent  to  removal  to  another  hospital.  In  favour  of  the  observation  unit  is  the 

senile  eases  can  be  segregated  appropriately. 

u fuhi-r  attemnts  at  classifying  patients  have  been  made,  but  classification 

prognosis  to  elected  hosp  ^ {j ^eH  staffed,  and  were  generally  capable  of  con- 
probably  increase  voluntary  admissions. 


Discharge  from  hospitals  and  after-care 

11  Tlkebnree  for  a trial  period  of  one  month  was  formerly  very  common,  but 
,2.2'  D sclV"®e  diseharee  and.  if  necessary,  re-admission. 


as. 

a year  were  boarded  ou  , or  sent  on  Si  workers.  Other  cases  went  out  to 
after-cure' h^mS  >n  these  various  forms  of  care  for  considerable 


U1W  HH'V/vii  ta- 
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24.  Apart  from  those  rehabilitated,  cases  may  become  suitable  for  transfer  to 
social  welfare  institutions  or  chronic  sick  hospitals,  so  diminishing  the  large  aggre- 
gations of  the  mentally  sick,  with  resulting  overcrowding. 

25.  A strong  deterrent  to  activity  in  after-care  work  is  that  patients  removed 
from  a mental  hospital  to  social  welfare  care  become  a charge  on  the  local  rates, 
instead  of  on  the  Exchequer.  A system  of  government  grants  might  stimulate  such 
work,  and  so  diminish  dependence  on  the  community. 

26.  A check  on  unsuitable  discharge  by  relatives  under  Sections  72  and  74  seems 
desirable.  Apart  from  the  cases  where  danger  to  themselves  and  others  arises, 
patients  requiring  care  for  their  own  sakes,  are  removed,  and  allowed  to  relapse 
into  a state  of  neglect  by  relatives  unwilling  or  incapable  of  looking  after  others. 

27.  Geriatric  cases  crowd  all  sections  of  psychiatric  work.  The  principle  should 
be  established  that  geriatric  cases  should  only  be  admitted  to  psychiatric  beds  if 
disturbed,  and  needing  acute  mental  care,  and  not  because  minor  mental  symptoms 
provide  an  excuse  for  obtaining  in  a mental  hospital  the  care  that  they  should 
receive  elsewhere. 

28.  In  conclusion,  I would  like  to  urge  changes  in  the  law:  — 

(i)  To  allow  provision  for  a preliminary  period  up  to  21  days  for  those  needing 

mental  observation,  so  allowing  many  of  such  cases  to  opt  for  voluntary 
treatment. 

(ii)  To  extend  “ temporary  treatment”,  as  at  present  allowed,  to  all  cases  needing 
compulsory  mental  care  during  the  early  stages  of  their  illness. 

(iii)  To  allow  the  development  and  co-ordination  of  after-care  between  the 
hospital  and  municipal  authorities,  including  the  adjustment  of  financial 
arrangements  so  as  to  encourage  such  work. 

29.  I am  willing  to  be  questioned  as  to  my  views,  if  the  Commission  should  wish 
this,  and  could  then  explain  some  of  the  difficulties  frequently  encountered. 

Addendum 

30.  Further  to  my  memorandum  to  the  Commission  of  January,  1955,  I should 
like  to  add  the  practical  suggestion : — 

“ That  a statutory  committee  be  set  up  in  each  suitable  area  between  the  local 

authorities  and  the  psychiatric  services." 

31.  Such  a committee  would  co-ordinate  locally  the  work  of  the  mental  welfare 
(duly  authorised)  officers  and  the  psychiatric  and  other  social  workers  and  deal 
with  after-care  services,  including  the  setting  up  of  any  specialised  rehabilitation  and 
similar  units  which  may  be  necessary. 

32.  1 am  aware  that  much  of  such  co-ordination  already  exists,  but  much  more 
could  be  done.  The  setting  up  of  such  a suggested  committee  would  call  the 
attention  of  all  areas  to  the  necessity  of  dealing  with  all  these  problems 
comprehensively. 

33.  Pre-care  cases  will  probably  be  referred  to  clinics  although  cases  may  arise 
who  will  not  seek  care  until  a stage  when  symptoms  necessitate  interference. 

After-care 

34.  A line  had  to  be  drawn  between  the  responsibilities  of  the  hospitals  and  the 
local  authority,  and  Sections  28  and  51  of  the  National  Health  Service  Act, 
allocated  after-care  to  the  local  authority. 

35.  The  nature  of  mental  health,  with  its  liability  to  recurrences,  make  adequate 
after-care  an  essential  feature  of  treatment. 

36.  In  some  areas  very  good  co-ordination  has  occurred,  generally  in  those  of  a 
limited  size,  such  as  a city  like  Portsmouth  or  county  boroughs  such  as  Croydon 
and  Southend.  The  last  named  was  cited  by  Dr.  Logan  in  the  evidence  of  the 
Medical  Officers  of  Health — much  however  remains  to  be  done — all  areas  need 
such  co-ordination  not  merely  at  Regional  level,  but  also  between  all  counties  and 
county  boroughs  and  the  local  hospital  or  hospitals  who  receive  their  patients. 
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37.  It  is  suggested  that  a statutory  co-ordinating  committee  shall  be  set  up  between 
the  local  authorities  and  the  National  Health  Service,  both  general  and  those 
concerned  with  psychiatry,  with  representatives  of  the  other  interests  affected,  such 
as  the  labour  exchanges,  rehabilitation  centres  and  the  National  Assistance  Board, 
etc.  The  co-ordination  of  the  mental  deficiency  services  with  other  kindred  services 
might  also  be  considered.  • 

38.  Policy,  such  as  the  broad  principles  to  be  followed,  will  presumably  be 
considered  at  Regional  Hospital  Board  and  kindred  levels,  such  as  the  type  of 
special  rehabilitation  and  other  centres  required,  including  short  and  long  stay 
hostels  and  the  provision  to  be  made  for  chronic  sick  and  senile  cases.  Pilot  schemes 
will  probably  be  suggested  by  local  area  committees  and  will  point  the  way  for 
general  policy. 

39  The  experience  of  the  Mental  After  Care  Association  should  be  of  the  greatest 
value  in  initiating  such  work,  as  they  have  dealt  with  short  and  long  stay  cases 
in  their  hostels,  as  well  as  providing  psychiatric  social  work  for  the  mental  hospitals. 
The  difficulties  in  expanding  this  work  has  been  detailed  to  the  Commission  by  the 
Association. 

40  Co-ordination  of  the  work  of  the  mental  health  officers  with  the  psychiatric 
social  workers,  both  regionally  and  locally,  will  be  helped  by  the  work  of  such  a 
committee  as  is  suggested. 

41  Apart  from  co-ordination  at  the  administrative  level,  personal  contact  between 
workers  covering  the  same  area  is  essential,  and  conferences  over  cases  between 
workers  of  the  local  authorities,  and  the  psychiatric  social  workers  m the  hospitals, 
are  obviously  necessary,  as  well  as  contact  with  the  patient  and  his  or  her  relatives. 


Examination 

6091.  (Chairman):  Good  afternoon. 

Would  you  like  to  begin  with  any  addi- 
tional statement  to  your  memorandum? 

(Dr.  Petrie ):  Yes,  Sir.  I have  written 

up  a small  note  in  support  of  my 
suggestion  that  there  should  be  a co- 
•ordinating  committee  between  !the  local 
authorities  and  the  psychiatric  services. 
That  includes  social  welfare,  of  course, 
as  well  as  the  health  services.  I 
do  think  that  that  is  one  of  the  things 
which  result  from  the  National  Health 
Service  Act  and  it  was  almost  inevitable 
that  it  should  happen.  The  line  had  to  be 
drawn  somewhere,  but  it  has  left  a gap 
which  is  discouraging  after-care  work,  and 
is  discouraging  the  organisation  of  hostels, 
rehabilitation  centres,  and  so  on,  which 
are  of  such  considerable  importance.  I did 
mention  in  my  original  statement  that  the 
fact  that  you  are  transferring  the  costs 
from  the  Exchequer  on  to  the  local  rates 
ought  not  to  be  a factor  in  determining 
what  should  be  best  done  for  a patient. 

6092.  It  is  very  difficult  to  prevent  its 

being  a factor,  is  jt  not? It  is  very 

difficult.  If  you  have  a co-ordinatmg  com- 
mittee then  the  financial  pundits  will  pre- 
sumably work  out  > exactly  which  pro- 
portion should  be  paid  by  each. 

6093.  I wonder.  It  depends  on  the  kind 

of  co-ordinating  committee  you  have:  if 
it  is  a committee  of  doctors  they  will  not 
want  to  be  bothered  with  questions  of 
finance? No,  those  are  questions  which 


of  Witness 

can  be  settled  quite  apart  from  doctors, 
if  I may  say  so,  Sir.  The  point  is  to 
bring  together  the  local  health  authority, 
in  the  person  of  the  Medical  Officer  of 
Health,  the  social  welfare  people  who  have 
the  appropriate  beds  in  what  were  formerly 
known  as  workhouses  and  the  general 
hospital  representatives  who  control  the 
chronic  sick  beds.  It  is  a problem  that  has 
to  be  seen  as  a whole,  and  it  is  not  being 
seen  as  a whole.  If  these  people  have  to 
meet  together,  if  they  have  a statutory  com- 
mittee, presumably  they  will  settle  things 
in  a way  most  satisfactory  for  the  patient 
and  not  for  the  individual  department 
concerned,  to  which  there  is  a tendency 
and  undoubtedly  it  happens  at  times. 

6094.  You  suggest  that  a statutory  com- 
mittee be  set  up  in  each  suitable  area? 

Yes,  the  definition  of  the  word  “ suitable  ” 
I found  difficult,  because  you  want  it  not 
merely  at  regional  level  where  the  policies 
are  decided,  but  you  want  the  individual 
hospitals  and  individual  local  authorities  to 
come  together  to  co-ordinate  their  actions. 
In  some  areas  it  has  been  done  magnifi- 
cently. There  is  Portsmouth,  and,  I think 
I may  venture  to  say,  Croydon  and 
Southend.  You  had  that  quoted  to  you  by 
Dr.  Logan  in  the  evidence  of  the  Society  of 
Medical  Officers  of  Health.  He  was  quoting 
co-ordination  at  its  most  favourable.  There 
is  a lot  of  co-ordination  _ that  has  not 
occurred  because  the  Medical  Officer  of 
Health  is  a busy  man  ; this  is  an  incidental 
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thing,  and  in  some  cases  they  are  . not 
interested.  In  a few  cases  they  are  really 
interested,  but  the  difficulty  is  the  control 
of  the  mental  welfare  officers  and  their 
co-ordination  with  psychiatric  social 
workers.  The  education  of  mental  welfare 
officers  will  obviously  be  much  more  on 
psychiatric  lines  in  the  future  because  they 
were  a survival  of  the  relieving  officers  in 
many  cases.  That  will  all  obviously  change, 
and  where > you  have  people  whose  duties 
are  primarily  psychiatric,  some  psychiatric 
advice  should  be  available,  even  if  the 
Medical  Officers  of  Health  put  forward 
good  reasons  why  they  should  retain  control. 

6095.  But  is  there  not  another  difficulty 
about  areas  in  London?  Is  not  London 

split  up  into  different  hospital  regions? 

In  London,  where  you  have  four  Regional 
Boards  dealing  with  one  large  authority, 
obviously  all  four  have  got  to  adjust  to  that 
authority.  I think  that  probably  with  co- 
ordination that  will  take  place  quite 
successfully,  but  it  is  very  necessary. 
Locally,  below  Regional  Board  level, 
you  want  the  individual  hospitals  to 
have  contact  with  their  opposite  numbers, 
which  is  the  opposite  problem.  London, 
Lancashire  and  the  West  Riding  of  York- 
shire, are  probably  three  examples  where 
the  local  authority  is  even  bigger  than  the 
Regional  Board  areas.  I should  have 
thought  that  if  one  had  such  a co-ordinating 
committee  it  would  usually  start  with  the 
regional  level  as  the  basis.  With  sub- 
committees the  individual  people  would 
come  in  contact  with  each  other,  to  the 
benefit  of  the  people  with  whom  they  have 
to  deal.  The  word  “ suitable  ” is  capable 
of  so  many  different  definitions  that  I left 
it  at  that. 

6096.  You  say  you  have  something  to 

add  on  this? 1 think  the  addendum  to 

my  memorandum  contains  the  principal 
points.  The  pre-care  cases  which  cannot 
be  dealt  with  by  referral  .to  clinics  or  by 
visits  of  social  workers  should  be  trivial  in 
number. 

There  are  other  people  who  act  as 
observers,  like  the  labour  exchanges, 
the  rehabilitation  officers  and  so  on. 
I have  stated  that  pilot  schemes  will 
probably  be  suggested  by  local  committees 
to  point  the  way  to  future  general  policy. 
I have  also  referred  to  the  work  of  the 
Mental  After  Care  Association,  which  has 
done  such  hostelling  as  has  been  done, 
though  obviously  on  a very  small  scale. 
Their  hostelling  work  extended  throughout 
the  country  might  be  the  means  of  a large 
number  of  people  no  longer  being  dependent 
on  the  community.  In  my  memorandum 
I pointed  out  that  we  had  about  80  patients 
a year  boarded  out  with  mental  after-care 
homes  and  others  before  the  war.  Then,, 
of  course,  it  was  much  easier  to  get  their 
relations  to  take  them. 


6097.  I suppose  there  are  a number  of 
smaller  general  hospitals  in  London  which 
have  not  even  got  a psychiatrist  on  their 
staff,  and  have  no  psychiatrist  available? 
There  has  been  a considerable  improve- 
ment, started  by  the  teaching  hospitals,  but 
the  observation  wards,  before  1948,  I think 
I am  right  in  saying,  had  no  psychiatrists. 
They  nearly  always  had  somebody  self- 
taught  in  psychiatry,  and  they  were  doing, 
like  most  British  improvisations,  better  than 
you  would  expect. 

6098.  In  London  does  each  observation 

ward  have  its  own  catchment  area? 1 

think  I am  correct  in  saying  that  the  mental 
hospitals  have,  or  at  least  they  did  have, 
because.  at  the  County  Hall  there  was  a 
controlling  duly  authorised  officer,  and  he 
used  to  allocate  his  men  and  they, 
generally  speaking,  took  the  people  from 
certain  area.s  to  certain  observation  wards. 

6099.  But  it  seems  to  me  in  London  that 
all  would  depend  on  the  duly  authorised 
officer.  The  general  practitioner,  say  in 
Marylebone  or  Notting  Hill  Gate,  does  not 
know  to  what  observation  ward  to  recom- 
mend a patient?  He  relies  entirely  on  the 
duly  authorised  officer  to  dispose  of  the 

patient? Yes,  and  he  may  be  influenced 

by  the  fact  that  one  place  may  be  full  and 
another  may  not.  I think  that  is  where  you 
probably  do  not  get  the  thing  just  done 
in  catchment  areas.  There  used  to  be 
twenty-nine  duly  authorised  officers  when 
I reviewed  them — the  man  in  charge  and 
twenty-eight  others.  The  man  in  charge  and 
his  deputy  used  to  allocate  the  work  to 
the  other  twenty-seven,  presumably.  I think 
the  number  has  been  reduced  since,  but 
the  table  which  I think  you  have  got  as 
part  of  the  evidence  of  the  London  County 
Council,  gives  very  concisely  what  is  happen- 
ing in  the  observation  wards,  and  how  some 
observation  wards  have  been  more  success- 
ful than  others,  with  the  same  material  pre- 
sumably, in  getting  people  to  become 
voluntary  patients.  Some  of  the  hospitals 
are  inclined  to  say  that  if  they  had  the 
patients  earlier  they  might  persuade  them 
to  become  voluntary  patients.  Certainly, 
the  device  which  I started  in  Northampton, 
of  admitting  everybody  under  Section  20, 
resulted  in  the  percentage  of  voluntary 
admissions  going  up  from  50  to  87, 
which  surprised  me  by  its  success,  because 
the  people,  once  they  were  in  a comfortable 
bed  and  being  well  treated,  were  much 
more  ready  to  sign  voluntary  applications. 

6100.  (Dr.  Rees):  How  long  were  you  at 

Northampton,  Dr.  Petrie? Eighteen 

months.  During  that  period  the  voluntary 
admission  rate  went  up  from  50  to  87  per 
cent.,  and  I think  I am  right  in  saying  it  is 
still  at  that  level  which  indicates  that  the 
method  may  have  been  successful. 
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6101.  You  attribute  that  to  the  fact  that 
the  patients  were  admitted  directly  to  the 

mental  hospital? 1 think  that  was  a 

factor,  because  they  had  a very  nice  admis- 
sion unit  there  and,  when  the  people  were 
there,  they  were  content.  At  any  rate,  the 
figures  did  increase  from  50  to  87  per  cent. 

6102.  0 Chairman ):  I see  you  recommend 
that  short-time  orders  should  be  extensible 

up  to  twenty-eight  days? 1 thought  I 

had  amended  it  to  twenty-one.  The  three- 
day  order  is  extensible  by  the  Superintendent 
from  three  days  to  seventeen  days  and  the 
fourteen-day  order,  signed  by  a justice, 
admits  a patient  for  fourteen  days  and  you 
add  fourteen  days  to  that  which  makes  the 
twenty-eight  days.  But  I think  all  these 
suggestions  more  or  less  coincide,  namely, 
it  should  universally  be  a three-day  order 
extensible  to  twenty-one  days,  which  would 
probably  cover  most  of  what  you  want. 

6103.  You  do  not  really  need  a fourteen- 

day  order  at  all,  do  you? 1 think  not. 

It  brings  in  the  justice  who,  frankly,  need 
not  necessarily  come  in  at  all  unless  the 
patient  or  next  of  kin  really  insist.  That 
seems  to  be  the  modem  trend. 

6104.  There  is  a certain  controversy  in 
our  evidence  on  the  subject  of  appeals. 
Presuming  that  you  do  not  require  a judicial 
order  for  admission  to  the  hospital  but  give 
the  patient  a right  of  appeal  to  the  justices, 
some  of  our  witnesses  recommend  that  the 
right  of  appeal  should  commence  after  the 
lapse  of  a certain  amount  of  time — a 
month,  or  whatever  it  may  be — while  other 
witnesses  recommend  that  it  should  lapse 
at  the  end  of  a month.  Some  think  that 
it  is  very  desirable  that  the  right  of  appeal 
should  expire  early  on,  _ and  the  others 
would  prefer  that  the  patient  should  have 
time  to  think,  three  or  four  times,  before 
deciding  to  appeal.  I wonder  which  side 

you  take? 1 think  that  everybody  ought 

to  have  a right  of  appeal — the  patient  or 
his  next  of  kin.  In  a limited  time  you 
should  get  the  confidence  of  your  patient, 
and,  in  the  same  way,  if  you  do  careful 
interviewing  of  relatives  and  talk  it  over 
with  the  objecting  relative,  you  can  be 
persuasive,  so  that,  they  agree  willingly. 
Merely  over-persuading  people  is  hopeless. 
I think  they  should  have  the  right  of  appeal, 
because  we  have  all  got  in  the  back  of  our 
minds  the  litigious  paranoiac  who  says,  “I 
am  going  to  sue  you  and  the  State,  and 
I am  going  to  get  damages  to  live  on  for 
the  rest  of  my  days  That  is  the  implica- 
tion in  our  minds,  that  type  of  individual. 
I think  that  the  justice  cannot  be  added  too 
quickly,  but  that  it  is  a very  tiny  category 
where  the  question  arises.  That  is  my  feel- 
ing, but  I have  even  known  lawyers  who 
came  in  and  threatened  the  hospital.  They 
knew  the  technique  of  how  to  threaten.  For 


those  sort  of  individuals  you  cannot  bring 
the  law  in  too  quickly. 

6105.  Your  proposals  for  a co- 
ordinating committee  all  go  rather  directly 
into  the  problem  of  after-care,  do  they 

not? Yes.  I think  pre-care  will  be 

smaller,  because  the  great  bulk  of  patients 
will  go  to  the  clinics,  but  there  are  cases 
where  the  duly  authorised  officer  comes  in, 
hesitates  as  to  whether  to  take  action,  the 
individual  strongly  objects,  and  that  in- 
dividual treated  might  be  saved  from  a 
long  illness.  That  is  the  principal  pre- 
care difficulty  as  I see  it. 

6106.  (Dr.  Rees):  Would  this  committee 
be  advisory,  or  would  it  have  power  to 
compel  Regional  Boards  to  do  certain 

things? The  recommendations  of  the 

committee  would  go  to  the  respective 
authorities  who,  I presume,  would  have  to 
have  the  power  to  refuse  ; but  probably, 
if  things  are  put  up  properly,  they  will  go 
through.  The  local  authority  may  say  that 
something  is  a scandalous  waste  of  money, 
and  may  object  to  making  provision  for 
people  at  present  looked  after  by  the  Ex- 
chequer. That  is  conceivable,  but  it  is  less 
probable  that  it  will  be  said  publicly. 

6107.  (Dr.  Greenwood  Wilson, ):  You 

appreciate  that  if  a local  authority,  at  the 
present  time,  appoints  a social  worker  as 
part  of  their  local  health  authority  services, 
they  get  50  per  cent,  grant  back  from  the 
Ministry  of  Health?  You  think  they  ought 
to  get  100  per  cent.? 1 would  not  pre- 

sume to  suggest  how  much  they  should 
get  back,  but  what  I would  like  is  for  that 
social  worker  to  be  closely  in  contact  with 
the  workers  of  the  hospital ; that  is 
essential.  It  is  as  bad  as  changing  a doctor 
half  way  to  change  a social  worker  half 
way. 

6108.  (Dr.  Thomas):  On  your  paragraph 

13,  I wondered  how  far  the  recommenda- 
tion of  the  requirement  of  a specialist 
psychiatrist  as  one  of  the  two  doctors  com- 
pleting a temporary  certificate  might  be 
responsible  for  keeping  down  the  numbers 
of  people  who  would  be  admitted  under 
temporary  care?  There  does  not  seem  to 
be  as  much  use  made  of  the  temporary  pro- 
vision at  present  as  there  might  be. The 

temporary  provisions  have  partly  not  been 
as  successful  as . they  should  be  because 
people  are  volitional  one  day  and  non- 
volitional  the  next  and  the  third  day  they 
may  change  again.  That  is  one  of  the 
things  that  has  kept  it  down.  It  certainly 
ought  not  to  have  kept  it  down,  but  it  is 
the  fact  that  you  have  that  difficulty.  A 
patient  may  come  in  as  completely  non- 
volitional,  or  from  the  observation  ward 
completely  non-volitional ; you  say,  How 
are  you?  ” and  all  that,  and  he  may  sit  up 
and  promptly  object  to  coming  in.  Then 
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one  has  to  send  him  back,  because  you 
cannot  admit  an  objecting  person  under  the 
present  temporary  orders.  But  that  diffi- 
culty should  disappear  if  the  amalgamation 
of  temporary  and  certified  admissions  and 
the  extension  of  six  months  to  two  years, 
for  which  most  medical  opinion  is  pressing, 
come  into  force. 

6109.  I have  in  mind  the  difficulties  in 
scattered  rural  areas  of  getting  hold  of  a 

psychiatrist  at  fairly  short  notice. 1 do 

not  foresee  that  difficulty  because,  com- 
bined with  taking  every  one  in  on  Section 
20  orders  at  Northampton,  I had  to  say 
that  if  anybody  objected  we  would  make 
a special  domiciliary  visit.  I was  afraid  I 
should  be  inundated  with  requests  for 
visits,  but  I was  not.  A certain  number 
of  cases  you  have  to  go  out  to,  but  ex- 
perience there  showed  that  they  were  less 
than  one  would  have  expected. 

6110.  (Chairman):  Would  you  object  to 
the  specialist  medical  certificate  being  given 
in  future  by  the  Superintendent  of  the  re- 
ceiving hospital  at  the  time  of  admission? 
— — I would  expect  the  lawyers  to  criticise 
that.  Sir,  because  at  present  the  certifying 
doctor  must  be  independent  of  the  receiving 
hospital.  But  in  a smallish  area  it  would 
probably  be  one  of  the  assistants  of  the 
Physician  Superintendent  who  would  have 
to  give  the  specialist  certificate — there 
would  probably  be  no-one  else — and  there- 
fore it  is  almost  inevitable. 

6111.  I feel  it  is  rather  absurd  that,  in 

my  county,  when  a specialist  certificate  is 
required,  in  the  case  of  admission  to 
Helhngly  it  should  be  given  by  the  Super- 
intendent of  Ticehurst,  and  vice  versa. 

That  is  because  of  the  present  law. 

6112.  (Dr.  Rees) : In  the  case  of 

temporary  patients,  surely  at  present  the 
second  recommendation  can  be  given  by 
the  Medical  Superintendent  of  the  mental 

hospital? Yes,  and  in  isolated  areas  it  is 

almost  inevitable  he  should  do  it,  because 
he  may  be  the  only  consultant  for  miles. 

6113.  (Chairman):  I am  still  a little  un- 

clear in  my  mind  about  this  co-ordinating 
committee.  There.  are  two  kinds  of  co- 
ordination ; there  is  the  co-ordination  of 
medical  services  and  the  co-ordination  of 
administration  ; and  I am  not  quite  clear 
that  you  can  do  both  through  the  same 
committee? They  can  have  sub-com- 

mittees surely  for  individual  subjects. 

It  is  the  main  principles  that  I 
had  hoped  would  be  laid  down, 
namely,  as  to  what  rehabilitation  centres, 
apart  from  those  provided  by  the  labour 
exchanges,  would  be  needed,  and  the  type 
of  hostel — the  short-stay  one  where  the 
people  stay  perhaps  for  a month  as  a part 
of  their  convalescence  to  adjust  them  in  the 
world,  and  the  long-stay  one  where  they 
may  spend  a year  or  two,  gradually  get 
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work  and  get  re-socialised.  The  arrange- 
ments would  obviously  have  to  be  made  by 
a central  committee,  but  most  of  the  actual 
co-ordinating  work  and  arranging  how  many 
beds  you  can  get  in  the  chronic  sick  wards, 
how  many  social  welfare  beds  you  can  get, 
would  be  a matter  very  much  for  sub- 
committees. The  essential  trouble  is  that 
all  three  are  so  full  that  they  try  and  pass 
their  troubles  on  to  their  neighbours.  That 
is  the  essential  trouble  and  that  can  only 
be  improved  by  more  beds.  I hope  that 
by  extending  the  long-stay  hostel  system, 
at  any  rate,  more  beds  will  be  available  in 
the  mental  units  for  the  work  they  should 
be  doing. 

6114.  There  is,  theoretically  anyway, 
another  way,  which  is  to  keep  more  people 
out  of  institutions  in  the  first  instance.  I 
do  not  know  whether  your  psychiatric 
clinics  and  your  general  hospitals  are  doing 
that  sufficiently  or  whether  they  need  more 

co-ordination  with  the  welfare  workers? 

I think  the  weakness  of  the  day-hospital  is 
that  the  complete  break  away  from  their 
intolerable  home  surroundings  undoubtedly 
is  a very  important  thing  for  some  patients. 
If  you  have  to.  refuse  a patient  just  before 
he  is  at  breaking  point  because  you  have 
so  many  chronic  dements  and  that  sort  of 
thing,  it  is  a pity.  I think  that  the  thing 
to  do  is  to  reduce  the  number  of  hospital 
beds  occupied  by  people  who  require  little 
more  than,  three  meals  a day,  a bed  and 
the  supervision  of  their  activities,  so  that 
you  can  then  take  the  person  who  is  at 
breaking  point  and  who  at  present  has  to 
wait  because  he  is  not  certifiable.  That. 

I think,  is  such  a pity,  that  one  should 
ever  have  to  refuse  a case  one  believes  one 
could  do  good  to  because  the  place  is 
choked  up  with  other  cases. 

6115.  What  about  the  effect  on  the  home 
which  may  be  disintegrated  by  taking  the 

mother  away? That  is  where  the  social 

worker  may  and  should  do  some  good.  A 
mother  who  is  on  the  verge  of  a complete 
breakdown  is  very  bad  for  the  children  and 
the  trouble  is  apt  to  be  reflected.  The  fact 
that  she  is  unstable,  of  course,  provides  the 
hereditary  part  and  if  she  is  in  any  great 
state  of  instability  the  environment  is  bad 
too. 

6116.  I was  really  thinking  of  the  infor- 
mation we  have  had  from  the  Director  of 
the  Municipal  Social  and  Health  Service  in 
Amsterdam.  You  are  familiar  with  that 
system  of  consulation  bureaux  as  a primary 
means  of  dealing  with  mental  illness  and 
mental  defect? — —Yes.  It  is  some  years 
since  I was  at  Amsterdam,  and  they  had 
very  good  arrangements  there,  but  the  day 
hospital  has  its  limitations  because  in-patient 
treatment  is,  in  a number  of  cases,  going 
probably  just  to  turn  the  balance  in  favour 
of  the  patient  getting  well  quickly  as  against 
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his  hanging  on  and  passing  into  a state  of 
chronic  instability. 

6117.  You  are,  as  a whole,  rather 
sceptical  about  the  scope  of  out-patient 

treatment? 1 have  run  a clinic  for 

twenty-five  years.  I think  in  one’s  out- 
patient clinic  one  has  to  select  those 
patients  suitable  for  it.  I think  one.  is 
doing  a very  good  public  service  by  running 
an  out-patient  clinic. 

6118.  (Dr.  Thomas ):  The  pre-care  aspect 
of  your  co-ordinating  committee  might  be 
even  more  valuable  in  relation  to  the  mental 

deficiency  problem? 1 just  mention  that 

in  the  memorandum.  The  hostel  business 
and  all  that  I should  have  thought  would 
be  very  useful,  but  I am  not  an  expert  on 
mental  deficiency.  I think  I said  in  the 
memorandum  that  mental  deficiency  might 
usefully  be  linked  up  with  kindred  activities, 
because  it  strikes  one  as  an  outsider  that 
it  could. 

6119.  I wonder  if,  in  your  paragraph  20, 
you  feel  that  the  only  advantage  of  the 
observation  ward  is  the  possible  avoidance 

of  certification? No,  I should  have  said 

that  the  observation  wards  have,  either  got 
to  become  first  class  mental  receiving  units, 
of  which  there  are  some . quite  good 
examples,  particularly  in  America,  or  I think 
that  they  will  possibly  fall  into  desuetude 
unless  they  are  run  exceedingly  well.  The 
way  of  proving  it  is  to  allow  the  Medical 
Superintendents  to  take  a number  of  cases 
direct  as  in  the  provinces.  You  can  prove 
the  matter  practically  because  if  gradually 
the  bulk  of  the  people  are  admitted  direct 
and  that  satisfies  everybody,  then  the  rather 
less  efficient  observation  unit  will  tend  to 
drop  out.  I have  seen  these  observation 
units  when  they  were  rather  horrors ; now 
they  are  very  much  better  and  much  more 
psychiatrically  staffed.  On  the  other  hand, 
they  are  very  often  in  their  same  old 
premises,  which  are  a little  bit  depressing 
shall  we  say.  I think  trial  and  error  will 
do  it.  The  London  County  Council  used 
to  send  practically  everyone  into  the  obser- 
vation ward,  whereas  nowadays  a number 
of  their  hospitals  are  able — Banstead  was 
before  I left— to  take  in  any  case  direct 
because  they  have  a sufficient  number  of 
beds  to  deal  with  the  people  that  .way.  The 
argument  against  it,  of  course,  is  the  fact 
that  you  would  have  to  do  so  many  domi- 
ciliary visits  in  London,  but  I do  not  think 
it  is  much  more  difficult  than  driving  20 
miles  over  the  country. 

6120.  {Dr.  Rees):  In  fact,  London  should 

be  easier  for  doing  dimiciliaries  than 
Northampton? 1 should  think  so. 


Northampton  is  a compact  borough  in  it- 
self, but  you  have,  as  with  many  pro- 
vincial places,  the  town  and  the  country 
combined.  Of  course  these  figures  show 
that  the  observation  wards  are  not  equally 
successful  in  persuading  people  to  go  as 
voluntary  patients. 

6121.  {Chairman):  Are  there  any  points 
not  covered  by  our  questions  which  you 

would  like  to  bring  out  specially? 1 do 

not  think  so,  Sir.  1 think  I have  gone  over 
all  my  points.  I emphasised  three  points  in 
regard  to  these  short-term  orders.  I de- 
liberately did  not  put  in  evidence  what  I 
considered  had  been  dealt  with  by  the 
Royal  Medico-Psychological  Association 
very  adequately. 

6122.  {Dr.  Thomas):  I wondered,  on 

paragraph  26,  if  you  had  any  definite  ideas 
in  mind  with  regard  to  the  supervision  of 
cases  that  might  be  discharged  by  unde- 
sirable relatives? It  is  pathetic.  I have 

struck  it  principally  over  old  people. 
Occasionally  you  get  the  problem  over 
patients  you  are  just  doubtful  whether  you 
can  safely  let  go  or  not.  As  to  the  old 
people,  you  have  people  coming  in  and 
saying,  “I  am  not  going  to  have  grand- 
father in  here”.  I have  had  that  said. 
Then  they  take  grandfather  . out  and 
neglect  him.  Grandfather  gets  into  a hot 
and  bothered  state  again  and  has  to  come 
back.  When  you  feel  convinced  they  are 
not  going  to  have  the.  care  they  need  one 
is  sorry  for  one’s  patients. 

612,3.  Have  you  any  suggestions? 1 

think  that  patients  who  need  the  care  that, 
in  the  opinion  of  the  Physician  Superinten- 
dent, can  only  be  reasonably  given  in  a 
mental  hospital  should  be  retained,  even  if 
applied  for  by  relatives  under  Section  72. 
Such  cases  should  be  reported  to  the 
Management  Committee.  Col.  Penton, 
formerly  Senior  Legal  Commissioner  of  the 
Board  of  Control,  had  a simple  phrase 
which  he  thought  would  cover  this  point. 

The  removal  and  then  neglect  of  harmless 
patients  by  irresponsible  relatives  is  unfor- 
tunate but  many  psychiatrists  feel  that 
further  extension  of  compulsory  care  is  to 
be  avoided  if  mental  treatment  is  to  be 
brought  into  line  with  other  hospital  care. 

6124.  {Chairman):  I hope,  Dr.  Petrie, 
you  will  not  think,  because  we  have  not 
asked  you  more  questions,  that  your 
memorandum  has  not  got  home.  A good 
deal  of  it  carried  its  own  conviction,  with 

it. The  addendum  to  the  original 

memorandum  will  crystallize  it  into  what 
I hope  may  be  useful  suggestions,  Sir. 


(The  witness  withdrew.) 
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TAKEN  BEFORE  THE 

Royal  Commission  on  the  Law  relating  to 
Mental  Illness  and  Mental  Deficiency 

THIRTIETH  DAY 


Tuesday,  26th  July,  1955 


Present 

The  Rt.  Hon.  the  Lord  Percy  of  Newcastle,  P.C.  ( Chairman ) 


The  Lady  Adrian,  J.P. 

Mr.  C.  Bartlett,  R.M.N. 

Mrs.  E.  M.  Braddock,  J.P.,  M.P. 
Mr.  R.  M.  Jackson,  LL.D.,  J.P. 
Sir  Cecil  Oakes,  C.B.E.,  J.P. 


Dr.  T.  P.  Rees,  O.B.E.,  M.D.,  D.P.M. 
Mr.  J.  E.  S.  Simon,  Q.C.,  M.P. 

Dr.  D.  H.  H.  Thomas,  B.Sc.,  D.P.M. 

Dr.  J.  Greenwood  Wilson,  M.D., 

F.R.C.P.,  D.P.H. 


Miss  H.  M.  Hedley  0 Secretary ) 


Dr.  W.  A.  Heaton- Ward,  M.B.,  Ch.B.,  D.P.M.  ( Medical  Superintendent , Stoke 
Park  Hospital), 

called  and  examined. 


Memorandum  of  Evidence 
Definition  of  mental  deficiency 

' 1.  It  appears  that  there  is  a widespread  tendency  at  the  present  time  in  the 

minds  of  the  general  public  and  particularly  in  the  Law  Courts  to  identify  intelli- 
gence below  the  normal  in  terms  of  intelligence  quotient  with  mental  defectiveness 
certifiable  under  the  Mental  Deficiency  Acts  and  conversely,  to  assume  that  a person 
with  an  intelligence  quotient  above  this  level  is  not  mentally  defective.  Such  an 
assumption  ignores  the  basic  conception  upon  which  the  Mental  Deficiency  Acts 
are  founded,  namely  that  the  criterion  of  mental  deficiency  is  a social  incapacity 
as  a result  of  which  the  individual  is  unable  to  maintain  an  existence  independent 
of  care,  supervision  and  control.  I would  suggest  that  this  confusion  might  be 
avoided  if  the  present  definition  of  mental  deficiency  were  extended  as  follows: 

“ A condition  of  arrested  or  incomplete  development  of  mind  existing  before  the 
age  of  18  years,  whether  due  to  inherent  causes  or  induced  by  injury  or  disease 
and  preventing  the  individual  from  attaining  the  degree  of  social  independence 
normal  for  his  age  ”. 

Moral  defectives 

2.  I think  this  classification  is  redundant,  a cause  of  much  confusion  to  certifying 
authorities  and,  on  occasions,  of  injustice  to  patients.  I believe  it  should  be 
deleted  from  the  Mental  Deficiency  Acts  as  it  seems  to  me  that  patients  who  are 
sufficiently  defective  in  intelligence  to  fall  within  the  definition  of  moral  defective 
can  equally  well  be  classified  as  feeble-minded.  If,  on  the  other  hand,  their  defect 
is  only  of  their  moral  sense  and  control,  I do  not  think  they  should  be  cared  for  in 
a mental  deficiency  institution.  Such  patients  realise  their  intellectual  superiority 
to  other  classes  of  defectives  and  show  their  resentment  at  being  detained  with  them 
in  their  behaviour  and  frequent  attempts  to  abscond. 

3.  I believe  this  class  of  patient  forms  part  of  the  larger  group  which  includes 
the  aggressive  psychopath  and  habitual  criminal  on  whom  punishment  has  no  effect. 
I think  such  patients  should  be  dealt  with  under  the  Mental  Treatment  Acts  and 
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that  they  should  be  cared  for  in  institutions  which  do  not  receive  patients  of  other 
types  under  either  the  Mental  Treatment  Acts  or  Mental  Deficiency  Acts.  I think, 
of  necessity,  such  an  institution  would  have  to  provide  a higher  degree  of  security 
against  absconding  than  is  possible  in  either  modern  mental  hospitals  or  mental 
deficiency  institutions. 

4.  It  is  not  easy  to  choose  a name  for  such  a group,  but  it  is  essential  that,  to 
avoid  confusion,  the  name  chosen  should  omit  the  word  “ defective  ”.  I am  aware 
of  the  present  misuse  of  the  term  “ psychopath  ” but  I would  suggest  that  the  term 
“ anti-social  psychopath  ” be  adopted  to  replace  the  term  “ moral  defective  ” and 
to  embrace  the  three  types  of  persons  I have  enumerated. 


Examination  of  Witness 


(Chairman) : We  are  very  grateful  to  you 

for  coming  all  this  way  to  talk  to  us. 

(Dr.  Heaton-Ward.)  I am  grateful  for  the 
opportunity,  Sir. 

€125.  Would  you  like  to  say  anything  be- 
fore we  start  on  your  short  memorandum? 
— — T do  not  think  so,  thank  you. 

6126.  There  is  something  about  which  I 
am  a little  puzzled.  There  is  a slight  dis- 
crepancy between  your  first  point  and  your 
second,  and  I think  I would  like  to  ask 
whom  it  is  that  you  are  trying  to  catch  by 
your  amended  definition  in  paragraph  1 of 

your  memorandum. 1 am  not  quite  sure 

‘hat  I understand  the  point,  Sir. 

6127.  You  say  you  do  not  like  the 
mphasis  on  intelligence  tests  ; you  want  the 
mrd  “ mind  ” in  the  definition  of  mental 
eficiency  to  be  construed  more  broadly  in 
tie  sense  of  social  capacity  or  incapacity, 
h your  second  paragraph  you  do  not  want 
6 treat  as  mentally  defective  a person 
./hose  defect  is  only  in  his  moral  sense  and 
■ontrol.  What  is  the  reason  for  your  pro- 

osal  in  paragraph  1? From  my  own 

ersonal  experience  I have  found  that  it  has 
ieen  difficult  to  say  that  a person  is  defec- 
ive,  or  to  convince  other  people  that  a 
person  is  defective,  without  considering  the 
person’s  intelligence  quotient.  I believe  that 
some  people  are  undoubtedly  defective  from 
a social  point  of  view,  who  have  an  intelli- 
gence quotient  which  might  be  considered 
to  be  well  within  the  normal  range  of 
intelligence. 

6128.  But  what  is  defectiveness  from  a 
social  point  of  view  other  than  lack  of 
moral  sense  and  moral  self  control?  What 
class  of  person  is  defective  with  a moder- 
ately high  intelligence  quotient,  but  not  de- 
fective in  moral  sense?; — —I  do  not  think 
they  need  be  defective  in  moral  sense,  Sir. 
They  are  defective  in  the  ability  to  look 
after  themselves,  to  keep  themselves  from 
being  exploited  by  other  people,  and  so  on. 
That  was  my  point  about  social  indepen- 
dence. 

6129.  Yes,  but  how  do  you  measure 
social  incapacity  as  such?  We  all  know 
the  people  who  at  school  we  used  to  call 
mugs,  who  were  the  victims  of  every  sort 


of  confidence  trick  ; you  do  not  want  to 

extend  your  definition  to  include  them? 

I believe,  Sir,  a lot  of  mugs,  after  they  leave 
school,  do  prove  that  they  can  hold  their 
own  in  the  world.  Equally,  some  who  do 
not  appear  so  backward  fall  down  when  it 
comes  to  holding  their  own  in  society  later 
on. 

6130.  I know.  But  the  difficulty  I think 
we  are  up  against  is  that  the  intelligence 
quotient  is  attractive  because  it  is  a 
measurement ; one  may  doubt  how  far  it 
is  an  accurate  measurement,  but  it  does 
claim  to  be  a quantitative  measurement ; 
but  all  these  other  qualities,  how  do  you 

in  fact  measure  them? 1 think  we 

measure  them  just  by  the  test  of  how  a 
person  responds  to  the  test  of  life,  as  it 
were,  how  they  manage  to  maintain  a 
normal  degree  of  social  independence  with- 
out falling  down  whenever  they  come  up 
against  any  difficulties. 

6131.  That  is  not,  so  to  speak,  a clinical 
measurement ; it  is  a measurement  of  their 
behaviour  in  life?— —That  is  so,  Sir,  though 
I believe  that  that  is  a clinical  assessment. 
The  difficulty,  I think,  is  that,  although  the 
correlation  between  intelligence  quotient 
and  social  capacity  is  fairly  high,  it  is  not 
absolute.  The  tests  may  improve  so  that 
a time  may  come  when  we  can  say  that  if 
a person  has  a certain  intelligence  quotient 
he  cannot  possibly  be  defective. 

6132.  What  is  the  significance  in  your 
amended  definition  of  the  words  “ a con- 
dition of  arrested  or  incomplete  develop- 
ment of  mind”?  What  significance  is  to 
be  attached  to  the  word  “mind”?  Does 

it  mean  anything  at  all? Yes,  I believe 

significance  can  be  attached  to  it,  because 
I believe  it  is  the  quality  which  enables 
people  to  develop  to  a normal  degree  of 
independence.  ■ 

6133.  Yes,  but  is  that  not  rather  arguing 
in  a circle?  Is  it  not  really  saying  that 
if  people  do  not  mature  in  social  intercourse 
at  the  normal  age,  it  must  be  their  minds 
that  are  wrong? — -No,  Sir.  People  are 
not  of  the  age  they  should  be  in  social 
intercourse  later  on  for  a variety  of  reasons, 
but  assuming  that  this  occurs  before  the 
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age  of  eighteen  years,  as  the  definition  says, 
it  is  an  arrested  or  incomplete  develop- 
ment of  mind. 

6134  (Dr.  Thomas ):  What  value  do  you 
attach  to  the  phrase  “ before  the  age  of 
eighteen  years  ” for  your  proposed  exten- 
sion of  the  definition? 1 believe  there 

must  be  an  age  limit,  for  the  reason  I have 
said  ; other  factors  'come  > in  later  on ; 
psychotic  disorders  or  injuries  later  in 
life  may  produce  the  same  sort  of  picture. 

6135.  {Chairman):  Yes,  but  does  that  dis- 
tinction matter?^ 1 think  it  does,  because 

1 believe  that  it  would  be  very  wrong  to 
place  people  under  the  Mental  Deficiency 
Acts  who,  up  to  twenty  or  thirty  years  of 
age,  had  been  able  to  maintain  perfectly 
normal  social  lives.  I think  that  if  they 
should  be  anywhere  they  should  be  in  men- 
tal hospitals  rather  than  in  mental  deficiency 
hospitals. 

6136.  (Dr.  Rees):  If  the  clinical  picture 
is  the  same,  why  separate  the  two  things? 

Because,  although  they  may  lose  their 

social  capacity,  those  people  would  probably 
retain  their  basic  intelligence  in  the  accepted 
sense  of  intelligence  ; whereas  the  people  in 
mental  deficiency  hospitals  may  in  the 
majority  of  cases,  with  the  exception  of 
the  case  I am  stressing  now,  be  completely 
lacking  in  the  academic  kind  of  intelligence. 

6137.  (Dr.  Thomas):  You  mention  in 
your  first  paragraph,  “ the  basic  conception 
upon  which  the  Mental  Deficiency  Acts  are 
founded  It  is  a fact,  is  it  not,  that 
prior  to  the  Mental  Deficiency  Acts,  in  the 
case  of  the  Royal  Commission  of  1908  for 
instance,  there  was  a very  much  wider  con- 
ception of  mental  defect  than  that  which 

operates  under  the  Act  now? 1 believe 

so,  yes. 

6138.  And  would  you  then  feel  that  the 
widening  of  the  interpretation  of  mental 
deficiency  might  perhaps  be  advantageous 
to  cover  the  many  cases  where  intelligence 
may  be  affected  in1  conditions  arising  after 
the  age  of  eighteen  years?  If  I may 
elaborate  it  a little,  take  a case  of  encepha- 
litis which  may  occur  after  the  age  of 
eighteen  years.  Clinically,  the  patient  would 
be  identical  in  picture  with  a boy  who  gets 
It  at  twelve  years  of  age.  Do  you  not  feel 
there  would  be  an  advantage  in  that  same 
condition  being  treated  under  the  Mental 

Deficiency  Act  irrespective  of  the  age? 

No,  Sir.  I believe  that  with  the  people 
who  are  affected  late  in  life,  it  is  fairer  to 
treat  them,  if  you  are  going  to  treat  them 
anywhere,  in  a mental  hospital,  for  the 
reason  that  most  of  them  have  led  an  exist- 
ence outside  much  more  normal  than  the 
majority  of  defectives. 

6139.  Is  that  not  more  a restriction  as 
to  how  they  should  be  treated — in  which 

institution  they  should  be  treated? It  is, 

really.  Sir, 
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6140.  Is  there  any  reason  for  it  to  be 

in  the  law?  Legal  definitions  have  always 
got  in  the  way  of  medical  diagnoses,  have 
they  not? That  is  true. 

6141.  {Chairman):  I think  the  words  that 
really  defeat  me  in  your  definition  are 

“social  independence”? What  I meant 

was  that  we  do  not  expect  a small  baby, 
when  it  is  newly  born,  to  be  able  to  feed 
itself  with  a spoon  or  to  walk  about,  or 
things  like  that.  But  by  the  time  it  is  four 
or  five  years  old  we  expect  that,  as  a normal 
degree  of  social  independence. 

6142.  What  has  the  word  “ social  ” got 
to  do  with  it?  Would  not  the  inadequate 
mental  defective,  generally  speaking,  be 
even  more  at  a loss  on  a Robinson  Crusoe 

desert  island  than  in  society? Would  he 

be  more  at  a loss? 

6143.  More  incapable.  What  you  mean 

to  say  is  that  at  appropriate  ages  he  ought 
to  have  obtained  a balance  of  sociability 
and  self-reliance? Yes,  that  is  right. 

6144.  But  you  do  not  actually  say  that. 
You  convert  one  of  the  nouns  into  an 
adjective  and  call  it  “ social  independence  ”. 
You  might  as  well  say  that  the  object  of  a 
soldier’s  training  is  regimental  independ- 
ence ; it  would  not  mean  anything  at  all? 
No. 

6145.  {Sir  Cecil  Oakes):  You  mean  a 

person’s  independence  in  his  conduct  in  the 
community,  do  you? Yes. 

6146.  (Dr.  Thomas):  The  extent  to  which 

he  is  able  to  look  after  himself  without 
any  help  from  social  workers  and  those  sort 
of  people? That  is  right. 

6147.  {Chairman):  You  come  across  a 

certain  number  of  cases,  presumably,  where 
the  trouble  is  too  great  a degree  of 
independence ; that  is  rather  the  psycho- 
path?  Yes,  that  is  the  point,  really,  in 

my  second  paragraph.  It  is  possible  at  the 
present  time  for  such  persons  to  be  certified 
as  moral  defectives  and  placed  in  what  I 
believe  is  an  unsatisfactory  environment. 

6148.  In  your  second  paragraph  you  want 
to  get  rid  of  the  expression  “ moral_  defec- 
tive ”.  Would  you  still  wish  to  get  rid  of  it 
if  it  was  not  in  association,  as  in  the  present 

law,  with  mental  defectiveness? 1 think 

it  is  the  word  “defective”  which  is  the 
difficulty.  I think  they  tend  to  be  identified 
with  people  who  are  more  obviously  defec- 
tive in  intelligence.  It  is  the  word  “ defec- 
tive” that  I take  exception  to,  rather  than 
the  word  “ moral  ”,  Sir. 

6149.  Yes  ; your  own  suggestion  is  “anti- 
social psychopath  ”? Yes. 

6150.  Of  course,  words  are  a matter  of 
taste,  but  is  the  antisocial  psychopath  any 
more  or  less  diagnosable  than  the  moral 
defective?— I think  that  they  are  the 
same. 
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6151.  Yes,  but  are  either  of  them  diagnos- 

able? 1 believe  they  are.  I believe  there 

is  a class  of  people  who,  in.  their  behaviour, 
are  doomed  to  be  at  cross  purposes  with 
society  all  their  lives. 

6152.  You  mean  you  do  not  think  they 
are  correctable  by  treatment  of  any  kind? 

1 do  not  think  some  of  them  are,  with 

our  present  knowledge,  Sir.  It  depends  how 
far  you  extend  your  idea  of  treatment.  If 
you  shut  them  in  a room  by  themselves, 
obviously  they  cannot  commit  these  acts, 
but  I think,  given  any  degree  of  liberty  at 
all,  they  are  likely  to  do  so. 

6153.  (Mr.  Jackson ):  Is  it  not  carrying 
the  idea  of  dealing  with  people  according 
to  whether  they  fit  in  with  society  to  rather 
an  extreme  length  when  you  put  habitual 
criminals  into  the  same  group  as  moral 
defectives?  Surely,  we  have  a large  num- 
ber of  habitual  criminals  who  are,  as  far 
as  one  can  see,  perfectly  normal  people  m 
their  intelligence  and  in  their  capacity  to 
deal  with  society,  both  in  prison  and  when 
they  are  not  in  prison  ; they  merely  adopt 
this  particular  way  of  surviving  m our 
society.  Is  not  this  carrying  the  significance 
of  antisocial  activity  really  to  an  extreme, 
when  you  deduce  from  it  that  there  must  be 
something,  so  to  speak,  within  your  field? 

1 think  that  is  possibly  true.  Sir,  but 

the  fact  is  that,  with  our  present  knowledge, 
no  means  of  treating  them,  or  punishing 
them,  seems  to  alter  their  behaviour. 

6154.  What  I want  to  get  at  is  this : if 
one  of  these  habitual  criminals  visited  you 
as  a consultant,  and  you  did  not  happen  to 
know  his  criminal  record,  would  you  find 

anything  the  matter  at  all? 1 think  his 

manner  and  his  personality  would  suggest 
the  possibility. 

6155.  (Chairman):  At  what  age  do  you 

think  the  condition  is  identifiable? ;I 

think  one  can  begin  to  be  suspicious  of  it 
when  a child  is  at  school,  in  his  school 
behaviour  record.  I could  not  give  you  a 
definite  age  by  which  you  can  be  sure,  Sir. 

I do  not  think  you  can  be  sure  by  the  age 
of  eighteen,  quite  honestly. 

6156.  (Dr.  Thomas):  Following  up  Dr. 

Jackson’s  question,  it  is  a legitimate  thing 
to  point  out,  is  it  not,  that  whenever  a 
doctor  tries  to  make  a diagnosis  in  any  case, 
it  is  essential  that  he  does  get  a compre- 
hensive case  history? Quite. 

6157.  And  that  is  the  point  that,  you 

would  adduce  in  making  a diagnosis  of 
psychopathic  personality,  that  you  are  able 
to  review  the.  person’s  past  history  over  a 
prolonged  period? Quite,  Sir. 

6158.  (Mr.  Jackson):  I did  not  mean  to 

suggest  that  you' should  make  a diagnosis 
without  having  his  past  history.  I merely 
meant  to  put  it  that  some  habitual  criminals 
are  some  of  the  most  astonishingly  normal 
people  one  ever  meets. 1 do  not  feel  you 
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can  regard  them  as  being  normal  because 
this  would  imply,  by  definition,  that  fifty 
per  cent,  of  the  population  behaved  in  the 
same  way. 

6159.  (Dr.  Rees):  How  would  you  dis- 

tinguish between  a habitual  criminal  who 
would  be  certifiable  under  a Mental  Treat- 
ment Act  and  one  who  would  not  be? 

My  point,  Sir,  was  that  I believe  that  they 
should  be  certifiable  under  that  Act. 

6160.  You  mean  all  habitual  criminals 

should  be  certifiable  under  a Mental  Treat- 
ment Aot? 1 think  so  if  one  felt  that 

society  was  going  to  be  served  best  by  such 
action.  After  all,  that  is  really,  I feel,  the 
basis  of  all  these  Acts,  the  duty  to  society 
and  the  duty  to  the  persons  themselves. 

6161.  (Lady  Adrian):  How  would  you 

define  a habitual  criminal? A person 

who  goes  on  committing  the  same,  or  simi- 
lar, offences,  on  whom  punishment  has  no 
effect  at  all. 

6162.  (Dr.  Rees):  Even  if  he  gains  as 

a result  of  his  crime,  if  it  is  to  his  advan- 
tage?  <1  do  not  think  you  can  say  that 

he  gains  if  he  is  always  being  punished  for 
what  he  has  done,  although  he  may  gain 
temporarily. 

6163.  (Mrs.  Braddock) : Your  definition 

might  prevent  the  courts  from  having  to 
use  preventive  detention  for  criminal  of- 
fenders?  1 think  so,  yes. 

6164.  (Sir  Cecil  Oakes):  But  what  would 
be  the  advantage  to  society  as  a whole,  if 
the  person  you  are  postulating  is  certified, 
as  against  his  being  imprisoned?  You  say 
there  is  no  hope  of  remedying  his  be- 
haviour.— —No,  Sir.  t think,  other  things 
being  equal,  a prisoner  does  come  out  of 
prison  at  some  stage  or  other.  What  I 
had  in  mind  was  something  on  the  Scan- 
dinavian pattern  where  people,  having  been 
certified  as  psychopaths,  or  whatever  you 
like  to  call  them,  are  detained  perhaps  in- 
definitely, or  all  their  lives  in  some  cases,  in 
an  appropriate  environment. 

6165.  (Dr.  Thomas ):  But  you  would 

recognise,  would  you  not,  that  many  of 
these  cases  are  treatable  psychiatrically? 

Yes,  Sir,  but  my  point  is  that  they 

would  not  come  within  this  class  unless,  it 
had  been  found  that  they  just  would  not 
respond  to  any  treatment. 

6166.  (Sir  Cecil  Oakes):  Yes,  but  what 
period  would  you  need  before  you  could 
say  they  were — using  your  own  term — 

doomed  to  it? That  would  depend  how 

heavily  their  past  history  weighed  against 
them.  I could  not  give  you  a definite 
period.  It  would  depend,  too,  upon  at  what 
stage  they  came  to  see  you,  for  one  thing. 

6167.  (Dr.  Thomas):  Arc  you  thinking  in 
terms  of  some  form  of  detention  for  these 
psychopathic  cases,  subsequent  to  imprison- 
ment or  punishment,  which  has  been  found 
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to  be  ineffective?' 1 think  in  the  majority 

of  cases  that  would  be  so,  Sir. 

6168.  Do'  you  not  feel  that  there  is  also 
a field  for  treatment  of  the  kind-  of  people 
who  may  not  be  as  severely  antisocial  as 
that,  for  whom  treatment  might  be  intro- 
duced at  an  earlier  stage  in  their  life  history 

with  a better  prognosis? Yes,  I believe 

that,  too.  Sir,  and  I believe  that  while  they 
are  undergoing  imprisonment  they  ought  to 
be  given  opportunities  for  receiving  treat- 
ment. 

6169.  (Mr.  Jackson ):  I am  sorry  to  keep 

returning  to  this  question  as  to  what  you 
can  diagnose.  The  point  I really  want  to 
put>  to  you  is  the,  one  might  almost  say, 
arbitrary  clement  in  the  labels  that  we 
attach  to  people.  You  may  get  one  kind 
of  person  coming  before  the  courts  with  a 
long  record  of,  say,  breakings  and  enterings 
and  larceny,  and  punishment  has  had  no 
effect  upon  him  at  all.  Bt  we  also  get  a 
lot  of  -people  coming  before  our  courts  who 
have  many  convictions  each  year  for 
driving  offences,  and  punishment,  so  far  as 
one  can  see,  has  no  effect  upon  them  what- 
ever. If  you  are  going  to  lock  up  the  one 
category  for  being  a social  nuisance  or  in- 
capable of  adapting  himself  to  the  society 
in  which  he  lives,  are  you  going  to  lock 
up  the  other  lot?  If  not,  where  is  the  dis- 
tinction?  1 believe,  Sir,  that  there  may 

be  some  people  who  come  within  that 
second  category  which  you  have  mentioned 
who,  if  they  were  allowed  to  keep  their 
licences,  and  went  on  driving  recklessly, 
destroying  life,  might  come  within  this 
class  ; but  that  is  not  likely  to  happen,  is 
it,  because  they  will  have  had  their  licences 
taken  away  from  them? 

6170.  Is  it  the  case  that  a long  string  of 
convictions  for  larceny  really  shows  a very 
dangerous  character?  Is  it  not  a rather 
arbitrary  distinction  that  one  is  wicked  in 
his  way  of  life  because  he  steals,  and  is  to 
be  shut  up,  and  the  other,  who  equally 
will  not  obey  the  law,  is  somehow  not  so 
wicked,  and  not  to  be  shut  up?  You  see, 
the  difficulty  is  that  if  your  ideas  are  ever 
going  to  be  law  they  have  got  to  be  defined 
and  put  in  terms,  and  I get  very  inquisitive 
as  to  where  you  really  draw  the  line,  unless 
we  are  going  to  have  a very  large  section 

of  the  community  shut  up. 1 think  the 

present  definition  says  “ of  strongly  vicious 
or  criminal  propensities  ”.  At  the  present 
time  I think  it  would  be  possible  for  a 
habitual  petty  offender  with  . driving 
offences  to  come  within  the  definition  of 
moral  defective ; that  is  why  I think  it  does 
need  some  clarification.  I,  personally, 
would  not  certify  people  as  being  morally 
defective,  unless  they  were  really  vicious 
in  their  behaviour  towards  society. 

6171.  (Sir  Cecil  Oakes):  You  would 
regard  that  as  incomplete  development  of 
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mind,  in  that  case?  You  could  draw  that 
conclusion,  could  you,  in  the  motoring 

cases? No,.  Sir.  In  the  definition  of 

“ moral  defective  ” at  the  present  time,  one 
has  to  assume  or  prove  incomplete 
development  of  mind.  Only  if  you  find 
incomplete  development  of  mind  associated 
with  strong  vicious  or  criminal  propensities, 
at  the.  present  time,  can  you  certify  a person 
as  being  a moral  defective. 

6172.  (Chairman):  (Perhaps  I might, 

approach  the  subject  in  a different  way  by 
asking  you  this.  In  your  actual  experience 
in  your  present  position,  where  do  you 
find  the  shoe  pinches?  To  what  extent 
are  patients  sent  to  your  institution  who 
you  think  should  not  be  sent  there?  How 
far  do  you  see  people  whom  you  would 
very  much  like  to  have  in  the  Hospital  and 
you  are  unable  to  certify  them  under  the 

present  law? At  the  present  time  we  do 

not  have  any  patients  coming  in  whom  I 
feel  should  not  come  in  at  all.  I have 
discussed  this  difficulty  of  sometimes  send- 
ing people  whom  I feel  should  not  be  sent 
to  mental  deficiency  hospitals  with  the  local 
authority  and  with  the  magistrates  and  it 
does  not  really  present  a very  great  prob- 
lem. As  regards  the  second  question  we 
do  not  run  any  out-patient  department  and 
I am  not  asked  to  see  offenders  before  they 
are  brought  before  the  Courts  or  after. 

6173.  That  approach  does  not  interest 

you? No,  not  really,  Sir. 

6174.  I wonder  if  you  would  like  to  com- 
ment on  the  passage  in  the  report  of  the 
Royal  Commission  of  1908  dealing  with 
this  question  of  the  reasonably  intelligent 
person  who  ought  not  to  be  at  large,  so 
to  speak — that  their  record  of  crime  or  vice 
proves  that  the  will  and  the  judgment  are 
so  abnormal  as  to  amount  to  mental  defect. 
I know  it  is  bad  taste  to  mention  the  word 
“ will  ” in  the  presence  of  a modern 
psychologist,  but  the  words  convey  an  idea 
to  my  mind  which  some  other  definitions 

do  not. 1 feel,  Sir,  to  be  honest,  that 

we  have  very  little  knowledge  about  will ; 
we  have  to  judge  by  behaviour  and  the 
effect  of  other  influences  upon  people’s 
behaviour. 

6175.  Do  you  have  any  really  high-grade 

defectives  at  Stoke  Park  Hospital? We 

have  a few,  Sir.  But  the  numbers  are  going 
down  all  the  time,  because  we  licence  or 
discharge  all  those  we  possibly  can.  The 
ones  who  remain  are  those  who,  when  they 
come  into  conflict  with  society,  always 
break  down  or  get  themselves  into  some 
sort  of  difficulty. 

6176.  If  you  limited  the  patients  in  your 
hospital  to  the  imbeciles  and  the  idiots,  and 
got  rid  of  all  high-grade  and  feeble-minded 
patients,  would  your  difficulty  of  staffing  be 

seriously  increased? 1 think  it  would, 

Sir,  because,  although  we  do  not  keep  any 
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patients  any  longer  than  is  absolutely  neces- 
sary for  their  own  good,  their  presence 
within  the  hospital  does  obviously  help  to 
run  the  hospital. 

6177.  I was  not  thinking  of  it  from  that 
point  of  view,  but  I wondered  whether  the 
unpleasantness  of  having  to  look  after  the 
other  patients  all  the  time  would  not  make 
the  profession  of  mental  nursing  more  un- 
popular?  With  the  majority  of  idiots 

and  imbeciles,  the  stable  ones,  I do  not 
think  it  would  increase  the  problem,  be- 
cause many  of  the  staff  say  that  they  would 
rather  look  after  the  docile  imbecile  and 
idiot  than  look  after  the  difficult,  unstable, 
high-grade  defective ; but  with ' the  really 
aggressive,  violent,  low-grade  defective,  that 
is  a very  great  problem. 

6178.  A great  many  people  urge  the 

separation  of  the  high-grade  feeble-minded 
from  the  idiot  and  the  imbecile.  I some- 
times wonder  whether  there  is  not  an  even 
greater  case  for  the  separation  of  the  idiot 
and  the  imbecile.  I mean,  the  really  low- 
grade  idiot,  who  is  incapable  of  even  con- 
trolling his  natural  physical  functions,  and 
the  docile  imbecile  are  not  very  happy  bed- 
fellows, are  they?-; They  arc  segregated 

into  appropriate  villas  and,  by  the  nature 
of  their  disability,  the  low-grade  idiots  are 
not  as  mobile  as  the  docile  imbeciles  ; so, 
unless  the  docile  imbecile  goes  out  of  his 
way  to  go  into  their  villa,  they  are  not 
likely  to  come  into  contact. 

6179.  In  other  words,  they  are  segregated? 

— They  are  segregated. 

6180.  So  long  as  the  idiot  is  kept  in 
the  ward.  But  in  the  modern  treatment  of 
idiots,  do  they  not  get  out  of  doors  more 

and  more,  in  playgrounds,  and  so  on? 

They  do,  but  the  ones  we  are  talking  about 
—the  ones  who  are  completely  physically 
handicapped — are  immobile  even  when  they 
are  taken  out.  They  are  not  living  among 
the  others.  I do  not  think  there  is  the 
same  difficulty  between  the  borderline  idiot 
and  the  borderline  imbecile. 

6181.  (Dr.  Thomas):  Would  you  care  to 
give  an  indication  of  your  ideas  about  the 
level  of  intelligence  at  which  you  think.it 
is  undesirable  to  care  for  the  antisocial 
psycopalh  in  the  mental  deficiency  hospital? 

1 think  an  intelligence  quotient  of  about 

75,  Sir. 

6182.  (Chairman):  Is  there  anything  else 
you  would  like  to  say  to  ns  about  the  con- 
ditions of  work  under  the  present  Mental 

Deficiency  Acts? Only  to  stress  that  in 

so  many  of  the  old  hospitals  it  is  impossible 
to  achieve  proper  segregation  because  the 
blocks  are  so  large — 160  beds,  and  so  on 
— which  aggravates  the  patient  problem  and 
•the  nursing  problem  very  considerably. 

6183.  (Ladv  Adrian):  Could  you  tell  us 
on  what  grounds  you  consider  you  should 
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be  able  to  curtail  the  liberty  of  the  high- 
grade  defectives,  not  the  psychopaths,  and 
to  what  degree  you  should  be  able  to 

curtail  their  liberty? 1 think  one  should 

be  able  to  curtail  their  liberty  to  the  abso- 
lute minimum. 

6184.  On  what  grounds? Mainly  on 

the  grounds  that  they  were  neglected  out- 
side, that  they  were  not  properly  cared  for, 
and  they  were  incapable  of  standing  up  to 
an  adverse  environment. 

6185.  Would  you  think  it  justifiable  on 

the  grounds  that,  they  needed  training? 

I would  indeed,  yes. 

6186.  (Dr.  Rees):  Would  you  regard 

domestic  work  as  a desirable  form  of  occu- 
pational training  for  the  high-grade  defec- 
tive?  1 do  not  think  it  is  a desirable 

form  of  training  for  all  high-grade  defec- 
tives. 

6187.  But  for  many? 1 do  not  think  it 

is.  For  a lot  of  women  I believe  it  is, 
although  some  of  them  do  resent  being 
made  to  do  domestic  work.  The  difficulty 
often  is  to  find  them  some  other  more  suit- 
able work  to  do.  But  I do  not  think  it 
is  appropriate  for  high-grade  men. 

6188.  Not  an  appropriate  thing  within 

the  mental  deficiency  institution? No, 

Sir. 

6189.  Are  you  suggesting  that  male 

patients  should  not  do  any  domestic  work 
in  the  hospital? No,  I am  not  suggest- 

ing that.  I am  suggesting  that  we  should 
try  to  occupy  them  and  train  them  during 
the  greater  part  of  the  day  for  a job.  which 
they  are  more  likely  to  do  outside,  if  they 
are  fit  to  go  outside. 

6190.  But  are  not  high-grade  mental  de- 
fectives often  very  successful  as  domestic 

workers? Yes,  but  I feci  it  is  not  a 

normal  outlet  for  the  male  population,  out- 
side the  hospital.  It  depends  how  far  you 
extend  the  term  “ domestic  work.” 
Obviously,  some  of  them  do  work  as 
handymen  in  hotels,  and  look,  after  boilers, 
and  help  to  carry  cases  up  and  down.  They 
do  do  some  domestic  work,  but  I do  not 
think  just  domestic  work  alone  is  suitable 
for  them. 

6191.  (Lady  Adrian):  Do  you  think  this 
is  the  reason  why  you  arc  getting  so  many 
fewer  high-grade  cases?— —No  ; I think  the 
reason  we  are  'getting  apparently  fewer 
high-grade  cases  is  really  an  economic 
reason.  In  times  of  full  employment  people 
arc  employed  who  would  not  be  employed 
if  life  were  more  competitive  and  so  they 
are  kept  outside.  They  do  not  need  to  come 
into  hospital.  When  times  become  more 
competitive  they  cannot  hold  their  own  and 
they  come  in. 

(Chairman):  Thank  you.  Is  there  any- 
thing more  you  would  like  to  say  to  us? 

No,  thank  you,  Sir. 

is  withdrew .) 
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3Dr,  Maxwell  Jones,  C.B.E.,  M.D.,  M.R.C.P.E.,  D.P.M.  ( Director  of  the  Social 
Rehabilitation  Unit,  Belmont  Hospital), 

called  and  examined. 


Memorandum  of  Evidence 

1 . I would  like  to  put  forward  a plea  for  the  treatment  of  the  severe  character 
disorder  with  antisocial  trends.  This  is  a social  as  well  as  a psychiatric  problem 
blit  I feel  that  by  applying  known  psychiatric  skills  and  many  concepts  borrowed 
from  the  social  science  field,  something  constructive  can  be  done  in  the  treatment 
of  this  type  of  individual.  I have  in  mind  the  sort  of  person  who  is  frequently 
referred  to  as  an  aggressive  or  inadequate  psychopath  who,  as  often  as  not,  comes 
from  a broken  home  or  no  home  at  all.  He  has  felt  unwanted  in  his  early  life 
and  has  usually  shown  his  reaction  to  this  by  antisocial  behaviour  from  an 
early  age.  He  may  be  either  solitary  or  a member  of  a gang  of  delinquents.  He 
may  be  well  endowed  intellectually  but,  because  of  his  social  difficulties,  frequently 
fails  to  make  full  use  of  his  schooling  ; then  follows  the  familiar  picture  of  inability 
to  settle  in  a job,  inability  to  make  friends,  often  an  unsatisfactory  marriage  and 
occasionally  a resort  to  crime. 

2.  For  the  past  8 years  we  have  been  specially  concerned  in  studying  the 
treatment  needs  of  this  type  of  individual  in  the  Social  Rehabilitation  Unit  at 
Belmont  Hospital.  This  Unit  has  100  beds — two-thirds  male  and  one-third  female. 
We  believe  that  this  type  of  patient  is  quite  unsuitable  for  the  usual  forms  of 
psychiatric  treatment  either  physical  or  psycho-analytic.  If  admitted  to  a psychiatric 
hospital  he  is  a disrupting  influence  in  the  wards  and  cannot  tolerate  the  restrictions 
and  discipline  which  are  necessarily  found  in  mental  hospitals.  If  he  is  unfortunate 
and  finds  his  way  to  prison,  again  he  is  a trouble  maker  and  the  common  term, 
used  in  prisons,  “smashing  up”  aptly  describes  the  difficulties  that  may  ensue. 
We  believe  that  such  people  who  are  really  displaced  persons  in  our  society  will' 
only  become  re-socialised  if  placed  in  an  environment  where  they  feel  they  are 
wanted.  The  exact  nature  of  this  environment  has  been  the  aim  of  our  eight 
years  of  study.  We  have  tried  to  forget  our  preconceptions  about  the  social 
organisation  of  a hospital  and  the  traditional  role  of  doctors,  nurses,  etc.,  and  to 
build  up  a therapeutic  community  where  100  patients,  and  30  staff  live  together, 
meeting  daily  as  a total  community  and  then  breaking  up  as  small  discussion 
groups  and  work  groups,  always  with  a view  to  the  re-socialisation  of  the  patient. 

3.  We  have  come  to  dispense  largely  with  the  need  for  individual  therapy, 
preferring  to  relate  all  problems  back  to  the  total  community.  In  this  way  the 
patients  have  become  identified  with  the  experiment  and  have  come  to  realise 
that  here  is  a community  of  their  own  making  in  which  they  belong  and  which 
contains  various  trained  persons  whose  only  role  is  to  help  them  to  work  through 
their  social  difficulties.  The  complexity  of  a social  structure  of  this  kind  and  of 
the  community  and  group  techniques  used  is  too  great  to  condense  for  the  purpose 
of  this  report  but  has  in  part  been  written  up  in  book  form  which  also  reports 
on  a follow-up  study  with  results  which  must  be  regarded  as  encouraging  in  view 
of  the  difficult  type  of  patients  we  are  treating.  (“Social  Psychiatry”,  1953.) 

4.  We  believe  that  there  is  no  other  country  where  psychopathic  units  of  this 
type  are  to  be  found.  Many  psychiatrists  to  whom  I have  talked  in  different 
parts  of  the  world,  while  doing  a survey  on  rehabilitation  for  the  World  Health 
Organisation,  have  agreed  with  me  about  the  need  for  this  type  of  special  unit. 
Special  centres  are  frequently  deplored  as  breaking  away  from  holistic  concepts 
in  psychiatry  but  the  problem  of  the  psychopath  does  seem  to  call  for  unique 
methods  of  treatment  and  in  particular  a specially  trained  staff.  One  major  diffi- 
culty is  that  the  organisation  and  training  of  the  staff  for  such  units  is  a very 
complex  matter  and  would  need  very  careful  planning. 

31294  A 5 

Printed  image  digitised  by  the  University  of  Southampton  Library  Digitisation  Unit 


1230 


ROYAL  COMMISSION  ON  MENTAL  ILLNESS  AND  MENTAL  DEFICIENCY 


5.  We  believe  that  the  development  of  such  special  units  either  in  relation  to 
psychiatric  hospitals  or  prisons,  or  both,  and  run  on  the  lines  of  a therapeutic 
community  offer  the  best  chance  of  re-socialising  antisocial  character  disorders. 
It  is  encouraging  to  know  that  Professor  Baan,  Professor  of  Criminology  in  Utiecht, 
is  developing  a unit  of  100  beds  of  the  kind  under  discussion  for  the  treatment 
of  severe  criminal  psychopaths.  He  plans  to  pattern  this  experiment  on  the  Social 
Rehabilitation  Unit  at  Belmont. 


6.  It  is  probably  impossible  to  find  a satisfactory  definition  for  psychopathic 
states  at  the  present  stage  of  our  knowledge.  But  just  as  the  idea  of  a neurosis 
implies  that  the  individual’s  emotional  conflicts  are  of  such  a degree  that  symptoms 
appear  and  his  efficiency  in  carrying  on  his  everyday  life  is  impaired  so  that  he 
needs  help  (treatment),  so  one  might  say  that  the  psychopath  demonstrates  his 
inability  to  adjust  to  the  social  milieu  in  which  he  lives,  and  produces  a demand 
bv  the  community  that  something  be  done  (treatment,  punishment,  or  segregation) 
to  remove  or  modify  the  social  problem  created  by  the  individuals  antisocial 
behaviour. 


7.  This  concept  of  social  defectiveness  as  an  attitude  of  the  majority  towards  a 
troublesome  minority  is  probably  more  realistic  than  any  attempt  at  a diagnostic 
classification  when  etiology  is  still  far  from  clear. 


8 In  practice  the  neurotic’s  conflicts  produce  tension  and  distress  which  drive 
him  in  the  direction  of  treatment  (apart  from  secondary  gains  through  illness) 
whereas  in  psychopathic  states  the  individual  concerned  sees  the  problem  as  being 
not  so  much  his,  as  that  of  the  hostile  world  around  him. 


9 In  our  experience  the  majority  of  psychopathic  states  can  best  be  understood 
as  developmental  anomalies  of  character  formation  and  even  in  cases  where  organic 
factors  hereditary,  etc.,  appear  to  play  a part,  any  attempt  at  amelioration  of  the 
problem  must  include  an  active  attempt  at  promoting  personality  growth. 

10  There  are  no  clear  cut  lines  of  demarcation  between  the  diagnostic  categories 
of  neurotic,  psychotic,  mental  defective,  and  psychopathic  states— much  overlapping 
occurs. 

1 1 . Many  psychopathic  states  do  in  fact  seek  psychiatric  help  of  their  own  accord 
but  an  unknown  number  never  do  so,  one  major  factor  probably  being  their 
inability  or  unwillingness  to  see  themselves  as  ill  and  in  need  of  treatment. 


12.  Others  in  this  loose  category  of  psychopathic  states  appear  in  the  courts  as 
a result  of  their  antisocial  behaviour  and  at  this  point  organised  society  can 
intervene  and  take  action  even  without  the  individual’s  co-operation. 

13.  In  our  experience  many  psychopaths  can  overcome  their  early  resistance  to 
the  idea  of  treatment  but  much  will  depend  on  the  attitude  adopted  towards  him 
by  the  official  representatives  of  society,  the  magistrate,  probation  officer,  prison 
doctor,  psychiatrist,  family  doctor,  the  family  itself,  etc.  The  fact  has  to  be  faced 
however  that  many  psychiatrists  and  others  feel  hostile  towards  psychopaths  and 
it  is  difficult  to  know  how  far  the  “ unwilling  patient  ” is  at  least  in  part  produced 
by  the  resistances,  conscious  or  unconscious,  of  those  who  are  officially  there  to 
help  him. 

14.  At  present  the  “ unwilling  patient  ” can  be  directed  compulsorily  to  treatment 
only  after  having  committed  an  offence  and  at  the  discretion  of  the  courts.  Surely 
the  interests  of  society  and  of  the  individual  should  be  subject  to  a socio-medical 
as  well  as  a legal  decision? 

15.  Assuming  the  desirability  of  such  a course,  how  could  it  be  administered?  In 
the  case  of  mental  illness  the  decision  rests  with  the  doctors  with  or  without  the 
legal  representative  (temporary  or  certified  patients).  A similar  arrangement  might 
be  worked  out  in  relation  to  the  psychopathic  states.  Treatment  while  in  prison 
or  under  Section  4 of  the  Criminal  lustice  Act  might  be  compared  with  certification 
in  so  far  as  the  right  of  full  self  determination  is  removed  and  the  individual’s 
reinstatement  as  a free  individual  is  in  the  hands  of  the  medico-legal  bodies. 
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16  In  those  cases  where  no  known  crime  has  been  committed  but  where  the 
social  problem  is  such  that  segregation  and/or  treatment  seems  to  be  called  for 
then  powers  of  temporary  confinement  for  the  purpose  of  adequate  investigation 
might  be  considered.  Such  a temporary  order  of,  say,  21  days’  duration  would 
require  a clinical  examination  by  at  least  2 psychiatric  consultants  one  of  whom  had 
had  special  experience  with  this  type  of  case.  (The  relatives’  agreement  would  be 
necessary.)  During  the  period  of  the  temporary  order  an  adequate  psychiatric, 
psychological,  and  social  assessment  of  the  case  could  be  made  in  much  the  same 
way  as  the  psychiatric  assessment  of  individuals  in  observation  wards  and  in  the 
remand  homes  is  done  at  present. 

17.  The  individuals  on  temporary  order  could  include  such  mixed  social  psychiatric 
problems  as  aggressive  psychopaths  whose  lack  of  emotional  control  has  led  to 
serious  disturbance  and  physical  violence  over  a long  period  of  time,  inadequate 
psychopaths  who  are  incapable  of  looking  after  themselves  or  their  families  and 
'who  have  to  be  carried  along  by  friends  or  social  agencies  if  they  are  to  exist 
at  all,  chronic  alcoholics  whose  personality  difficulties  are  so  severe  that  ultimate 
disintegration  of  the  individual  and/or  his  home  seems  inevitable,  drug  addicts 
with  similar  social  problems,  adolescents  and  adults  whose  control  over  their 
impulses  is  so  lacking  that  there  is  every  reason  to  anticipate  that  they  will  transgress, 
the  law  if  they  are  not  already  doing  so,  etc.  The  latter  group  would  include: 
certain  cases  of  sexual  perversion. 

18.  Individuals  on  temporary  order  should  be  housed  in  special  treatment  centres 
run  on  the  lines  of  a therapeutic  community  where  free  expression  of  feelings  and 
acting  out  are  encouraged  (open  psychopathic  hospital).  Treatment  should  be 
developed  while  at  the  same  time  the  necessary  psychiatric,  psychological,  and 
social  investigations  are  being  carried  out.  If  a sufficient  and  adequately  trained 
staff  is  available  during  this  period  it  should  be  possible  to  assess  not  only  the 
socal  psychiatric  problem  but  also  the  likelihood  of  the  individual’s  co-operation 
in.  treatment. 

19.  It  has  been  our  experience  in  treating  patients  sent  to  us  under  Section  4 
of  the  Criminal  Justice  Act  that  compulsion  need  not  lead  to  unwillingness  to 
participate  in  psychiatric  treatment.  By  analogy  it  might  be  inferred  that  at  leas 
some  of  the  patients  referred  to  treatment  on  an  urgency  order  might  participat 
willingly  in  treatment  once  their  initial  resistances  and  fears  had  been  overcom 
and  they  had  grasped  what  treatment  meant.  Such  people  would  realise  that  society 
wanted  to  help  and  not  punish  them  and  would  be  willing  to  remain  in  treatment 
for  as  long  a period  as  was  deemed  necessary.  Others  would  probably  choose  to 
go  home  immediately  their  21  days’  compulsory  detention  had  expired.  In  such 
cases  a serious  attempt  to  render  help  would  have  been  made  and  some  cases 
might  well  seek  treatment  of  their  own  accord  at  a later  date.  Some  cases  however 
might  refuse  further  treatment  but  clearly  be  too  ill  to  return  home  without  the 
likelihood  of  a recurrence  of  the  trouble  which  led  to  the  original  commitment, 
e.g.  an  aggresive  psychopath  who  has  little  control  over  his  violent  impulses  but 
has  never  been  charged  with  a breach  of  the  peace,  or  an  inadequate  psychopath 
who  spends  all  his  and  his  mother’s  income  on  drink. 

20.  Cases  of  this  kind  after  full  investigation  has  been  made  from  the  social 
and  psychiatric  aspects  during  the  21  days  allowed  by  the  temporary  order  and  an 
attempt  at  treatment  has  been  made  but  further  treatment  has  been  refused,  might 
need  to  be  certified  and  transferred  to  a closed  hospital  (closed  psychopathic 
hospital). 

21.  Such  certification  might  require  a procedure  similar  to  certification  of  insanity 
but  assessing  abnormal  social  behaviour  rather  than  psychotic  behaviour. 

22.  The  closed  psychopathic  hospital  envisaged  might  be  on  the  lines  of  the 
Hubert-East  Institution  planned  by  the  Prison  Commission,  cases  being  referred 
either  from  prisons  or  through  the  certification  procedure  under  discussion. 

23.  The  plan  briefly  outlined  above  would  mean  that  social  abnormality  would 
be  dealt  with  in  much  the  same  way  as  mental  abnormality  is  at  present  administered 
under  the  Mental  Treatment  Act. 
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24.  As  things  stand  at  present  social  abnormality  is  sometimes  dealt  with  by 
punishment  and  much  less  often  by  treatment  whereas  psychotic  disorder  which 
was  once  dealt  with  in  a largely  punitive  way  by  society  has  in  recent  years  come 
to  be  better  understood  and  cases  are  invariably  offered  some  form  of  treatment. 

25.  The  above  plan  assumes  the  existence  of  special  units  of  2 types  for  the 
treatment  of  psychopathic  states  (open  and  closed  types  of  psychopathic  hospital). 
The  open  psychopathic  hospital  would  be  like  the  Social  Rehabilitation  Unit  at 
Belmont  Hospital.  Cases  would  be  ( a ) referred  voluntarily  from  psychiatric  clinics 
or  from  the  courts,  ( b ) sent  under  Section  4 of  the  Criminal  Justice  Act  for  treatment 
for  a period  of  up  to  one  year,  (c)  admitted  on  a temporary  order  for  21  days 
after  which  they  might  be  discharged,  or  stay  on  voluntarily  for  further  treatment, 
or  be  certified  and  transferred  to  the  closed  psychopathic  hospital  run  on  the  lines 
suggested  for  the  Hubert-East  Institution  to  be  run  by  the  Prison  Commission. 
The  latter  would  presumably  be  run  largely  as  a closed  hospital  but  nevertheless 
provide  treatment  for  each  case. 

26.  It  may  be  that  at  the  present  stage  of  our  knowledge  we  should  content 
ourselves  with  the  development  of  existing  facilities  for  the  treatment  of  psychopathic 
states  by  developing  treatment  facilities  in  prisons,  in  the  new  centre  planned 
by  the  Prison  Commission,  at  out-patient  clinics  such  as  the  Portman  Clinic  (Institute 
for  the  Study  and  Treatment  of  Delinquency)  and  the  Maudsley  Hospital,  in  the 
Social  Rehabilitation  Unit  at  Belmont  Hospitial  and  in  psychiatric  centres  generally. 
A co-ordinated  study  of  the  work  being  done  in  such  centres  together  with  research 
into  the  extent  of  the  problem  in  Britain  including  the  cases  which  become  known 
through  the  courts,  psychiatric  centres,  and  social  agencies,  etc.  would  seem  necessary. 
'In  addition  we  need  to  know  more  about  the  incidence  of  psychopathic  states 
and  other  psychiatric  categories  which  are  to  be  found  in  our  prisons.  Finally  a 
critical  analysis  of  the  results  of  various  forms  of  treatment  as  judged  by  follow-up 
study  perhaps  controlled  by  a follow-up  of  untreated  cases  would  seem  to  be 
necessary. 

27.  Legislation  directing  social  problems  to  treatment  can  only  be  justified  if 
treatment  is  available  and  is  known  to  be  effective.  There  may  nevertheless  be  a 
good  case  for  segregation  of  such  cases  even  before  the  best  methods  of  treatment 
and  the  results  of  treatment  have  been  fully  studied.  This  implies  a holistic  approach 
to  the  problems  of  social  psychiatry  the  family  unit  being  the  important  consideration 
and  not  the  individual  in  isolation. 

28.  In  the  above  evidence  two  viewpoints  have  been  expressed,  one  outlining 
a possible  commitment  procedure  relating  to  certain  types  of  personality  disorder, 
and  the  other  (paragraphs  26  and  27)  suggesting  that  at  the  present  state  of  our 
knowledge  any  action  of  this  kind  might  best  be  postponed  till  more  facts  are 
known.  The  latter  point  of  view  would  seem  to  be  more  appropriate  but  I do 
feel  that  there  are  certain  individuals  who  cannot  be  certified  as  insane  under  the 
present  Mental  Treatment  Act  who  nevertheless  are  a danger  to  themselves  and 
to  society  because  of  their  lack  of  control  over  their  impulses.  Such  people  should 
be  segregated  and  treated  if  the  problems  of  diagnosis  and  treatment  as  well  as 
the  legal  difficulties  can  be  overcome. 


Examination  of  Witness 


6192.  {Chairman):  We  are  extremely 

interested  in  your  memorandum.  I think 

ou  felt  yourself  rather  suspended  on  the 

orns  of  a dilemma? (Dr.  Maxwell 

Jones):  Very  much  so. 

6193.  You  rather  come  down  on.  the  side 
of  not  attempting  new  legislation  for  the 
apprehension  and  confinement  of  the 
psychopath  before  he  has  committed  an 

^offence? 1 think  that  you  have  read  my 

uncertainty  very  correctly.  I think  my 
uncertainty  and  unwillingness  positively  to 
recommend  such  a step  is  due  to  my  real 
liking  for  the  psychopath  and  my  dis- 
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inclination  to  do  anything  to  increase  his 
feeling  of  being  an  outsider,  but  at  the 
same  time,  I feel  that  society  needs  this 
step  when  it  is  ready  to  take  it. 

6194.  Can  you  enlighten  us  on  a problem 
which  is  always  facing  us?  To  what  extent 
is  this  condition  diagnosable  in  any  way 
which  is  not  purely  a judgment  on  the  facts 

of  the  patient’s  record? This  is,  of 

course,  the  core  of  the  problem.  I feel 
that  from  the  social  point  of  view  there  is 
usually  an  accumulation  of  facts  which  goes 
a long  way  towards  clarifying  the  position, 
but  I would  still  feel  the  need  for  amplifi- 
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cation  and  that  is  why  1 had  in  mind  a 
temporary  period  when  fuller  investigations 
could  be  carried  out.  In  other  words,  it  all 
depends  on  whether  we  are  making  this  a 
social  problem  or  a psychiatric  problem, 
because  it  can  be  seen  from  either  point  of 
view. 

6195.  I am  not  sure  what  a social  prob- 
lem means? There  I am  putting  the 

emphasis  on  the  problem  as  it  affects  other 
people  rather  than  as  it  affects,  or  is  seen 
by,  the  individual  himself,  because  the 
psychopath,  as  I meet  him,  is  not  usually 
the  best  judge  of  his  own  behaviour.  He 
lacks  that  awareness  of  the  feelings  of  other 
people  which  makes  him,  I think,  genuinely 
without  insight  or  understanding,  or  makes 
him  not  upset  at  the  harm  he  causes  to 
other  people.  On  those  grounds  I feel  that 
perhaps  other  people  or  society  are  in  a 
better  position  to  assess  the  deviant 
behaviour. 

6196.  (Dr.  Thomas ):  In  relation  to  what 
you  have  just  said,  could  you  elaborate  the 
phrase  in  paragraph  9 of  your  memo- 
randum, “ developmental  anomalies  of 
character  formation”?  Is  the  word 
“ developmental  ” right?  Do  you  have  in 
mind  there  development  of  emotional 
maturity,  or  how  do  you  determine 

developmental  factors? 1 think  in  terms 

of  the  growth  of  the  individual  and  his 
personality.  As  a parallel  I would  take, 
as  an  extreme  case,  that  although  a patient 
may  be  an  adult,  much  of  his  behaviour 
could  be  understood  in  terms  of  the 
behaviour  of  a child  of,  say,  two-and-a-half. 

6197.  (Mr.  Jackson)'.  May  I go  straight 
to  the  difficulty  that  I find  with  this?  In 
your  paragraph  6 you  say,  “ It  is  probably 
impossible  to  find  a satisfactory  definition 
for  psychopathic  states  . . and  then  in 
paragraph  10,  “There  are  no  clear  cut  lines 
of  demarcation  in  certain  categories  . . .” 
I am  rather  bothered  as  to  how  one  can 
have  the  compulsory  powers  that  you  sug- 
gest later  over  persons  whose  states 
apparently  cannot  be  defined.  Can  one 

really  do  that? 1 think  the  same  thing 

might  have  been  said  a hundred  years  ago 
about  mental  illness  and  our  ability  at  that 
time  to  define  what  we  meant,  and  yet 
society  felt  the  need  to  take  action.  I 
would  have  thought  it  might  be  a reason- 
able parallel  to  say  that  we  know  this 
problem  exists,  we  know  that  there  are 
people  who  are  so  disturbed  as  to  need 
help,  possibly  compulsory,  but  nevertheless 
we  are  still  not  able  to  agree  on  a common 
definition. 

6198.  (Chairman):  I wonder  if  this  may 
help  at  all.  To  what  extent  in  your 
experience  is  psychopathic  personality  a 
detectable  illness,  or  whatever  you  may  call 

it,  at  an  early  age? 1 think  in  line  with 

what  I have  been  saying  the  type  of  person 
I would  classify  as  a psychopath  would 


certainly  manifest  his  deviating  behaviour  at 
an  early  period,  say  before  the  age  of  twelve 
or  earlier. 

6199.  Many  children  behave  very  badly 

before  the  age  of  twelve?-^ Of  course,  and, 

as  you  imply,  many  do  manage  to  adjust ; 
it  is  common  knowledge  that  the  growth 
process  is  turbulent  and  difficult.  But  I 
think  the  question  of  degree  comes  into  this, 
and  also  that  the  corrective  factors  in  the 
stable  home  which  are  necessary,  I think 
most  of  us  would  agree,  to  this  corrective 
process,  are  usually  absent  with  the 
psychopath.  The  impression  that  we  have, 
and  it  is  certainly  endorsed  by  Dr.  Bowlby 
of  the  Tavistock  Clinic,  is  that  separation 
or  absence  of  adequate  parental  care  and 
affection  will  frequently  produce  this 
picture.  We  believe  that  we  are  dealing 
with  Dr.  Bowlby’s  separated  children  at  a 
later  stage,  and  certainly  the  retrospective 
evaluation  of  our  cases  would  strongly 
support  that.  It  is  very  rarely  that  _we  get 
a case  of  the  kind  I have  in  mind  which  has 
had  anything  approaching  an  ordinary  home 
environment. 

6200.  How  far  is  that  so?  I ask  because 
I have  been  told  that  the  surprising  thing 
is  the  number  of  psychopathic  personalities, 
more  or  less  severe,  at  any  rate  at  the  age 
of  twenty  or  so,  who  come  from  what  any- 
body would  normally  call  good  homes,  pos- 
sibly unwise  and  over-affectionate  homes. 

7 Of  course  it  is  said,  perhaps  partly  in 

jest  and  partly  seriously,  that  psychiatrists 
tend  to  have  an  answer  to  everything.  It 
sounds  rather  an  inadequate  answer,  but  I 
think  these  apparently  good  homes  are 
frequently  not  good.  You  have  at  least 
hinted  at  the  spoiling  characteristic  your- 
self. Over-indulgence  and  rejection  are, 
from  the  individual’s  point  of  view,  not  verv 
different,  because  if  spoiled  at  home  he  is 
rejected  by  people  outside. 

6201.  This  question  has  its  practical 
importance,  because  if  this  condition  tends 
to  become  pretty  clearly  diagnosable  at  an 
early  age,  then  under  an  extended  and 
amended  Mental  Treatment  Act  the  parents, 
if  they  are  reasonably  sensible,  could  send 
the  child  to  a mental  hospital  for  treatment 
at  an  early  age  and  your  difficulties  of  com- 
pulsion would  be  less.  But  if  the  only 
homes  where  you  would  expect  to  find  these 
people  are  the  really  bad  homes  who  would 
not  take  the  trouble  to  send  them  away,  it 

is  rather  different. 1 can  only  speak  from 

my  own  experience.  I know  what  you  are 
referring  to  in  literature  and  so  on.  Frankly, 
I do  not  meet  it.  I can  only  say  that  in 
the  severe  cases  that  we  get  this  complete 
absence  of  a home  or  the  absence  of  a 
reasonably  stable  home  is  almost  invariable 
— I am  not  going  to  say  invariable  because 
I would  need  to  do  some  research,  but  I 
would  say  almost  invariable. 

6202.  On  this  question  of  sufficiently 
defined  diagnosis  being  needed  to  justify 
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compulsion,  in  how  many  cases  do  you 
find  that  the  condition  is  associated  with 
identifiable,  abnormal  cravings,  such  as  drug 

addiction? This  is  where  research  really 

needs  to  be  done,  in  my  opinion.  Again, 
we  see  a selected  population,  the  people 
who  cause  a great  deal  of  trouble,  short 
of  the  actual  case  sent  to  prison.  We 
know,  either  from  the  probation  officer 
or  because  they  have  confided  in  the 
psychiatrist,  that  the  majority  have  deviated 
in  a way  \yhich  would  come  under,  we  will 
say,  sexual  aberration  or  alcoholism.  I 
would  say  that  applies  to  probably  the 
majority  of  the  ones  we  see.  But,  of  course, 
there  is  undoubtedly  a large  group  known 
to  psychiatry  who  manage  to  avoid  stepping 
over  the  line  of  antisocial  behaviour,  at 
least  as  known  to  the  police,  perhaps  by 
good  fortune,  perhaps  because  they  are  not 
so  ill,  perhaps  because  their  needs  are  not 
so  strong.  It  is  a very  arbitrary  field. 

6203.  (Dr.  Thomas)'.  Or  they  may  be 

too  clever  to  be  caught  by  the  police? 

Indeed,  yes  ; that  applies  especially  to  the 
imposters  whom,  again,  we  see  fairly  fre- 
quently and  they,  of  course,  do  not  want 
treatment  because  if  they  can  impose  on 
gullible  people  and  make  a good  livelihood, 
the  secondary  gains  are  very  attractive  and 
the  desire  to  change  is  minimal. 

6204.  (Mr.  Simon):  You  would  not 

advocate  taking  compulsory  powers  to  deal 

with  that  type? Again  it  turns  on 

whether  we  are  looking  at  this  from  the 
social  point  of  view  or  from  the  medical 
point  of  view.  From  the  medical  point  of 
view  there  has  to  be  co-operation.  Treat- 
ment would  be  mainly  from  the  social  point 
of  view  of  course ; if  they  are  caught  they 
are  punished  but  could  be  treated  in  prison. 

6205.  I had  in  mind  what  you  said  in 
paragraph  17  ; among  the  persons  on  whom 
a temporary  order  could  be  made — that 
means  temporarily  at  any  rate  depriving  an 
individual  citizen  of  his  liberty — are 
“ adolescents  and  adults  whose  control  over 
their  impulses  is  so  lacking  that  there  is 
every  reason  to  anticipate  that  they  will 

transgress  the  law  Yes,  that  is  a very 

good  point.  If  I were  asked  to  treat  such 
an  individual  I would  feel,  from  my 
experience,  very  gloomy  about  the  likeli- 
hood of  getting  his  co-operation  in  treat- 
ment, because  although  he  might  express 
verbally  a desire  to  be  helped  I would  not 
expect  him  really  to  participate  fully  in  the 
treatment  process.  I think  the  secondary 
gains  there  are  such  that  he  might  well 
not  want  to  change  his  way  of  life. 

6206.  There  are  two  points  there  really, 
are  there  not:  whether  compulsory  powers 
exercised  on  him  will  improve  the  prospect 
from  the  medical  point  of  view,  in  other 
words,  help  or  hinder  his  co-operation. ; and 
secondly,  whether  one  is  in  any  event  justi- 
fied in  depriving  a person  of  his  liberty 
merely  because  you  anticipate  that  he  will 


transgress  the  law  at  some  future  time? 

Yes.  Frankly  I was  not  thinking  of 

that  type  of  patient  when  I wrote  this,  I 
was  thinking  really  of  the  person  whom  one 
might  help ; the  adolescent  is  a good 
example  there.  I think  you  have  chosen  the 
type  who  highlight  the  weakness  of  this 
suggestion  because,  even  if  compulsory 
powers  were  available,  the  results  to  be 
expected  would  be,  I think,  in  long  term 
planning,  very  poor. 

6207.  I suppose  one  could  start,  for 

example,  on  those  who  are  already  deprived 
of  their  liberty  because  they  have  offended 
the  law? Yes. 

6208.  (Mr.  Jackson ):  I was  not  clear  in 
several  of  these  categories,  if  you  could 
have  all  the  powers  you  want,  how  far  it 
would  enable  you  to  help  people  whom  at 
present  you  cannot  get  hold  of  to  help,  or 
how  far  the  real  reason  is  to  protect  society 
against  people  who  are  rather  a nuisance? 

My  primary  interest  is  treatment,  and  I 

believe  from  the  experience  we  have  had 
that  patients  of  this  kind  can  be  helped.  1 
would  think,  in  view  of  the  last  question, 
that  it  was  very  reasonable  to  start  by  help- 
ing the  people  who  are  already  restricted  in 
prison,  and  others  who  sought  treatment  of 
their  own  accord.  That  would  be  the 
emphasis  that  I would  prefer  to  put,  but 
I am  very  much  aware  of  the  fact  that  there 
still  is  the  unwilling  patient  who  is,  in  fact, 
a threat  to  society.  One  sees  him  in  out- 
patient departments,  the  man  who  is,  say, 
a chronic  alcoholic  and  whose  wife  comes 
to  plead  with  you,  asking  you  not  to  let 
her  husband  know  she  has  come,  but  telling 
you  that  he  has,  in  fact,  threatened  to 
kill  her  and  does  put  his  hands  round  her 
neck  and  so  on,  and  that  she  just  cannot 
stand  it,  she  is  going  to  break  down.  Under 
the  existing  Acts  we  cannot  certify  this  alco- 
holic. and  we  cannot  do  very  much  to 
help  the  wife  in  such  cases.  I ani  taking 
an  extreme,  but  not  unfamiliar,  picture.  I 
think  that  most  States  in  the  United  States 
of  America  have  commitment  laws  which 
are  equally  avaliablc  for  drug  addicts  and 
alcoholics  in  terms  of  their  social  behaviour, 
predominantly  on  the  lines  of  which  I am 
talking. 

6209.  That  comes  back  to  the  question  I 
was  raising  earlier.  Addiction  is  something 
which  can  be  defined  fairly  easily,  but  with 
your  aggressive  psychopaths  and  inadequate 
psychopaths,  mentioned  in  the  first  part 
of  your  paragraph  17,  unless  you  can  get 
some  definition  that  other  practitioners  will 
agree  about,  in  other  words,  something  that 
will  convey  at  least  approximately  the  same 
meaning  to  the  various  people  who  would 
have  to  work  it,  is  it  really  feasible  to  have 
any  further  powers?  I am  sympathetic 
to  your  proposal  for  a twenty-one  days 
period  for  examination,  but  can  we  get  the 

conditions  defined  reasonably  tightly? 

I heartily  sympathise  with  the  point  you 
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have  raised  and  I only  wish  that  I could 
be  more  explicit,  but  it  would  be  mis- 
leading if  I were  to  be,  because,  although 
I myself  feel  that  I could  define  consistently 
the  type  of  case  that  I would  feel  was  a 
risk  in  the  way  expressed  here,  I quite 
agree  that  if  you  were  to  get  twelve  psychia- 
trists together  and  ask  them  separately  to 
make  their  definition,  you  would  get  various 
differences.  I have  worked  with  Dr.  Minski 
and  I know  the  difficulties  in  getting  a 
definition  on  which  psychiatrists  and  legal 
minds  can  agree.  My  own  feeling  is  that 
there  is  more  hope  of  finding  a definition 
related  to  social  behaviour  than  to  psychia- 
tric classification,  because  of  the  difficulties 
inherent  in  describing  a deviant  pattern  of 
behaviour  covering  the  life-time  and  the 
whole  growth  of  personality.  I find  it 
completely  impossible  to  make  a definition. 

6210.  (Sir  Cecil  Oakes)'.  I wonder  if  you 
would  comment  on  the  following,  which  is 
an  attempt  at  a classification  rather  than  a 
definition. 

“ Provision  should  be  made  in  the  legis- 
lation for  power  to  compel  persons  to 
be  subject  to  hospital  treatment  in  the 
following  circumstances: — if  they  display 
an  aberration  or  abnormality  of  mind  or 
emotional  constitution  occasioning  or 
preventing  them  from  controlling  abnor- 
mal impulses  and  resulting  either  (a)  in 
their  conduct  causing  danger  to  the  bodily 
or  mental  health  of  others  or  giving  rise 
to  a reasonable  apprehension  of  such 
danger,  or  ( b ) in  their  state  being  such 
that  serious  deterioration  of  their  mental 
or  physical  condition  is  to  be  expected 
in  the  absence  of  such  treatment. 

Hospital  treatment  shall  be  deemed 
to  include  treatment,  training,  or  instruc- 
tion in  institutions,  establishments, 
centres,  or  other  places  designated  for 
the  purpose  by  the  Minister.” 

That  is  only  a classification ; I realise  a 
definition  is  almost  impossible.  What  would 

you  think  at  first  glance? Of  course,  I 

do  not  feel  that  the  impulses  are  abnormal. 
I think  they  are  normal  impulses  of  extreme 
degree  and  the  point  is  that  the  controlling 
factor  is  absent,  or  relatively  absent,  not 
that  the  impulse  is  abnormal,  (a)  seems  to 
me  quite  reasonable  in  my  experience.  I 
do  not  feel  that  we  know  enough  about 
(Zj)  ; you  see,  the  tendency  is  for  the  con- 
dition to  lessen  with  age;  as  the  man’s 
emotional  drives  become  less,  _ so  this 
problem  becomes  less,  and  I think  most 
of  us  agree  it  is  seldom  that  we  see  a 
serious  problem  of  this  kind  over  the  age 
of  forty  or  fifty,  so  that  I do  not  quite 
agree  with  the  phrase  about  deterioration. 
“ Continuation  ” instead  of  “ deterioration  ” 
would  be  to  me  a better  word,  I think. 

6211.  (Dr.  Thomas):  Failing  a definition, 
the  main  interest  of  the  psychiatrist  in  this 
condition  is  treatability,  and  I am  wonder- 


ing how  far  we  could  go  on  the  lines  of 
basing  the  compulsion  on  the  two  factors  of 
social  behaviour  and  prognosis  under  treat- 
ment?  1 am  not  quite  sure  what  you 

have  in  mind  when  you  say  “ and  prognosis 
under  treatment”. 

6212.  In  order  to  avoid  bringing  in  the 
wide  category  of  habitual  criminal  and  so 
on,  it  would  be  necessary  for  the  psychia- 
trist to  recognise  the  psychiatric  problem  in 
a particular  case  before  compulsory  deten- 
tion would  be  permissible.  One  of  our 
difficulties  is  to  know  how  to  limit  the  com- 
pulsory treatment  to  the  people  who  can 

be  benefited. Yes.  I feel  that  we  are 

lacking  in  information  about  the  actual 
possibilities  of  treatment  because  in  my 
opinion  the  provision  is  so  inadequate  in 
this  country  and  in  every  other  country. 

I do  not  think  we  are  behind  other  coun- 
tries, in  fact  I think  we  are  in  front,  by 
and  large,  but  the  possibilities  of  treatment 
have  not  yet  been  fully  explored  and  the 
treatment  in  this  particular  category,  of 
course,  is  peculiarly  complex.  In  our  own 
society,  of  course,  we  all  know  that  m 
war-time  a psychopath  is  an  asset  to  society 
and  makes  one  of  the  best  fighters,  for 
instance,  in  tank  crews  and  bomber  crews 
and  so  on.  They  are  extraordinarily  useful 
when  society  goes  mad  and  legalises  killing ; 
their  aggression  is  then  acceptable.  One 
society  regards  some  behaviour  as  psycho- 
pathic in  a particular  era  and  not  in  another 
era.  In  America  we  can  think  of  a recent 
instance  of  behaviour  which  most  of  us 
would  regard  as  psychopathic,  but  which, 
temporarily  at  least,  was  acknowledged  as 
permissible  by  a large  section  of  the  public. 
What  I am  really  trying  to  say  is  that 
treatment  in  this  area  is  peculiarly  difficult 
because  of  the  resistance  of  the  so-called 
“ordinary"  public  to  these  patients  being 
treated  at  all.  They  wish  to  punish.  They 
wish  to  segregate  or  to  banish.  The  wish 
is  very  strong  indeed  and  it  is  something, 
I think,  we  have  to  face  up  to.  We  are 
trying  to  treat  the  psychopaths,  but  we  pay 
a very  heavy  price  in  terms  of  popularity, 
in  terms  of  anxiety  in  the  surrounding  com- 
munity, in  terms  of  doubts  in  the  mind  o. 
the  police  about  our  integrity.  I know  o: 
no  more  uncomfortable  job  in  psychiatry 
than  trying  to  treat  these  people,  because  w< 
are,  I think,  seen  as  identified  with  peoplf 
who  are  basically  bad.  I think  for  thii 
reason  the  psychiatrist  himself  tends  to  wish 
to  avoid  having  to  treat  these  people. 
These  patients  are  usually  misfits  in  mental 
hospitals  because  the  organisation  of  the 
hospital  and  the  orientation  of  the  doctors 
there  make  them  unable,  by  lack  of  time 
or  inclination,  to  treat  such  people. 
Psychopaths  cannot  tolerate  restriction 
and  confinement ; they  rebel ; their 

whole  life  pattern  is  against  it;  there- 
fore you  have  to  establish  highly  specialised 
permissive  units  where  they  can  be  treated. 
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The  special  term  is  acting-out  disorders. 
They  do  not  have  symptoms  like  neurotics 
but  tend  to  act  out  by  smashing 
windows  etc.  To  re-socialise  these  people  I 
believe  you  must  establish  the  kind  of 
understanding  environment  that  they  have 
never  had.  Of  course,  to  have  adults  be- 
having like  children  of  two-and-a-half  is 
extremely  anxiety-provoking.  In  our  case, 
the  Unit  is  part  of  a larger  hospital  where 
they  have  adopted  an  extremely  kind  and 
helpful  attitude,  but  at  the  same  time  they 
are  heartily  sick  of  us  and  for  very  good 
reasons.  We  cannot  expect  chronic 
alcoholics  to  change  overnight ; or  a person 
who  has  been  smashing  windows  for  years 
to  express  his  anger  against  any  kind  of 
frustration  to  change  overnight,  and  I do  not 
know  where  we  can  find  a milieu  in  which 
we  can  operate  completely  in  accord  with 
our  environment.  My  own  belief  is  that 
society  sees  in  these  people  the  image  of  its 
bad  self.  The  psychopath  is  essentially  you 
or  I behaving  as  we  would  like  to, 
ignoring  society  and  following  our  own 
purely  egocentric  wishes.  That  is  an  exag- 
geration, but  that  is  essentially  what  it 
appears  to  be  in  practice,  and  I think 
society  sees  in  this  individual — the  homo- 
sexual, _ the  aggressive  psychopath,  the 
alcoholic,  whatever  it  is — someone  who  is 
the  mirror  image  of  his  bad  self  and  there- 
fore very  frightening,  and  therefore  very 
much  to  be  treated  in  the  way  that  the 
mental  patient  was  treated  one  hundred 
years  ago,  to  be  as  far  as  possible  put  out 
of  the  way,  at  least  out  of  one’s  own  way. 
The  attitude  is,  “ By  all  means  treat  him, 
but  I do  not  want  to  be  living  in  the 
neighbourhood  ”,  or  “ I do  not  want  this 
risk  to  my  little  boy  because  you  have  such 
patients  in  the  neighbourhood  ”,  and  so  on. 
It  is  on  this  level  that  the  whole  problem 
of  the  treatment  of  psychopaths  is  so  much 
more  than  just  treatment  by  a doctor  of  a 
patient.  It  involves  society  because  these 
people  are  displaced  persons  in  our  society. 

6213.  (Mr.  Simon):  What  degree  of 

success  do  you  have  under  treatment,  taking 
first  of  all  immediate  suocess  and  then 

afterwards  the  follow-up? 1 have  not 

got  the  facts.  We  have  done  one  follow- 
up study,  a careful  follow-up  study  from 
visits  to  one  hundred  consecutive  discharges, 
which  was  published,  but  it  is  certainly  not 
very  relevant  now.  The  follow-up  was 
done  four  years  ago,  six  to  nine  months 
after  patients  had  left  hospital ; they  were 
not  all  psychopaths,  they  were  a mixed 
population.  So  the  value  of  that  is  very 
small.  It  showed  51  per  cent,  working  full 
time  since  they  left  hospital  and  a greater 
percentage,  something  like  two-thirds,  who 
appeared  to  have  made  a reasonably  good 
social  adjustment.  It  was  certainly 
encouraging  from  our  point  of  view,  better 
than  we  expected.  Far  more  important  is 


that  we  run  a club  for  ex-patients,  with  the 
kind  permission  of  St.  George’s  Hospital, 
every  Wednesday  and  we  go  there  and  see 
our  ex-patients,  many  of  whom  come  from 
the  London  area.  There  we  see  people 
whom,  at  one  time,  I would  have  thought 
of  as  unbeatable  under  ordinary  psychiatric 
conditions,  and  who  have  made  adjust- 
ments, psychopaths  who  are  now  working, 
or  finding  their  outlet  in  socially  accept- 
able channels,  where  it  had  looked  as  if  that 
was  too  much  to  hope  for. 

6214.  What  about  the  length  of  treat- 
ment in  your  Unit? We  feel  that  we 

need  something  of  the  order  of  six  to  twelve 
months  to  make  even  a change  in  social 
attitudes. 

6215.  Does  that  apply  to  all  types  or 

would  you  differentiate? This  again  is 

where  I would  not  be  ready  to  make  a 
strict  differentiation  myself.  I think  it 
would  be  fairly  accurate  to  say  that  with 
the  kind  of  case  we  are  describing  I would 
not  think  anything  under  six  months  is  likely 
to  be  profitable. 

621-6.  And  you  give  no  individual  therapy 

at  all,  even  in  the  case  of  drug  addicts? 

I would  like  to  combine  the  two,  if  we 
had  the  staff,  but  I think  the  feeling  that 
we  have  at  present  is  that  their  problems  are 
essentially  those  of  relations  with  other 
people,  they  are  isolates,  therefore  we  put 
all  our  emphasis  on  the  need  for  family 
groups  and  social  interaction-.  When 
they  are  acting  it  out  we  get  to  know  more 
of  their  problem  than  through  orthodox 
psychotherapy.  But  I would  not  like  to 
exclude  individual  therapy  ; I would  be  glad 
to  use  more  of  it  if  we  had  more  doctors. 

6217.  I see:  so  when  you  say,  “We  have 
come  to  dispense  largely  with  the  need  for 
individual  therapy,  preferring  to  relate  all 
problems  back  to  the  total  community  ”, 
that  has  really  been  forced  on  you,  rather 

than  being  a medical  preference? It  is  a 

preference  if  we  have  to  make  a choice, 
but  I would  like  both  kinds  of  treatment  for 
particular  patients. 

6218.  (Chairman):  Do  you  use  the  ser- 
vices of  visitors  other  than  doctors? Yes, 

Sir,  we  do.  In  one  way  we  have  done  this 
very  much.  We  have  largely  dispensed  with 
orthodox!  nursing  help  because  of  the  nature 
of  the  problem  which  does  not  really  call 
for  bed  nursing  or  orthodox  psychiatric 
treatment,  and,  apart  from  a nucleus  of 
trained  nursing  staff,  we  now  use  social 
science  personnel.  We  have  eleven  people, 
most  of  whom  have  a social  science  train- 
ing rather  than  a training  in  the  field  of 
medicine,  who  are  interested  in  the  problem 
and  in  the  individual  as  a person  rather  than 
as  a patient.  They  are  selected  essentially 
for  their  interest  in  people  and  in  motiva- 
tion and  in  understanding  behaviour  rather 
than  illness. 
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6219.  ( Lady  Adrian)'.  How  far  do  you 
think  your  proposed  twenty-one  day  order 
would  help  in  enabling  these  people  to 

accept  treatment? It  sounds  a very  short 

time  I know,  but  I do  feel  that  our  wastage 
now  is  in  the  first  week.  We  get  quite  a 
number  ot  cases  on  probation,  for  instance, 
who  are  not  under  Section  4,  and  who  are 
frightened  by  the  lack  of  privileged  com- 
munication. We  believe  that  this  feed-back 
into  the  community  is  very  important  for  the 
kind  of  person  who  keeps  everything  to 
himself  and  trusts  no  one.  But  it  is  very 
frightening  for  him  to  see  this  phenomenon, 
people  talking  about  sexual  problems,  past 
behaviour,  illegitimacy,  whatever  it  is  ; it 
thrusts  him  into  the  arena  and  he  finds  it 
very  frightening  and  we  do  lose  quite  a 
number  of  people  at  that  stage.  _ Now  we 
always  say.  if  we  feel  it  is  legitimate,  “If 
you  feel  "like  coming  back  later,  you  will 
be  welcome  ”,  and  quite  often  they  can 
come  back  later. 

6220.  (Dr.  Rees):  Are  you  likely  to  be 

more  successful  if  these  patients  are  certi- 
fied and  are  unwilling  patients? 1 think 

it  is  terribly  difficult  to  know.  I have  had 
unwilling  patients  sent  under  Section  4 
where  through  a painful  and  patient  process 
of  running  away  and  being  brought  back, 
and  the  Probation  Officer  being  prepared 
not  to  charge  them  and  so  on,  this  kind  of 
fear  can  be  worked  through,  but  it  certainly 
is  a very  harrowing  experience  for  every- 
one. * 

6221.  Could  you  treat  psychopaths  suc- 
cessfully under  prison  conditions? It 

would  depend  on  the  prison  conditions.  If 
it  were  a hospital  I think  one  could.  If  it 
were  a prison  and  not  a hospital,  I think  I 
would  feel  you  would  be  heightening  rather 
than  lessening  the  problem.  The  fear  of 
the  psychopath,  as  I see  it,  is  essentially 
that  he  will  be  seen  as  bad,  and  it  becomes 
worse  if  this  is  in  any  way  realised  by 
punitive  measures  or  by  prison  bars,  and 
that,  I think,  would  apply  to  most  prisons, 
as  I have  seen  them  at  the  moment,  leaving 
out  open  prisons. 

6222.  (Chairman):  Is  resentment  against 
society  in  your  experience  a general  charac- 
teristic of  the  condition  of  mind  or  character 

we  are  talking  about? Oh  yes  indeed. 

Sir.  I think  it  is  very  actively  expressed  in 
a community  such  as  ours  where  they  can 
say  what  they  like.  One  of  the  important 
lessons  they  are  given  in  this  thera- 
peutic community  is  that  the  community 
does  stand  for  authority,  admittedly  not 
punitive,  but  everything  is  brought  back  to 
the  community.  If  a window  is  smashed, 
we  say,  “ What  are  we  going  to  do?  ” 
Nevertheless  they  try  to  force  us  into  the 
position  of  exercising  authority.  Their 
relationship  with  society  is  on  the  basis  that 
authority  is  bad,  and  I think  they  show 
amply  their  intense  resentment  and  the 


feeling  that  they  have  been  wronged,  which 
in  a sense  is  true. 

I wonder  if  T might  put  forward  one  very 
tentative  suggestion.  I know  that  represen- 
tatives of  the  Ford  Foundation  Research 
Fund  have  been  visiting  places  in  this  coun- 
try recently ; we  had  a visit  ourselves.  They 
are  looking  for  big  projects,  not  small  things 
costing  only  a few  thousand  pounds,  and  my 
guess  is — I have  not  discussed  it  with  them 
— that  a project  of  this  kind  in  a country 
with  our  highly  developed  social  structure — 
because  I think  our  social  structure  is  very 
highly  developed — might  very  well  interest 
them.  The  Ford  Foundation  has  very  large 
sums  of  money  which  they  have  not  yet 
placed.  1 do  not  know  if  this  is  the  business 
of  this  Commission  in  any  way,  but  I would 
just  like  to  mention  the  possibility  of 
a national  study  on  the  lines  that  I have 
suggested  in  my  paragraph  26,  which  I think 
is  very  much  needed.  We  do  not  know 
much  about  the  incidence  of  psychopaths 
who  do  not  come  either  to  the  courts  or 
to  the  psychiatrist.  It  may  be  far  the  biggest 
problem  group  underlying  the  destruction  of 
homes  in  quiet,  undramatic  ways  which  are 
extremely  hurtful  to  the  next  generation.  I 
always  feel  we  tend  to  be  lulled  into  the 
illusion  that  patients  come  to  us ; often  I 
think  they  do  not  come  to  us. 

6223.  (Mr.  Jackson):  This  was  a point  I 
rather  wanted  to  take  on  your  paragraph 
14  where  you  talk  about  the  patient  being 
compulsorily  directed  to  treatment  after 
having  committed  an  offence  and  at  the 
discretion  of  the  Courts.  You  go  on  to  say, 
“ Surely  the  interests  of  society  and  of  the 
individual  should  be  subject  to  a socio- 
medical as  well  as  a legal  decision?  ” It 
is  implicit  in  this  and  in  a good  deal  of 
your  memorandum  that,  you  think  the  con- 
trol which  society  exercises  has  to  be  recast 
from  time  to  time.  Are  you  here  saying 
that  the  things  that  society  will  not  stand 
or  cannot  be  expected  to  stand  have  to  be 

re-defined  from  time  to  time? 1 think 

very  much  so,  Sir,  and  I think  the  homo- 
sexual is  an  excellent  example  of  that  at 
the  present  time. 

6224.  Is  not  a certain  amount  of  this  prob- 

lem due  to  what  one  might  call  a rather 
arbitrary  element  in  the  law?  At  a given 
time  certain  things  are  offences  and  other 
things  that  may  seem  socially  undesirable 
are  not? Yes,  I think  that  is  very  true. 

6225.  That  seems  to  run  at  the  back  of 
your  thoughts.  So  that  if  one  took  some 
things  from  your  paragraph  17,  such  as 
“serious  disturbance  and  physical  violence 
over  a long  period  of  time  ”,  certain  bad 
behaviour  of  that  kind,  the  real  reason  for 
much  of  the  problem  we  are  discussing  is 
what  I call  the  arbitrary  element  of  the  law, 
which  means  that  certain  things  may  come 
within  the  criminal  law  and  may  lead  to 
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one  person  being  sent  for  treatment,  while 
other  very  bad  conduct  may  not.  Perhaps 
I could  put  it  more  dearly  with  a specific 
example.  If  there  is  a certain  kind  of 
row,  it  may  mean  that  a person  appears 
before  the  Court  on  some  charge,  a charge 
of  assault,  say,  and  then  this  machine 
works.  Then  there  may  be  the  kind  of 
conduct  that  you  refer  to,  lack  of  emotional 
control  by  adolescents  and  adults,  the 
breaking  up  of  family  relationships,  but  be- 
cause it  does  not  happen  to  come  within 
the  particular  category  recognised  by  the 
law,  it  does  not  come  before  the  Court. 

Tt  seems  to  me  what  you  are  really  after  is 
something  almost  like  a re-casting  of  certain 
kinds  of  prohibitions  of  the  law  to  meet 

our  present  state  of  society. 1 think  that 

is  possible ; that  is  an  attractive  way  of 
looking  at  it. 

6226.  I was  trying  to  find  out  if  that  is 
not  lurking  at  the  back  of  what  is  put  for- 
ward here,  or  whether  I am  putting  a wrong 
interpretation  on  the  way  your  mind  has 

moved? 1 think  you  have  seen  very 

clearly  my  preference  for  social  or  socio- 
logical ways  of  looking  at  behaviour  rather 
than  by  classification  in  the  rigid  frame- 
work of  a doctor’s  attempt  at  medical  defi- 
nition. 1 fed  this  is  a much  wider  psycho- 
logical problem  than  1 feel  competent  to 
define. 

6227.  So  it  is  much  more  than  diagnosis? 
Yes. 

6228.  (Mr.  Simon):  That  would  have  the 
advantage,  of  course,  that  you  would  he 
treating  only  those  who  had  infringed 
against  your  reformed  law,  which  was  one 
of  the  difficulties  you  recognised  earlier. 
But,  of  course,  there  is  still  a great  reluc- 
tance in  this  country  to  extend  the  criminal 
law  to  cover  all  forms  of  antisocial  be- 
haviour, even  if  it  were  possible.  You  are 
si  ill  bound,  practically  speaking,  to  get  a 
good  deal  of  antisocial  behaviour  winch 
cannot  fall  within  the  ambit  of  any  reason- 
ably reformed  criminal  law,  so  the  problem 

would  still,  in  a sense,  remain? Yes,  and 

of  course,  as  1 have  already  pointed  out, 
there  is  the  normal  expectation  of  disrup- 
tive behaviour  in  the  adolescent  and  so  on 
and  anyway  one  could  easily  get  out  of 
perspective,  this  distinction  within  society  as 
to  how  far  one  can  go  and  should  go. 

1 feel  that  this  is  where  the  more 
holistic  viewpoint  is  important,  and 
that  if  one  looks  only  at  the  individual, 
une  may  miss  much  of  the  significance.  If 
vou  can  look  at  the  family  as  a whole, 
for  instance,  as  one  example,  you  get  the 
thing  in  much  betlcr  focus  because  it  may 
not  be  one  overt  act  of  aggression  but 
rather  an  overall  antisocial  way  of  be- 
haviour which  can  only  be  assessed  m terms 
of  the  family  as  a whole.  This  is  why  I 
would  like  to  think  that  if  any  examina- 
tion in  custody  was  being  made,  it  should 
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be  over  a period  of  weeks,  so  you  could 
get  the  family  brought  into  the  situation 
adequately. 

■6229.  (Dr.  Greenwood  Wilson):  May  1 
go  back  to  a technical  point,  the  treatment 
of  alcoholics,  for  instance?  You  say  you 
give  no  individual  therapy;  do  you  not 

give  them  the  drug  antibuse? The  type 

of  patient  we  get  is  not  particularly  stable. 

I think  antibuse  is  all  right  with  people  with 
reasonably  stable  personality  for  whom 
drinking  is  a problem,  who  actually  want 
help  and  whose  will  is  to  participate  in 
the  treatment.  But  with  the  sort  of  per- 
son we  get,  with  a very  weak  personality 
and  lack  of  any  real  co-operation,  we  could 
not  trust  them ; it  would  not  serve  any 
purpose. 

6230.  (Chairman):  You  say  your  patients 
have  a weak  personality.  How  does  that 
correspond  with  your  statement  that  active 
resentment  against  society  is  a common 
characteristic  of  most  of  these  cases?  The 
personality  is  strong  enough  for  active 

resentment. Yes.  I wish  I had  not  used 

the  word  personality!  Perhaps  the  simplest 
way  of  explaining  what  I mean  is  that  the 
child  of  two-and-a-half  has  plenty  of  anger, 
plenty  of  aggression  and  resentment  when 
it  is  frustrated  and  can  ex-press  that  kind  of 
feeling  very  strongly,  but  is  unable  to  under- 
take a consistent  plan  and  rely  socially  on 
its  playmates  at  that  age  ; it  is  not  really 
interested  in  other  people,  but  only  in  grab- 
bing its  needs.  1 think  our  patients  blame 
society  for  their  shortcomings,  they  hate  it 
because  it  seems  to  be  frustrating,  punishing 
and  unfriendly,  and  in  that  sense  I think 
their  personality  has  been  undeveloped;  I 
should  not  have  called  it  weak. 

6231.  You  have  female  patients  as  well 

as  male,  do-  you  not? Yes,  Sir. 

6232.  Can  you  really,  as  a psychiatrist, 
differentiate  between  the  psychopathic  per- 
sonality wc  arc  talking  about  and  merely 
low  tastes?  I mean  when  a young  woman 
goes  quite  determinedly  wrong  in  sexual 
behaviour,  if  it  is  a serious  enough  dcvia- 

• tion  it  is  very  common  among  laymen  to 
talk  about  her  behaviour  as  psychopathic, 
but  is  it  really  a question  of  psychopathic 
personality  in  many  cases  or  is  it  just 

naturally  low  tastes? Tins  is  where  the 

appalling  weaknesses  of  this  field  again  are 
high-lighted,  because  so  much  depends  on 
-the  culture  from  which  people  spring.  We 
cannot  bring  in.  prostitutes  as  patients.  They 
are  traditionally  not  supposed  to  want  treat- 
ment, but  wc  do  get  them  as  patients.  The 
ones  we  get  certainly  conform  to  the  pat- 
tern. we  have  been  describing,  and  I find'  it 
very  interesting  that  their  wish  to  belong 
is  pathetically  demonstrated  in  their  choice 
of  career.  These  girls  find,  for  the  first 
time,  that  they  have  something  to  give. 
They  get  a relationship  with  someone ; it  is 
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temporary,  it  is  meaningless,  but  the  pimp 
who  is  'the  favourite  outlet  for  aggression 
on  the  Bench  is,  to  my  mind,  a useful,  but 
pathetic  figure  in  society,  as  I have  met 
them.  I am  not  speaking  in  a learned  way ; 

I have  only  met  half  a dozen  cases,  and  I 
have  had  one  pimp  as  a patient,  who  was  a 
drug  addict  and  did  not  come  in  because  of 
his  profession.  The  feeling  I have  is  that 
these  pimps  do  play  a rather  weak,  parental 
role  to  these  people  who  never  had  any- 
thing like  a belongingness  in  any  social 
constellation.  I would  not  like  to  generalise 
from  my  very  small  experience,  but  certainly 
the  cases  we  have  seen  would  conform  to 
that  pattern.  They  could  be  developed  to 
an  appreciation  of  other  social  values,  which 
is  possible  in  a therapeutic  community. 
This  is  where  I would  be  very  worried 
about  prison  hospitals ; an  all-male  society 
is  not  a balanced  society.  It  is  a peculiar 
community  which  does  not  allow  for  the 
kind  of  testing  and  adjusting  that  I feel  is 
essential  in  a community  that  is  growing, 
to  grow  in  the  sense  that  I am  thinking  of, 
and  it  is  one  of  the  serious  problems  about 
treatment  in  prison. 

6233.  You  said  a little  while  ago  that  you 

would  not  venture  on  a definition  of  psyco- 
pa.th  because  it  would  not  be  a definition 
which  would  be  subscribed  to  by  a dozen 
psychiatrists.  That,  for  our  purposes,  is 
not  really  necessary,  if  it  could  be  sub- 
scribed to  by  a baker’s  dozen  of  Royal 
Coimmissioners,  who  would  be,  possibly,  an 
easier  body  than  the  psychiatrists.  If  you 
have  any  ideas  about  a definition,  I should 
very  much  like  to  see  it,  if  you  could  send 
it  to  us  at  some  time. Yes. 

6234.  (Mr.  Simon):  Do  you  ever  get’  a 
psychopathic  condition  allied  with  great 

talents? Yes,  indeed.  I think  that  this 

is  one  of  the  very  interesting  sides  of  the 
picture.  The  successful  psychopath  is,  of 
course,  usually  not  so  very  different  from 
what  we  are  talking  about,  but  he  has  a 
degree  of  control,  a degree  of  intelligence 
and  awareness  of  the  feelings  of  other 
people  to  allow  him  to  succeed  without 
breaking  the  law.  Perhaps  that  was  not 
quite  your  question? 

6235.  What  I had  in  mind  was  this.  If 

one  were  completely  successful  in  treating  a 
psychopathic  condition,  is  there,  in  fact,  a 
danger  of  treating  the  genius  allied  with 
it?  If  you  had  cured  Oscar  Wilde,  would 
you  have  had  his  plays,  or  if  you  had  cured 
Verlaine’s  alcoholism  would  you  have  had 
his  poems,  or  if  you  could  treat  some  of  the 
aggressive  psychopaths  would  you  have  suc- 
cessful agitation  for  reform? 1 know,  of 

course,  that  the  artist  in  general  needs  to 
be  able  to  have  freer  expression  and  per- 
haps less  inhibitions  than  the  average  citizen 
has,  and  of  course,  we  are  all  familiar  with 
the  closeness  of  the  so-called  artistic  group 
to  what  we  are  describing.  But  I feel 


there  are  fundamental  differences.  We 
have  people  who  have  considerable  talent, 
but  I would  not  expect  treatment  of  the 
kind  that  we  give  to  lessen  that  talent,  but 
rather  to  make  it  possible  for  them  to  use 
it  in  an  ordinary  society.  In  other  words, 

I do’  feel  that  we  are  doing  more  to  free 
them  than  to  limit  them  ; we  free  them  in 
the  sense  that  we  are  going  to  co-operate 
with  them. 

6236.  I really  asked  the  question  with  a 
view  to  approaching  the  difficulty  of  any 
definition  based  on  a concept  of  social  ab- 
normality.— —I  do  not  really  think  that 
would  arise  if  your  definition  were  in  terms 
of  serious  social  disturbance.  The  artist 
may  transgress  certain  social  conventions, 
but  that  is  a very  different  thing  from 
knocking  his  wife  down  the  stairs. 

6237.  Are  we  not  then  back  to  Dr. 
Jackson’s  point  that  the  only  safe  test  is 
the  transgression  of  the  criminal  law,  or  of 
a reformed  criminal  law?  The  natural  next 
step  then  is  transgression  of  social  conven- 
tions. There  is  no  intermediate  step,  is 
there,  between  social  conventions  and 

criminal  law? 1 think  this  is  where  the 

combination  of  social  and  medical  points 
of  view  is  important,  because,  despite  my 
difficulty  in  making  a definition,  I do 
think  that  the  condition  is  a meaningful 
entity  to  psychiatrists.  I am  with  Dr.  East 
and  we  both  agree  about  the  difficult  prob- 
lem of  psychopathic  personality ; I do  not 
think  we  would  have  any  difficulty  in  talk- 
ing about  the  aggressive  psychopath  or  in- 
adequate psychopath.  We  would  have  great 
difficulty  if  we  were  asked  to  write  down 
our  definition,  but  I do  not  think  in  clinical 
practice  there  is  much  difficulty.  I think 
the  practitioner  has  a great  deal  to  offer  in 
amplifying  the  social  code  in  cases  of  this 
kind.  An  alcoholic,  for  instance,  is  some- 
thing that  sounds  simple  enough,  but  the 
psychiatric  background,  and  the  prognoses 
of  different  kinds  of  alcoholic  are  extremely 
varied.  I think  we  have  a great  deal  to 
offer  in  terms  on  which  we  could  agree 
as  a potential  basis.  This  is  why  I do  feel 
that  certification  would  not  really  find  in- 
superable difficulties,  if  you  went  partly  on 
social  grounds  and  partly  on  medical 
grounds,  and  on  looking  to  a medical 
diagnosis  and  prognosis  and  so  on.  I feel 
the  Bench  would  need  help  in  deciding 
what  would  be  profitable  as  well  from  the 
treatment  point  of  view. 

6238.  (Chairman) : The  Bench,  you  say ; 

do  you  envisage  this  as  being  a judicial  pro- 
cedure?  I was  only  mentioning  one 

possibility. 

6239.  (Dr.  Greenwood  Wilson ):  It  would 

be  a kind  of  medical-legal  tribunal? Y es. 

For  instance,  in  the  United  States,  as_  I 
mentioned  before,  in  relation  to  alcoholics 
and  drug  addicts,  in  most  States  it  is,  I 
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think,  two  relatives,  two  doctors  and  a 
judge  who  collectively  take  the  decision. 

6240.  (Sir  Cecil  Oakes):  A panel? 

Yes. 

6241.  (Mr.  Simon):  Is  alcoholism  a ques- 
tion of  degree  or  is  it  a definite  disease 

at  some  stage? 1 think  that  the  alcoholic 

addict  is  at  the  point  where  one  would  call 
it  a disease,  where  the  control  over  the  im- 
pulse to  drink  has  largely  gone.  I think 
the  World  Health  Organisation  Committee 
defined  this  very  well  in  relation  to 
alcoholism.  There  is  a point  at  which  one 
can  call  it  a disease. 

6242.  (Dr.  Greenwood  Wilson ):  Have 

you  ever  cured  one  of  those  at  your  Unit? 

- — -Possibly  the  length  of  follow-up  is  not 
long  enough  for  one  to  be  able  to  say,  but 
I do  see  several  cases  at  a clinic  who  have 
not  relapsed.  In  one  case,  the  whole  family 
was  treated.  I do  not  feel  that  had  I treated 
one  alcoholic  as  an  entity  I could  have  got 
very  far,  but  we  arc  now  allowed  to  bring 
wives  into  the  treatment  along  with  the 
husbands,  and  one  frequently  finds  that  by 
treating  the  whole  family  new  possibilities 
in  treatment  of  this  type  of  case  emerge. 
It  is  a question  of  finding  an  incentive 
to  get  well  which  was  previously  absent. 
One  alcoholic  is  leaving  us  to-day,  a 
husband,  after  about  eight  months,  with  his 
wife. 

6243.  (Chairman):  They  were  both 

alcoholic? No,  she  was  not,  but  his 

alcoholism  preyed  on.  her  mind, 

6244.  (Dr.  Greenwood  Wilson):  That  is 

all  without  the  use  of  drugs  in  this  par- 
ticular instance? Oh  yes,  the  personality 

approach. 

6245.  (Chairman):  That  would  be  an 
additional  difficulty  in  connection  with  a 
compulsory  procedure.  Under  compulsory 
procedure  you  might  have  got  him,  but  you 
would  not  have  got  her,  and  the  treatment 

would  have  been  incomplete? -It  still 

might  be  possible  to  make  it  available  to 
her.  I mean,  I have  in  mind  that  compul- 
sory treatment  might  be  carried  out  in  open 
hospitals  to  which  others  could  come 
voluntarily. 

6246.  (Dr.  Rees) : You  said  earlier  on 
that  the  aggressive  psychopath  comes  into 


his  own  in  wartime,  but  you  would  not 
go  so  far  as  to  say,  would  you,  that  the 

psychopath  makes  a good  soldier? In 

wartime,  yes. 

6247.  Is  he  really  a good  soldier  even  in 

wartime? 1 have  met  many  cases  where 

that  would  apply  on  active  service,  though 
perhaps  not  in  the  training  period.  Once 
discipline  is  relaxed  and  when  behaviour  is 
of  a different  order,  on  active  service,  I 
think  that  he  gets  along  fairly  well. 

6248.  ( Sir  Cecil  Oakes):  As  a Com- 
mando, perhaps? Yes. 

6249.  ( Lady  Adrian) : But  not  necessarily 

in  the  higher  ranks? No. 

6250.  (Dr.  Rees):  Those  in  the  lower 
ranks  are  often  in  trouble,  are  they  not? 
Yes,  indeed, 

6251.  (Mr.  Simon):  I expect  you  find  that 

they  went  up  very  rapidly  to  sergeant  when 
they  were  in  battle  and  when  they  came 
out  of  battle  they  assaulted  a military 
policeman  and  went  down? 1 agree. 

6252.  (Chairman):  I was  rather  sur- 

prised by  what  you  said  some  time  ago 
about  the  attitude  of  society  to  this  class 
of  person.  I quite  understand  that  the 
police  for  obvious  reasons  arc  nervous  of 
your  dealing  in  that  way  with  potentially 
dangerous  people.  But  is  not  the  snag  you 
are  up  against  in  society  generally  the  re- 
luctance of  society  to  deal  with  these 
people  until  they  have  committed  a serious 

offence? Yes  indeed,  Sir,  but  1 hope  I 

did  not  distort  it.  I can  only  say  what  I 
feel  and  I do  think  that  that  reluctance 
is  understandable,  because  of  the  easy 
identification  of  oneself  with  the  situation 
of  that  individual.  One  could  see  that  if 
this  sort  of  treatment  became  too  readily 
available  each  of  us,  as  individuals,  might 
find  ourselves  in  this  predicament.  I think 
it  is  more  in  terms  of  fear  of  abuse  than 
any  real  feeling  of  sympathy  for  the 
psychopath.  This  is  my  experience.  I hope 
I am  wrong. 

(Chairman) : Wo  are  extremely  grateful 
for  the  trouble  you  have  taken  in  giving 
evidence  to  us.  Thank  you  very  much 
indeed. 


(The  witness  withdrew.) 
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Dr.  J.  F.  MacMahon,  M.A.,  M.D.,  D.P.M.  ( Physican  Superintendent , The 
Manor  Hospital ), 

called  and  examined. 


Memorandum  of  Evidence 

Observations  and  Recommendations  on  Mental  Deficiency  Law  and  Practice 

The  following  observations  and  recommendations  are  based  on  twenty-six  years 
experience  of  psychiatric  hospital  practice.  For  nine  of  these  years  the  writer 
has  been  consultant  psychiatrist  and  Physician  Superintendent  at  The  Manor 
Hospital,  Epsom,  where  the  social  and  industrial  habilitation  of  an  exceptionally 
large  proportion  of  high-grade  aments  is  the  chief  functional  activity.  Previously, 
f°r  eight  years  he  was  Deputy  Physician  Superintendent  at  Leavesden  Hospital, 
Abbott’s  Langley,  which,  per  contra,  catered  for  an  exceptionally  large  proportion 
of  low-grade  mental  defectives.  He  also  served  at  Friern  and  Bexley  Mental  Hospitals 
and  at  the  Psychiatric  Out-patients’  Department  of  Guy’s  Hospital. 

Much  of  the  text  of  this  memorandum  has  been  either  quoted  directly,  or 
paraphrased,  from  a personal  publication  entitled  “ The  adolescent  feeble-minded  in 
1^952 and  Prac^ce  **  appeared  in  the  British  Medical  Journal  of  2nd  August, 

The  observations  and  recommendations  which  follow  are  made  on  the  writer’s 
sole  responsibility  and  their  main  purport  is  that,  as  the  comprehensive  institution 
no  longer  serves  adequately  the  functions  required  of  it,  the  time  has  come  for 
the  restriction  of  the  application  of  the  existing  Acts  to  idiots  and  imbeciles  and 
the  provision  of  separate  legal  and  institutional  arrangements  for  the  feeble-minded, 
include  psychopaths  capable  of  being  so  certified. 

Observations 

1.  Although  “hospital  care  or  treatment  under  the  National  Health  Service 
Acts,  1946-52  ” are  excluded  from  the  terms  of  reference  of  the  Royal  Commission 
on  the  Law  relating  to  Mental  Illness  and  Mental  Deficiency,  the  writer  submits 
that,  for  obvious  reasons,  it  will  be  necessary  for  him  to  make  frequent  references 
to  his  experience  of  hospital  care  and  its  implications. 

The  scope  of  mental  deficiency  practice  and  its  institutional  implications 

2.  There  is  manifestly  conflict  of  opinion  in  both  professional  and  lay  circles  on 
whether  the  scope  of  mental  deficiency  practice  should  be  enlarged  or  restricted. 
On  the  one  hand,  the  application  of  the  mental  deficiency  code  to  idiots  and 
imbeciles  is  generally  accepted  as  a social  necessity  although  many  of  those  most 
intimately  concerned  resent  the  attendant  legal  sanctions  and  nomenclature.  More- 
over, being  reluctant  to  accept  the  unfavourable  prognoses  which  apply  to  low-grade 
cases,  an  appreciable  number  of  parents  seek,  and  sometimes  demand,  the  impossible 
in  terms  of  amelioration  and  cure.  Without  doubt,  idiots  and  imbeciles,  whether 
children  or  adults,  are  considerable  handicaps,  if  not  impossible  burdens,  to  the 
afflicted  families — indeed,  this  unfortunate  situation  is  aggravated  nowadays  by  a 
paucity  of  occupation  centres  and  the  co-existence  of  full  employment  and  a 
housing  shortage.  It  is,  therefore,  clear  that  low-grade  defectives  present  a grave 
problem.  Nevertheless,  the  implications  of  severe  defect  should  not  be  exaggerated, 
for  there  is  a marked  tendency  for  its  victims  to  assume,  in  both  popular  belief 
and  medical  practice,  a prominence  out  of  all  proportion  to  their  number  and 
social  significance. 

3.  On  the  other  hand,  the  implications  of  high-grade  defectiveness  tend  to  be 
under-rated  although  the  feeble-minded  comprise  about  three-fourths  of  the  poten- 
tially certifiable,  and  present,  in  the  aggregate  and  in  their  social  irresponsibility, 
a much  more  formidable  national  problem.  Unlike  idiots  and  imbeciles,  whose 
origins  are  preponderatingly  pathological  and  whose  incidence  is  equal  throughout 
the  various  social  strata,  the  certifiable  feeble-minded  tend  to  concentrate  in  the 
sub-cultural  group  and,  when  their  welfare  is  neglected,  they  are  apt  to  fail  to 
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realise  their  mental  and  social  potentials  and  so  they  are  pone  to  ^tribute  to 
the  further  degradation  of  their  social  milieu.  If,  however,  they  are  properly 
supervised  and  trained,  their  prospects  of  developing  into  useful  citizens  aie 

quite  fair.  , , 

4.  Unfortunately,  pressure  for  more  hospital  and  training  fecilities  ® 

defectives  has  contributed  to  restriction  of  provision  for  high-grade  cases.  Alius, 

S&sifss  yjrS?  sirsrrS 

indeterminate  sentences  Indeed,  cons  dcring  ™ “ jate  that  the  sub- 

sub-nonnality  are  largely  toM  criteria  of  mental 

SndSrif competence,  standards  for  which  they  and  so  many  of  their  acquaintance 
have  scant  regard  in  their  everyday  lives.  _ . . , . . . 

5.  When,  taHLvcUj”  nd*  adult*  feebUmtaded 

hospital  under  Sections  8 and  „ ,P  as  such.  Lewis  (1948)  remarked  that 

shrink  from  dealing criteria  of  mental  defect  and  rarely 
ESSM?  MS  Amenta!  age  exceeds  nine  ycaj, 

.6.  To  sum  up  therefota  while  to 

^V^Zncacv— whereis  the  far  more  serious  implications  of  high-grade  defect 
effective  advocacy  wheieas  ,t  a]s0  emergcs  that  it  would  be  advantageous 

tend  to  be  cl  use  o un  t cci  if  g ■ Mental  Deficiency  Acts  (suitably  amended) 
to  restrict  the  app  heat  on  of  the  present  Men  i ^ legislative  and  adminis- 


to  I’cstriet  the  Cke^;  ate  p ovirion  legislaffve  aid  admiaisl 

rSfeh  Medical  Association  and  the  Magistrates’  Association,  1947.) 


(vide:  -;v 

by  the  British 


Mind,  intellect  and  the  intelligence  quotient 

7.  Despite  the  wording  of  the ^i^  m SecUon 


of  mental  potential  (and  sometim t « . d l0  consta„t,  is,  in  fact,  constant 

artificial  construct,  which  was  cert  y sig  the  intelligence  quotient  to  be 

throughout  the  greater  part  or life . Thus  .intellect  ^ some  autho- 

immutable  and  regard  ng  r ™"d,.  b(  Y ;th  Ythe  preconceived  idea  that  imbeciles 

rities  approach  the  queshon  oi  ®ag  iess  than  about  50  points,  that  the 

and  idiots  must  lave  me  g quotients  between  about  50  and  70  points, 

Sa  SSf  pernoT intelligence  quotients  cannot  (with  rare  excephons) 

bVsSyil“Ltt 

^^^XTc^rml^on  between  jnteffi^ce  quotot  and^cial  cornice 

mental  maturation  is  genera, ly  presumed 
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to  have  ceased.  In  some  cases  these  increments  have  been  as  much  as  25  points 
and,  less  frequently,  greater  increments  have  been  recorded.  Moreover,  the  relevant 
case-histories  indicate  that  this  tardy  blossoming  is  related  to  the  removal  of  the 
patients  concerned  from  adverse  social  conditions  and  their  introduction  to  a more 
stimulating  environment.  Conversely,  it  has  also  been  observed  that  the  few 
high-grade  aments  admitted  from  “ average  ” homes  rarely  exhibit  marked  intelli- 
gence quotient  changes.  Thus  both  clinical  and  experimental  results  at  The  Manor 
indicate  that  the  intelligence  quotient  is  not  necessarily  a reliable  predictive  index 
of  intellectual  potential  in  the  certified  feeble-minded.  Furthermore,  the  Harvard 
Growth  Study  (1941)  has  adduced  evidence  that,  when  the  mental  growth  of  normal 
children  is  studied  over  long  periods,  intelligence  quotient  constancy  is  the  excep- 
tion rather  than  the  rule  ; among  normal  children,  however,  both  increments  and 
decrements  were  noted — whereas  at  The  Manor  increments  were  by  far  the  more 
frequently  observed. 

9.  No  doubt  numerous  factors  are  involved  in  the  phenomena  of  late  mental 
blossoming ; but,  whatever  their  nature,  it  seems  safe  to  proceed  on  the  assumption 
that  the  intelligence  quotient  is  not  necessarily  constant  in  the  certified  feeble- 
minded, removed,  as  most  of  these  cases  are,  from  unfavourable  environmental  con- 
ditions. Thus  it  follows  that  the  prognosis  of  high-grade  defect  includes  the 
possibility  of  something  tantamount  to  cure  and  that  in  general  the  scope  for 
appropriate  treatment  and  the  achievement  of  favourable  results  are  much  greater 
than  hitherto  supposed. 

Section  1 of  the  Mental  Deficiency  Act,  1927 

10.  Four  classes  of  mental  defectives  are  described  in  Sub-section  (1)  and  the 
condition  of  mental  defectiveness  itself  is  defined  in  Sub-section  (2).  The  specific 
statement  of  aetiology  in  Sub-section  (2)  has  created  difficulties  in  interpretation 
because  certain  environmental  factors,  such  as  psychological  traumata,  cannot 
be  subsumed  logically  under  the  headings  “ inherent  causes  ”,  “ disease  ” or 
■“injury”,  although  it  is  probable  that  unfavourable  conditions  of  nurture  may 
contribute  to,  and  sometimes  even  cause,  the  temporary  or  permanent  arrest  of 
mental  development.  To  resort  to  the  expedient  of  regarding  “ inherent  causes  ” 
as  a residual  category  is  illogical  and  therefore,  in  light  of  the  fact  that  the  origins 
of  manifest  mental  sub-normality  are  often  obscure,  it  would  seem  advisable  to 
eliminate  all  reference  to  aetiology  from  the  definition  of  mental  defectiveness. 

11.  In  Sub-section  (1)  the  definitions  of  imbeciles  and  feeble-minded  persons 
are  not  mutually  exclusive.  Moreover,  that  of  imbeciles  does  not  indicate  the 
obvious  fact  that  such  persons  are  not  capable  of  fending  for  themselves,  or  of 
being  taught  to  do  so,  and  that  of  feeble-minded  persons  fails  to  suggest  that  they 
may  respond  favourably  to  various  kinds  of  training  and  become  capable  of 
independent  existence.  As  defectives  of  the  “ moral  defective  ” class  are  capable  of 
being  described  as  either  imbeciles  or  feeble-minded  persons,  legal  recognition  of 
this  class  seems  unnecessary — moreover,  the  concept  of  moral  defect  has  doubtful 
validity. 

Nomenclature 

12.  The  nomenclature  employed  in  the  Mental  Deficiency  Acts  is  sometimes 
regarded  as  offensive  ; accordingly,  proposals  are  occasionally  made  that,  except 
for  certain  medico-legal  purposes,  such  words  as  “ idiot  ”,  “ imbecile  ” and  “ mental 
defective”  should  be  excluded  from  use.  For  the  families  of  sub-normals  to 
dislike  these  terms  is  quite  understandable ; but  it  is  relevant  that  their  objections 
to  them  appear  to  be  based,  not  on  the  contention  that  they  are  inaccurate,  but 
on  the  grounds  that  their  meaning  is  clear  and  significant  to  most  people.  Hence, 
aversion  to  a widely  accepted  valid  terminology  seems  to  be  founded  really  on 
reluctance  to  face  unpleasant  facts.  It  follows  that  if  appropriate  substitute  terms 
are  introduced  they  too  will  come  to  be  regarded  as  equally  objectionable  to  the 
advocates  of  change.  Furthermore,  the  use  of  two  distinct  terminologies  in  the 
mental  deficiency  field  would  be  quite  impracticable  simply  because  both  professional 
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and  lay  men  work  in  the  most  intimate  association  in  this  sphere ; indeed  officially 
sponsored  obscurantism  would  obviously  militate  against  a realistic  approach  to 
mental  deficiency  practice  and  its  problems. 


Institutional  regimens  ...  . , 

13.  Briefly  the  essential  functions  of  a mental  deficiency  institution  are  to  provide 
adequate  care  supervision,  control  and  training  for  its  inmates  in  their  own  mte  es 
a„d That  of  others;  but  the  techniques  of  management  and  training  empoyed  vary 
necessarily  with  the  number,  ages,  types,  gradings  and  intellectual  calibre  of  th 
patients  concerned. 


14  For  low-grade  aments  emphasis  has  to  be  placed  on  nursing  care,  the  mainten- 
ance of  hygiene,  the  provision  of  various  kinds  of  medical  treatment  and  the 
practice  of  methods  devised  to  promote  both  physical  and  special  sense  development 
Tracing  methods  vary  but  they  usually  depend  on  stimulating  patients  interest 
in  thdr  environment  and  canalising  their  output  of  energy  into  simple  organised 
activities E such'™  games,  drill  and  kindergarten  occupations,  leading  ultimately 
pfrCfto  the  most  elementary  “ 3.RV  work  and  more  or  less  useful  productive 
in  the  hosDital  As  a rule  closer  control  and  supervision  has  to  be 
exerdsedTver1  low-grade  cases  than  high,  but  most  stable  imbeciles  enjoy  a fair 
deeree  of  freedom  within  hospital  precincts  and  associate  with  the  feeble-minded 
Regular  comrXaT entertainments1  and  functions  They  also  share,  with  higher- 
grade  patients,  school,  workshop  and  occupational  facilities. 


15  For  high-grade  patients  (and  nowadays  this  description  includes  men,  women 
and  children Swith  intelligence  quotients  ranging  between  45  and  100  or  more)  very 
different  regimens  of  care  and  training  must  necessarily  be  applied.  Emphasis  is, 
ofshoffid  be  laid  on  education  and  training  considered  likely  to  enable  as  many 
inmates  as  possible  to  become  capable  of  fending  for  themselves  in  the  community 
without  offending  the  social  conventions.  Moreover,  high-grade  aments  have  to 
be  trained  in  the  practice  of  self-discipline  and  the  development  of  both  responsible 
attitude^  and  respect  for  the  ordinary  social  conventions— hence,  reliance  is  placed, 
whm  posable  oT  “open  ward”  and  various  “parole”  systems;  within  varying 
lirrvitc  Flip  friendlv  association  of  the  sexes  is  encouraged  although  privilege . is 
occasionally  abused  with  disastrous  consequences.  When  the  response  to  training 
is  favourable  trainees  are  encouraged  to  accept  wage-earning  employment  with  a 
view  to  ultimate  licence  and  discharge.  The  general  regimen  for  high-grade  ament 
has  therefore  much  in  common  with  that  of  a large  co-educational  school  and, 
iTiteTsSttote.  inmates  are  treated  as  trainees  rather  than  as  psych, atnc 
invalids. 


16  While  the  training  and  management  regimens  outlined  are  designed  to  facilitate 
and  promote  the  greatest  possible  development  of  innate  potentials  such  a, ! they 
happen  to  be  the  end-results  of  their  application  are  quite  different.  Low-grade 
defect  appears  to  be  almost  invariably  determined  by  pathological  abnoimahties 
related  in  various  ways,  to  such  low  mental  (and  often  other)  potentials,  that  the 
£ ^ humane  and  devoted  care,  supplemented  by  all  available  scientific  resou  ces 
rannot  brine  the  social  prognosis  of  idiots  and  most  imbeciles  within  the  socially 
tolerable raLe  The  vast  majority  of  the  feeble-minded  however,  are  merely 
low-grade  “ normals  ”,  and  as  a rule  they  function  within  the  1 

community.  Those  unfortunate  enough  in  their  nurture  to  need  menial  den  ic  y 
hosnital  care  are  a minority:  but  most  of  them  possess  the  same  potentials  as  the 
uncertified  and  have  therefore  fair  prospects  of  successful  social  hatotofion 
return  to  the  community  capable,  in  many  instances,  of  fending  for  themselves. 


17  It  is  important  to  note,  however,  that  when  either  of  these  two  regimens  is 
applied  independently  of  the  other,  a fair  degree  of  success  may  be  achieved  but, 
in  large  institutions  with  mixed  populations,  the  adequate > segregatior l of  grades, 
classes  and  types  is  usually  quite  impracticable— for  this,  and  other  reasons, 
modifications  and  compromises  become  necessary,  and  these  m turn  h 
prejudicial  effects  that  they  militate  against  the  best  interests  of  high  and  low-gra 
cases  alike. 
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High-grade  defect  as  a challenge  to  society 

18.  Although  social  attitudes  have  become  more  tolerant  and  both  the  welfare 
state  and  full  employment  have  vastly  improved  the  social  prospects  of  the  sub- 
normal, feeble-mindedness  still  constitutes  a major  challenge  in  the  sphere  of  mental 
health.  The  social  problem  group  may  be  no  longer  as  poverty  stricken  as 
formerly : but  it  still  exists,  and  its  feeble-minded  members  still  need  care,  super- 
vision and  control  in  their  own  interest  and  that  of  others.  Their  case  for  training 
and  social  habilitation,  however,  tends  to  go  by  default ; for,  while  the  parents 
of  low-grade  defectives  (and  their  sympathisers)  press  for  appropriate  considera- 
tion, the  sub-cultural  and  sub-normal  parents  of  so  many  of  the  feeble-minded 
can  scarcely  be  expected  to  do  so.  Indeed,  lack  of  suitable  training  facilities, 
misinterpretation  of  the  law,  underestimation  of  the  needs  and  potentials  of  the 
juvenile  and  adolescent  feeble-minded,  inexcusable  reluctance  to  face  the  implica- 
tions of  the  exposure  of  the  sub-normal  to  adverse  environmental  conditions,  failure 
to  break  the  vicious  circle  of  cause  and  effect  in  which  they  are  involved — all 
these  things — together  with  policies  of  laissez-faire  in  face  of  the  overpublicised 
antagonism  of  uninformed  opinion,  have  conspired  against  the  best  interests  of  the 
feeble-minded  and  those  of  society  itself. 

19.  In  the  aetiology  of  sub-normality  “nature”  is  usually  the  predominant 
factor ; but,  in  certifiable  feeble-mindedness  the  importance  of  “ nurture  ” cannot 
be  too  strongly  emphasised.  Hence,  for  purposes  of  diagnosis  and  prognosis, 
legislative  action  and  administrative  provision,  the  feeble-minded  person  has  to  be 
considered  in  relation  to  his  environment,  past,  present  and  future.  Hence  the 
chief  functions  of  mental  deficiency  practice  are,  in  brief,  to  facilitate  the  humane 
care  of  low-grade  aments  and  to  secure  the  removal  of  impressionable  young 
sub-normals  from  adverse  environmental  conditions,  so  that — in  their  own  interest 
and  that  of  society — they  are  placed  under  appropriate  supervision  and,  if  necessary, 
control,  while  they  are  trained  to  realise  their  mental  and  social  potentials.  Thus, 
when  their  characters  have  stabilised  and  they  have  achieved  tolerable  social  com- 
petence, after  what  may  prove  a very  protracted  psychological  adolescence,  it  may 
become  possible  to  return  them — not  to  environmental  conditions  which  had  been 
unsuitable  for  them,  but — to  a life  in  the  community  likely  to  afford  them  fair 
prospects  of  fending  for  themselves  and  remaining  useful  citizens. 

Recommendations 

20.  It  is  hoped  that  separate  legislative  provision  will  be  made  for  high-grade 
aments — i.e.  “ low-grade  normals  ” including  those  “ psychopathic  ” individuals 
certifiable  as  feeble-minded  cases,  and  the  application  of  the  existing  Acts  (suitably 
amended)  will  be  restricted  to  low-grade  aments  incapable  of  socially  useful  improve- 
ment. These  measures  would  entail : — 

(a)  The  reservation  of  a number  of  existing  institutions  already  equipped  with 

the  requisite  training  and  educational  facilities  for  the  feeble-minded. 

( b ) Priority  of  admission  for  the  adolescent  feeble-minded  over  school  leaving 
age  and  “ subject  to  be  dealt  with  ”.  Similar  priority  for  the  juvenile 
feeble-minded  excluded  from  school,  or  for  whom  residential  educationally 
sub-normal  school  facilities  are  not  available,  and  who  are  “subject  to 
be  dealt  with  ”. 

(c)  The  effective  segregation  of  the  vicious,  depraved  and  incorrigibly 

antisocial. 

21.  Tthe  provision  of  hostels  under  joint  local  authority  and  mental  deficiency 
hospital  control — it  is  suggested  that  these  hostels  would  serve  the  needs  of 'feeble- 
minded persons  embarking  on  their  wage-earning  careers  but  who  still  need  a 
“ supportive  ” environment — thus,  hostel  inmates  would  include  the  feeble-minded 
on  leave  from  institutions  or  under  the  statutory  or  “friendly”  supervision  of 
local  authorities. 

22.  Unification  of  responsibility  for  the  ascertainment,  supervision,  care,  training 
and  control  of  sub-normals. 
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23  Irrespective  of  whether  mental  defectives  of  all  grades  remain  subject  to  the 
existing  Acts,  or  otherwise,  it  is  recommended  that  separate  care  and  training  for 
high  and  low-grade  cases  is  necessary. 

24.  It  is  also  recommended  that : — 

(a)  References  to  aetiology  are  excluded  from  Section  1 of  the  1927  Act. 

(b)  The  definition  of  imbeciles  is  amended  to  indicate  that  these  persons  are 

also  deemed  incapable  of  fending  for  themselves  or  of  being  trained  to 
do  so.  . 

(c)  The  definition  of  feeble-minded  persons  is  amended  to  indicate  that  these 

persons  need  training  (to  give  them  the  opportunity  of  becoming  capable 
of  fending  for  themselves)  in  addition  to  care,  supervision  and  control 
for  their  own  protection  or  for  the  protection  of  others,  etc. 

(d)  The  class  of  moral  defectives  is  omitted. 


Further  suggestions 

25.  It  is  also  suggested  that  the  following  points  merit  consideration:  — 


A.  The  Mental  Deficiency  Act,  1913,  Section  6 (3) 

26.  In  Section  6 of  the  principal  Act  the  implications  of  the  words  “ unreasonably 
withheld  ” need  clarification. 


B.  Disqualification  under  the  National  Insurance  Act,  1946 

27.  Defectives  certified  under  Section  8 of  the  principal  Act  are  now  deemed  to 
be  “legally  detained”  following  conviction  for  a criminal  offence.  Thus,  although 
contributors  to  National  Insurance  funds,  both  before  and  after  conviction,  they 
are  excluded  from  benefit  while  under  certificate.  The  removal  of  this  disquahfi- 
cation  is  therefore  recommended.  The  insurance  status  of  defectives  transferred 
under  Section  9 of  the  principal  Act  also  merits  consideration. 


C.  Admission  and  discharge  of  idiots  and  imbeciles 

28.  The  provisions  of  Ministry  of  Health  Circular  5/52  should  be  extended  to 
permit  defectives  (or  presumed  defectives)  of  these  grades  to  be  admitted  to  mental 
deficiency  hospitals  for  the  purposes  of  special  investigations,  observation  or 
treatment. 

29.  It  should  be  possible  to  “ place  ” an  ascertained  idiot  or  imbecile  in  an 
institution  at  the  request  of  the  parent  or  guardian,  supported  by  the  recommenda- 
tion of  both  the  family  practitioner  and  either  an  approved  mental  deficiency 
specialist,  or  the  medical  officer  of  the  institution  prepared  to  accept  the  defective 
person.  Authority  to  discharge  such  cases  might  be  vested  in  both  the  medical 
officer  and  the  parent  or  guardian. 

30.  Procedure  under  Section  6 of  the  principal  Act  should  be  preserved ; but 
the  proviso  respecting  the  unreasonable  withholding  of  consent  needs  clarification, 
in  light  of  a relevant  High  Court  decision.  Sections  8,  9 and  15  serve  essential 
purposes  and  should  also  be  retained. 

D.  Admission  and  discharge  of  feeble-minded  persons 

31.  As  suggested  in  the  case  of  idiots  and  imbeciles,  the  provisions  of  Ministry 
of  Health  Circular  5/52  should  be  extended  to  permit  feeble-minded,  or  pre- 
sumed feeble-minded  persons,  to  be  admitted  to  mental  deficiency  hospitals  tor 
special  investigations,  observation  or  treatment,  but,  with  the  added  proviso  that 
the  patients  concerned  consent  to  be  so  admitted,  if  they  are  over  sixteen  years 
of  age.  If  they  withdraw  consent  they  should  be  discharged. 

32  Feeble-minded  persons  ascertained  as  “ subject  to  be  dealt  with  ” and  of  less 
than  sixteen  years  of  age  might  be  “ placed  ” in  a manner  similar  to  idiots  and 
imbeciles  as  suggested  in  paragraph  29  above.  If,  however,  these  feeble-minded 
persons  are  more  than  sixteen  years  of  age  their  consent  should  also  be  obtained 
and,  if  it  is  subsequently  withdrawn,  steps  should  be  taken  to  discharge  the 
patient. 
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33.  Paragraph  30,  relating  to  idiots  and  imbeciles,  also  applies  in  the  case  of 
feeble-minded  persons. 

E.  Discharge  of  idiots,  imbeciles  and  feeble-minded  persons 

34  In  addition  to  the  powers  of  discharge  already  mentioned  above  and  those 
now  vested  in  the  Board  of  Control  and  the  Visiting  Justices,  the  Visiting  Justices 
should  be  empowered  to  discharge  on  each  occasion  that  they  review  orders. 

F.  Intercurrent  mental  illness 

35.  It  should  be  possible  to  transfer,  without  formality,  any  mental  _ detective 
under  mental  deficiency  institution  care  to  a mental  hospital  for  appropriate  treat- 
ment for  periods  not  exceeding  one  year.  The  provisions  for  discharge  contained 
in  the  Lunacy  and  other  Acts  should  not  apply  to  such  cases,  unless  the  ment 
deficiency  order,  if  any,  has  lapsed  while  the  defective  is  under  mental  hospital 
care. 

G.  Leave  of  Absence 

36.  The  medical  officer  should  be  empowered  to  grant  leave  of  absence  for  periods 
not  exceeding  six  weeks. 

H Licence 

37  As  a rule  licence  should  only  be  granted  as  a measure  of  community  trial 
with 'a  view  to  the  discharge  of  the  order,  or  transfer  to  supervision  or  guardian- 
ship. It  is  also  suggested  that  the  grant  of  licence  should  be  limited  to  a con- 
tinuous period  of  two  years  (or  less)  and  that,  at  the  end  of  the  two  year  period, 
the  order  should  be  discharged  automatically ; unless  arrangements  have  been 
made  previously  for  the  defective’s  transfer  to  supervision  or  guardianship. 

I.  Financial  assistance  ......  ... 

38  Financial ' responsibility  in  respect  of  the  maintenance  of  defectives  in  the 
community  whether  under  supervision  or  guardianship,  or  on  licence  or  leave  of 
absence  from  institutional  care  should  be  the  responsibility  of  the  local  public 
assistance  authorities  concerned. 

/.  Property  and  estates 

39.  It  is  assumed  that  the  provisions  of  Section  64  of  the  Mental  Deficiency 
Act  will  continue  to  be,  or  will  be  amended  to  be,  applicable  to  all  cases  under 
mental  deficiency  hospital  care. 

K.  Board  of  Control 

40  It  is  suggested  that  the  Board  of  Control  should  be  an  autonomous  body  and, 
therefore,  independent  of  the  Ministry  of  Health.  Its  powers  relating  to  the  super- 
intendence  and  supervision  of  the  application  of  the  mental  deficiency  code  by  the 
authorities  concerned  should  be  strengthened. 
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Examination  of  Witness 


6253.  {Chairman):  Would  you  like  to  say 
anything  to  us  before  we  go  through  the 

memorandum? {Dr.  MacMahon ) : All  I 

can  add,  my  Lord,  is  that  I appreciate  the 
privilege  of  giving  evidence  and  that  I also 
appreciate  the  responsibility  involved.  I 


therefore  wish  to  state  that  while  I have 
had  considerable  professional  experience  in 
the  care  of  defectives  in  institutions  I do 
not  claim  to  speak  with  authority  on  their 
extra-mural  care,  or  on.  the  educationally 
sub-normal,  or  on  psychopathy  as  such. 
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6254.  Perhaps  the  best  way  is  to  start  with 
your  recommendations  from  paragraph  20 
onwards.  I think  they  include  most  of  the 
points  raised  in  the  body  of  your  memoran- 
dum. You  wish  to  have  the  feeble-minded 
separated  from  the  imbeciles  not  only  in 

treatment  but  in  law? Yes.  When  I use 

the  term  “feeble-minded”,  I am  taking  a 
very  wide  interpretation  of  the  existing  Acts, 
and  if  aetiology  were  excluded  from  the 
fundamental  definition  in  the  Acts  it  is 
possible  that  the  scope  of  that  interpreta- 
tion would  be  even  wider  than  it  is  now. 

. 6255.  At  what  line  would  you  put  the 

lower  limit  of  the  feeble-minded? 1 

think,  my  Lord,  it  would  be  very  con- 
venient if  one  _ could  correlate  mental 
defect  with  points  on  an  intelligence 
quotient  scale,  but,  it  is  impossible  to  do  so. 
If  one  could  postulate  a peak  intelligence 
quotient  of  70  for  feeble-mindedness,  it  also 
would  be  very  convenient — but  one  cannot. 

1 must  reply  therefore  that  while  the 
correlation  between  social  incompetence  and 
mental  disability  is  very  high  up  to  and 
including  the  imbecile  grade,  it  is  poor 
thereafter.  Hence,  I would  put  the  line 
between  feeble-mindedness  and  mental 
defect — imbecility — at  45  or  50  points — 
although  I know  that  in  America  they  say 
that  the  upper  limit  of  defect  is  70  or  75 
points,  I would  place  it  at  the  upper  limit 
for  the  imbecile — that  is,  at  say  50  points, 
if  we  are  to  use  the  intelligence  quotient  for 
this  purpose  at  ail. 

6256.  Now  as  to  diagnosis,  the  distin- 
guishing mark  of  the  idiot  and  the  imbecile 
is  that  they  are  incapable  of  fending  for 
themselves  or  of  being  trained  to  do  so — 
that  is  in  your  paragraph  24.  At  what  point 
in  your  observation  of  the  imbecile  do 
you  decide  that  he  is  incapable  of  fending 

for  himself  or  being  trained  to  do  so? 1 

should  say  that  most  imbeciles  are  quite 
incapable  of  doing  either  of  these  things. 
A very  small  percentage  of  imbeciles,  that 
is  to  say,  the  higher  group  of  imbeciles  with 
an  intelligence  quotient — I dislike  having  to 
relate  this  to  intelligence  quotients  at  all 
— of  45,  under  sheltered  conditions  can 
contribute  a little  towards  their  own 
maintenance. 

6257.  You  do.  not  want  the  decision  to 
be  in  terms  of  intelligence  quotient.  How 
long  then  do  you  want  to  observe  the 
patient  before  deciding  whether  he  is  an 
imbecile  or  low-grade  feeble-minded?  In 
other  words,  how  are  you  going  to  arrange 
for  classification  if  these  two  classes  are 

to  be  treated  separately? 1 am  assuming 

in  the  first  instance  that  one  has  accepted 
a patient  at  about  16  years  of  age  and 
therefore  there  is  a certain  record  of  either 
special  school  attendance  or  of  occupa- 
tion centre  attendance,  or  some  school 
record.  There  is  a certain  amount  of  data 
from  the  moment  the  patient  enters  the 
hospital.  Also,  one  has  the  intelligence 


quotient.  Now  I do  not  like  an  intelli- 
gence quotient  as  a definite  sine  qua  non. 
in  certification,  but  at  the  same  time,  with 
an  intelligence  quotient  of  45  or  less,  ] 
should  be  quite  prepared  to  say  he  would 
probably  be  incapable  of  fending  for 
himself. 


6258.  You  are  in  a way  rather  setting  a 
trap  for  us.  Do  you  suggest  that  these  two 
classes  should  be  separate  in  law? Yes. 


6259.  There  may  be  difficulty  over  the 
transfer  from  one  institution  to  another  after 
observation  and  classification,  with  perhaps 
some  formal  procedure  to  authorise 

transfer? 1 think  that  the  transfers  will, 

be  rather  from  the  higher-grade  institutions 
to  the  lower  than  vice  versa,  and  I do  not 
think  there  can  be  any  greater  difficulty 
than  exists  in  all  the  transferring  done  at 
the  present  time — for  example,  the  huge 
transfer  from  special  schools  to  institutions. 


6260.  Under  the  present  law  it  is  neces- 
sary to  state  which  of  the  four  classes  of 
mental  defectives  under  Section  1 of  the 
Mental  Deficiency  Act  your  certified  patient 
belongs  to,  and  we  have  had  some  com- 
plaints that  that  is  undesirable  as  fixing 
classification  far  too  definitely  and  far  too 
early,  but  your  relegation  of  people  to 
different  institutions  would  make  that  even 

worse,  would  it  not? -I  do  not  know 

that  it  really  would  in  practice.  I personally 
see  merit  in  making  the  upper  level  of 
imbecility  a real  dividing  line.  I think  that 
will  simplify  classification  rather  than  render 
it  more  difficult,  because  most  people  have 
the  capacity  of  assessing  imbeciles  and 
idiots  whereas  there  may  be  a great  many 
doubts  about  the  exact  mental  status  of 
a feeble-minded  person  or  a psychopath. 


6261.  In  paragraph  20  ( b ) you  recommend 
priority  of  admission  for  the  adolescent 
feeble-minded  over  school  leaving  age. 

Priority  over  whom? My  point  really 

is  that  the  important  time  to  get  these 
patients  for  training  is  soon  after  they  have 
left  the  schools. 


6262.  And  before  environmental  condi- 
tions develop  which  have  an  adverse  effect 

upon  the  children  concerned? That  is 

the  main  point. 

6263.  But  what  about  the  child  who  is 
excluded  from  the  educational  system  as 

ineducable? 1 have  merely  said 

“ priority  ”.  I quite  accept  the  need  to  make 
adequate  provision  for  the  other  children  of 
lower-grade.  I do  not  dispute  that  at  all. 

6264.  Do  you  want  the  child  of  over 
sixteen  to  have  priority  of  admission  over 

the  child  of  twelve,  say? 1 think  that 

the  child  leaving  special  school  at  age  six- 
teen has  a much  better  prognosis  on  the 
whole  than  a child  of  twelve  who  had  been 
excluded  from  school  because  he  is  in- 
educable or  detrimental.  By  and  large  the 
prospects  of  enabling  a child  leaving  a 
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special  school  at  the  age  of  'Sixteen  to  re- 
habilitate himself  are  far  greater  than  for 
the  others,  I think,  therefore,  that  in  the 
interests  of  society  they  should  have 
priority,  not  a complete  priority  to  the 
exclusion  of  everybody  else,  but  a certain 
bias  in  their  favour. 

6265.  Would  you  not  be  rather  hesitant 
to  take  the  feeble-minded  over  sixteen  years 
of  age  into  an  institution?  Do  you  not 
think  the  presumption  is  dn  favour  of  his 
training  in  an  occupation  centre  rather  than 

in  an  institution? We  are  accepting 

feeble-minded  persons  over  the  age  of  six- 
teen all  the  time. 

6266.  I know  you  are.  Is  not  one  of  the 
questions  for  consideration  whether  we  are 
not  sending  too  many  feeble-minded  persons 

to  the  institutions? The  vast  bulk  of  the 

feeble-minded  never  go  near  the  institutions. 
Only  a very  small  percentage  are  dealt  with 
and  I should  say  that  as  a rule  those  who 
are  dealt  with  are  feeble-minded  persons 
whose  home  conditions  are  extremely  bad 
for  one  reason  or  another,  so  it  is  a very 
restricted  group.  I see  no  difficulty  myself 
in  bringing  them  in  if  they  are  subject  to 
be  dealt  with,  that  is  to  say,  “ neglected, 
abandoned  or  without  visible  means  of 
support  or  cruelly  treated  or  ...  in  need 
of  care  or  training  ...” 

6267.  Do  you  envisage  much  the  same 
procedure  for  the  ascertainment  of  feeble- 
minded children  as  subject  to  be  dealt  with 

as  exists  now? On  the  whole,  yes.  I 

think  it  is  advisable  that  local  authorities 
should  be  concerned  and  should  be  respon- 
sible for  ascertainment.  The  very  fact  that 
the  children  have  been  ascertained  and 
certain  formalities  have  been  observed, 
would  assist  to  a certain  extent  in  having 
a more  voluntary  system  of  admission 
afterwards  at  a later  stage. 

6268.  I do  not  quite  follow  that. What 

I meant  was  this.  In  a subsequent  recom- 
mendation I suggest  that  both  feeble-minded 
persons  and  those  of  lower-grades  might  be 
admitted  under  a simplified  Section  3 pro- 
cedure but  in  each  case  they  should  be  care- 
fully ascertained  persons.  I think  it  is  vital 
that  the  local  authority  should  know  exactly 
what  is  happening  to  people  who  are 
admitted  to  hospital  and  may  later  be  dis- 
charged. I think  the  thing  can  be  simplified 
with  this  ascertainment,  because  legal  ques- 
tions do  arise  about  property  and  again  I 
think  that  preliminary  ascertainment  would 
be  very  helpful  in  such  cases. 

62 69.  This  rather  suggests  that  you  do 
not  really  expect  the  adolescent  feeble- 
minded to  take  advantage  of  voluntary 

admission? 1 think  it  is  quite  possible 

a lot  of  adolescent  feeble-minded  would  take 
advantage  of  voluntary  provisions  but  I am 
not  at  all  satisfied  that  the  adolescent  feeble- 
minded who  most  need  it  would  do . so  and 
I think  they  are  the  most  important  people. 


I am  thinking  of  the  semi-delinquent 
youngster  who  is  under-disciplined  in  his 
home ; he  is  not  going  to  be  a voluntary 
patient  in  my  opinion  at  all ; but  he  is 
just  the  person  whom  I think  is  redeemable 
and  therefore  the  most  important  person 
to  train,  and  so  forth,  whether  it  is  in  a 
hospital  or  an  institution  or  elsewhere. 

6270.  Do  you  not  encounter  there  the 
problem  which  of  course  is  far  worse  when 
you  come  to  the  vague  category  of  psycho- 
pathic personality,  the  question  how  you 
are  to  ascertain  the  feeble-minded?  You 
say  that  the  intelligence  quotient  has  less 
and  less  correlation  with  behaviour  at  the 

higher  levels? Yes,  the  higher  it  goes, 

the  less  correlation  there  is. 

6271.  What  is  the  determining  considera- 
tion in  the  ascertainment  of  a patient  as 
feeble-minded  and  subject  to  be  dealt  with 
if  he  has  an  intelligence  quotient  of  75  oi 

over? First  of  all,  whether  he  complies 

with  ,the  basic  definition  of  mental  defective- 
ness, though  I would  like,  to  exclude  the 
sentence  about  aetiology,  the  phrase 
“whether  arising  from  inherent  causes  or 
induced  by  disease  or  injury  ”.  In  other 
words,  one  must  be  satisfied  he  is  suffer- 
ing from  incomplete  or  arrested  development 
of  mind  existing  before  the  age  of  eighteen, 
leaving  out  the  cause.  Secondly,  I think  he 
should  comply  with  the  existing  definition 
of  feeble-minded  persons.  Thirdly,  he 
would  have  to  be  subject  to  be  dealt  with, 
as  at  present.  I think  those  are  the  three 
factors. 

6272.  You  would  not  introduce  into  your 
definition  the  criterion  of  whether  he  is 

suitable  for  training? 1 think  the  word 

training  would  be  very  valuable  in  the 
definition  of  the  feeble-minded  category,  but 
whether  one  should  say  that  he  actually 
has  reasonable  prospects  of  benefiting  from 
training,  I am  not  quite  certain.  I think 
that  is  a matter  one  would  have  to  deter- 
mine after  admission.  I dislike  the 
term  “ psychopath  ”,  but  a great  _ many 
people  of  high-grade  are  indistinguishable 
from  this  condition  of  psychopathy. 

6273.  Would  you  describe  them  as  un- 
stable?  Well,  emotionally  unstable. 

There  are  various  terms  given  to  it,  but 
I do  not  think  the  term  “psychopathic 
personality”  has  any  legal  existence  at  all. 
It  is  a convenient  phrase,  but  I do  not  think 
any  existing  definition  of  it  is  satisfactory. 
That  is  my  personal  view. 

6274.  ( Lady  Adrian):  Does  not  the  need 
for  training  come  in  now,  in  considering 
whether  the  feeble-minded  are  subject  to 

be  dealt  with? It  is  one  of  many 

grounds. 

6275.  At  the  present  moment  it  has  to 
bp  on  the  application  of  the  parent  or 

guardian? Yes,  but  the  local  authority 

may  step  in  and  persuade  the  parent,  and 
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the  parent’s  agreement  is  not  needed  if  the 
order  is  made  under  Section  8 or  Section  9. 

6276.  (Chairman):  In  your  paragraph  20 
(c)  you  speak  of  “the  eflective  segregation 
of  the  vicious,  depraved  and  incorrigibly 
antisocial.”  Is  that  segregation  from  your 

other  feeble-minded  persons? Yes.  I 

am  thinking  of  such  institutions  as  Rampton 
and  Moss  Side.  There  would  be  a greater 
need  for  such  institutions. 

6277.  In  what  respect?- If  more  people 

are  certified  as  feeble-minded  then  I think 
it  is  possible  that  the  need  for  institutions 
of  the  nature  of  Rampton  and  Moss  Side 
might  be  increased. 

6278.  Is  your  aim  to  increase  the  number 

of  feeble-minded  who  are  certified  for  in- 
stitutional , treatment? Not  necessarily, 

but  I think  probably  it  would  be  increased 
to  a certain  extent.  There  has  certainly 
been  a decline  in  the  certification  of  the 
feeble-minded  in  the  last  three  or  four 
years  and  practically  all  the  feeble-minded 
who  are  now  admitted  in  my  experience 
either  come  through  the  Courts  or  from 
approved  schools,  or  are  in  pretty  serious 
danger  of  being  dealt  with  by  the  Courts. 

I am  now  sending  a bigger  proportion  of 
my  feeble-minded  to  Rampton  and  Moss 
Side  than  I ever  did  in  the  past  and  I think 
that  while  the  percentage  of  feeble-minded 
being  certified  is  small  the  percentage  that 
has  to  go  to  Rampton  and  Moss  Side  will 
be  bigger  than  ever,  because  that  is  the 
type  of  case  we  are  getting. 

6279.  Do  you  think  the  present  tendency 
is  towards  certification  of  the  feeble-minded 
only  when  they  are  a danger  to  themselves 
or  to  others?  Do  you  think  that  trend  is 

desirable? 1 think  the  last  thing  one 

should  do  with  any  patient  is  to  certify 
him  if  one  can  avoid  it,  but  one  has  got 
to  face  facts  as  they  are.  Hostels,  which 
are  an  alternative  way  of  dealing  with  these 
people,  do  not  exist  and  in  my  opinion 
certification  is  taking  place  too  late  when 
the  patient  is  incorrigible  and  untrainable 
and  there  is  little  or  no  prospect  of  re- 
habilitation, so  it  is  going  to  take  an  unduly 
long  time. 

6280.  What  do  you  envisage  as  the  type 

of  institution  that  should  deal  with  the 
fairly  high-grade,  not  vicious,  feeble- 
minded?  1 am  thinking  of  institutions, 

for  example,  not  unlike  The  Manor  or 
Darenth  Park  as  they  were  before  the  war, 
speaking  of  London  County  Council  in- 
stitutions, or  some  of  the  branches  of  the 
Royal  Eastern  Counties  Institution.  They 
had  a number  of  branches  where  a degree 
of  segregation  was  possible  because  they 
were  fairly  widely  separated. 

6281.  But  were  those  institutions  more 
effective  in  training  than  other  institutions? 

That  is  a very  difficult  question  to 

answer.  First  of  all.  I do  not  know  all 
about  other  institutions.  But  what  I will 


say  is  that,  from  what  I have  heard,  they 
have  not  been  ineffective. 

6282.  What  I was  really  getting  at  was, 
do  you  envisage  these  institutions  for  the 
feeble-minded  as  primarily  educational  and 

training  schools? -I  envisage  them 

primarily  as  educational  and  training 
schools,  yes,  using  the  term  educational  in 
a pretty  wide  sense.  I see  no  reason  why 
they  should  not  have  continuation  schools 
in  the  ordinary  academic  sense  where  the 
patients  could  be  given  training  in  the 
three  R’s. 

6283.  But  in  your  experience  if  you  had 
special  institutions  of  an  educational 
character,  specially  devised  to  deal  with 
feeble-minded,  what  sort  of  turnover  might 
one  expect?  How  long  would  be  the 

training? That  is  again  an  extraordinarily 

difficult  question  to  answer.  The  type  of 
patient  who  used  to  come  to  me  at  the  age 
of  16  from  special  or  residential  schools, 
was  by  and  large  almost  illiterate,  in  spite 
of  the  fact  they  had  spent  years  in  special 
schools.  Truancy  and  all  sorts  of  things 
accounted  for  it.  During  the  three  or  four 
years  at  The  Manor,  where  we  have  a pretty 
large  school  department,  we  found  that  a 
great  many  of  these  illiterates  did  learn  to 
read,  write  and  so  forth,  between  the  ages 
of  16  and  about  20,  and  thereafter  a good 
many  of  them  had  a reasonable  prospect  of 
getting  jobs  and  actually  did  so.  Quite  a 
lot  were  discharged.  There  is,  of  course, 
one  appalling  circumstance  about  institutions 
in  that  while  they  are  extremely  good  in 
certain  instances  for  three,  four  or  five  years, 
perhaps  the  greatest  menace  of  the  institu- 
tion is  institutionalisation.  After  all,  the 
function  of  an  institution  is  to  train  the 
patient  for  the  world,  but  what  an  institu- 
tion often  does  is  to  train  a patient  for  an 
institution,  and  that,  of  course,  is  quite 
disastrous.  It  may  be  very  convenient  for 
the  people  running  the  institution,  but  that 
is  all  that  can  be  said  about  it.  In  theory 
I would  like  to  see  these  people  being 
trained  for  a period  of  three,  four  or  five 
years,  and  I dislike  to  see  them  being  kept 
in  any  longer,  but  it  is  not  possible  to  draw 
lines  in  practice.  My  own  feeling  is  that 
after  a patient  has  been  in  an  institution 
for  four  or  five  years  he  will  have  derived 
such  benefit  as  he  can  and  if  any  other 
method  of  treatment  can  be  found  it  would 
be  as  well  to  take  advantage  of  it. 

6284.  I would  just  like  to  ask  you  in  youi 
experience  what  is,  if  any,  the  element  of 
truth  in  the  common  accusation  that  insti- 
tutions tend  to  keep  their  more  efficient  high- 

grade  trainees  in  the  institution? 1 have 

heard  it  very  often.  It  is  complete  and 
absolute  nonsense.  There  is  absolutely 
nothing  in  it.  I quite  appreciate  why 
people  should  think  so  when  they  see 
institutions  and  patients  working  in  them, 
I particularly  see  why  parents  would  say, 
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“ Mary  Ann  is  working  in  an  institution  and 
apparently  working  hard  there  and  we.  are 
not  allowed  to  take  her  home”.  It  is  a 
very  obvious  complaint  to  make,  but  there 
is  nothing  in  it  at  all.  There  is  a tempta- 
tion to  do  it,  I think,  in  these  times  when 
staffing  is  difficult,  but  there  is  no  kudos 
coming  to  anybody  for  keeping,  patients 
locked  up  ; kudos  comes  from  having  a high 
rate  of  discharge. 

6285.  But  there  is  the  reverse  side,  that 
the  patient  does  not  always  want  to  go  out 
and  may  be  quite  content  to  remain  in  the 

institution? 1 appreciate  that,  but  when 

I say  that  they  become  institutionalised, 
what  I mean  is  not  so  much  that  they  do 
not  want  to  go  out  but  that  they  have 
adapted  themselves  to  the  institutional  con- 
ventions, whatever  they  are.  They  may  not 
be  particularly  well-behaved,  but  they  know 
what  to  expect  inside  the  institution ; and 
they  have  lost  all  regard  for  the  require- 
ments of  society  outside  and  are  quite  un- 
suited for  life  outside.  There  are  quite  a 
lot  of  such  patients  inside  the  institutions 
at  the  moment. 

6286.  (Dr.  Rees):  If  you  send  them  out 

they  soon  come,  back? They  do,  but  if 

the  younger  patients  are  sent  out  I think 
one  has  a very  good  chance  that  they  will 
stay  out. 

6287.  (Mr.  Simon):  There  may  be,  I 
suppose,  a type  of  patient  that  can  with 
benefit  be  trained  for  an  institution  but  can- 
not with  any  benefit  be  trained  for  the 
world.  It  is  not  really  a complete 

antithesis? No.  I should  say  that 

broadly  speaking  as  regards  imbeciles,  or  a 
great  many  of  them,  it  is  to  their  advantage 
and  everybody  else’s  advantage  that  they 
should  be  conditioned  to  an  institutional 
existence. 

6288.  (Chairman):  In  paragraph  22  you 
recommend  “ unification  of  responsibility 
for  the  ascertainment,  supervision,  ^care, 
training  and  control  of  sub-normals  ’ . I 
wonder  whether  you  have  any  more  concrete 

proposals  than  that  general  aspiration? - 

That  was,  I believe,  a recommendation  of 
the  1908  Royal  Commission  and  I believe 
it  was  one  of  the  recommendations  in  the 
Wood  Report.  At  that  time  it  was  speci- 
fically stated  that  unification  should  be 
under  the  local  authority.  The  situation  . at 
the  present  time  is  that  the  local  authority 
is  responsible  for  the  reporting  procedures, 
the  ascertainment  procedures  and  the 
supervision  of  defectives,  in  the  community. 
The  local  authority  is  responsible  for 
securing  the  defectives’  admission  to  the 
hospitals,  which  are  maintained  by  the 
State,  and  the  hospitals  can  grant  licence 
or  discharge  and  send  them  back  again  to 
the  care  of  the  local  authority.  More- 
over, the  local  authorities  are  responsible 
for  a lot  of  the  administrative  procedures 
which  concern  families  of  defectives,  under 


the  Education  Acts  and  so  on.  It  seems 
to  me  that  this  set-up  is  unnecessarily  com- 
plicated. It  involves  duplication  of  work 
by  hospitals  and  local  authorities  to  a 
great  extent,  and  it  seems  to  me  only 
common  sense  that  there  should  be  a 
single  authority  responsible  for  the  hos- 
pitals and  the  care  of  defectives  in  the 
community.  Then,  of  course,  we  come 
to  the  extremely  difficult  question  of  what 
single  authority.  I think  most  of  my 
colleagues  would  oppose  me  very  strongly 
if  I said  it  should  be  the  local  authority, 
but  logically  that  seems  to  me  the  only 
reasonable  way  out  of  it,  although  it  would 
be  a rather  mixed  blessing  I think  to  leave 
the  national  hospital  service. 

6289.  Yes,  that  would,  involve  separating 
mental  deficiency  hospitals  from  all  the 

others. Yes,  that  is  the  point.  I see  that 

particular  drawback,  but  I think  there  is 
all  the  same  a case  for  unification. 

6290.  I notice  later  on  you  assume  the 
continued  existence  of  visiting  magistrates. 
Yes. 

6291.  Does  that  harmonise  very  well 
with  the  unification  of  responsibility?— — 
When  I said  unification  of  responsibility, 

I meant  the  major  administration  of  the 
hospital  as  opposed  to  the  community 
services.  I did  not  mean  with  respect  to 
visiting  magistrates  and  so  on. 

6292.  Is  it  your  experience  that  the 
visiting  magistrate  is  effective  as  a check? 

He  is  another  opinion  and  to  a certam 

extent  at  least  he  is  familiar  with  the  law. 

I think  it  is  a useful  thing  to  have  that 
quarterly  session  in  the  hospital  for  every 
patient  to  see  him  and  for  the  patient’s 
position  to  be  discussed.  He  does  not 
look  at  it  solely  from  a legal  point  of 
view,  in  practice. 

6293.  How  many  patients  do  the 

Visitors  have  to  consider? They  see 

about  ninety,  I should  say,  on  each 
quarterly  visiting  day.  Of  those  cases 
about  thirty  are  lowish  grade  defectives 
where  the  patient  can  only  say,  Good 
day”.  In  practically  every  other  case  the 
patient  can  speak  up  for  himself  and 
often  the  relatives  are  there  as  well  to 
discuss  issues.  That  procedure  is,  in  my 
case  at  The  Manor,  rather  different  from 
what  I experienced  in  Hertfordshire.  I 
have  brought  with  me  a graph  which  may 
give  an  idea  of  the  intelligence  quotients 
of  the  patients  at  The  Manor.  This  shows 
that  the  bulk  of  the  feeble-minded  at  the 
Manor  have  intelligence  quotients  of  over 
70  The  distribution  overlaps  the  normal 
curve  of  intelligence  and  many  patients 
at  The  Manor  fall  into  the  normal  range 
of  intelligence.  The  patients  of  that 
calibre  are  quite  capable  of  speaking  up 
for  themselves  and  do  so.  .1  think  they 
always  get  a very  fair  hearing  from  the 
justices. 
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6294.  (Dr.  Rees):  How  many  patients 

do  the  magistrates  see  in  the  morning? 

About  50  to'  80.  Usually  there  are  two 
groups  of  Visitors.  One  group  see  the 
lower-grades  and  the  other  group  see  the 
higher-grades. 

6295.  How  many  do  they  see  of  each 

class? Quite  40  per  cent,  low-grade  and 

they  may  not  be  talkative.  If  the  patient 
happens  to  be  a 21 -year-old  the  interview 
might  go  on  for  live  minutes ; if  there  are 
relatives  or  parents  present  it  lasts  for  five 
or  ten  minutes.  If  the  patient  is  working 
out  in  Epsom  or  in  the  district,  again  it 
is  a little  longer.  It  is  that  sort  of  thing. 

6296.  (Mr.  Simon):  Can  any  patient  who 
wishes  to  see  the  visiting  magistrate,  or 
whose  relatives  wish  to  see  the  visiting 
magistrate,  automatically  get  an  interview? 

Patients  are  only  seen  when  they  are 

due  for  it  and  of  course  the  request  of 
the  parent  to  see  the  magistrates  is  a 
matter  for  them  to  decide.  The  usual 
procedure  is  that  we  notify  the  magistrates 
of  the  parent’s  wish  to  see  them  and  in 
my  experience  it  is  always  granted.  I 
think  the  magistrates  like  to  retain  the 
right  to  decide  for  themselves. 

6297.  Otherwise  it  is  just  a sort  of  spot 

check? It  is  a Spot  check,  but  one  of 

many  checks. 

6298.  (Chairman):  Would  you  regard  it 

as  much  of  a safeguard?  Do  you  con- 
sider that  any  safeguard  is  necessary? 

I think  safeguards  are  necessary  myself. 
It  is  awfully  easy  to  say  they  are  not  of 
course  and  the  chances  are  that  you  will 
go  a very  long  time  with  nothing  serious 
happening,  but  sooner  or  later  something 
does  occur.  I think  if  anybody’s  liberty 
is  interfered  with  there  must  be  safeguards. 
It  is  an  essential  constitutional  right.  I 
think  the  public  too  must  feel  assured  that 
there  are  safeguards,  not  just  that  the 
doctors  are  very  kind  people  and  cannot 
do  anything  wrong. 

6299.  (Mr.  Jackson):  Presumably  one 
could  devise  something  rather  more  effec- 
tive than  this.  You  have  got  your  Hos- 
pital Management  Committee  who  do  a 
great  deal  of  interviewing  and  going 
through  cases.  Would  it  not  be  possible 
instead  of  these  visiting  justices  to  have 
someone  who  would  be  perhaps  rather 
more  competent  and  perhaps  both  be  and 

appear  to  be  rather  more  efficacious? 

I doubt,  my  Lord,  if  the  Management  Com- 
mittee would  really  be  more  competent. 
They  might  be  more  sympathetic  perhaps. 

6300.  But  there  could  be  a more  formal 
body  to  deal  with  a certain  number  of 
cases?— — I do  not  know  what  type  of  body 
is  actually  meant. 

6301.  In  effect  is  a justice  as  a Visitor 

really  very  good  at  this  sort  of  thing? 


I do  not  know  if  he  is  very  good  at  this 
sort  of  thing.  He  keeps  pretty  well  right 
on  the  law.  His  attitude — it  is  difficult  to 
explain  it — is  rather  different  to  the  attitude 
of  members  of  a Management  Committee 
who  may  happen  to  see  patients  or  patients’ 
relatives.  It  is  something  between  the  sort 
of  check  maintained  by  the  Board  of  Con- 
trol and  the  Management  Committee.  I 
cannot  give  it  any  more  precision  than  that. 

6302.  You  do  think  some  qheck  of  this 

kind  is  a desirable  thing? 1 think  the 

more  checks  there  are  by  bodies  completely 
independent  of  the  hospital  the  better. 

6303.  (Dr.  Rees):  Would  you  give  the 
magistrates  power  to  discharge  the  patients? 

1 would  give  them  the  power  at  any  of 

these  sessions. 

6304.  (Chairman):  Are  the  magistrates 

who  visit  very  highly  specialised? They 

visit  quite  a number  of  mental  deficiency 
hospitals,  but  I would  not  say  they  are 
specialised,  except  by  experience. 

6305.  I was  surprised  to  find  that  in  one 
locality  magistrates  who  specialised  in  visit- 
ing mental  deficiency  institutions  were  never 
appointed  as  judicial  authorities  for  the 

making  of  orders. 1 am  afraid  I cannot 

say  anything  about  their  backgrounds  at 
all.  I just  do  not  know. 

6306.  The  point  in.  paragraph  27  about 
national  insurance  is  familiar  to  us.  I hope 
it  may  be  settled  apart  from  us.  Paragraph 
28  is  also  a point  familiar  to  us,  but  do 
you  not  think  that  the  scope  of  Circular 
5/52  might  be  a great  deal  wider  and  make 
placing  in  mental  deficiency  institutions  on 

a voluntary  basis  much  easier? Yes,  1 

think  so,  provided  it  is  established  that  the 
patients  really  are  idiots  and  imbeciles. 

6307.  Who  is  to  establish  that  except  the 

head  of  the  hospital? It  is  also  estab- 

lished in  these  cases  by  the  local  authority. 
The  application  comes  through  the  local 
authority. 

6308.  We  are  talking  about  paragraph 
28.  How  far  is  all  that  necessary?  t I 
would  not  have  to  ask  the  local  authority 
for  permission  to  send  my  child  for  instance 
to  a children’s  hospital.  Why  should  1 
have  to  ask  to  send  him  to  a mental 

deficiency  hospital? 1 think  it  is  very 

desirable  that  the  local  authority  should 
know  about  all  the  cases  under  its  juris- 
diction. After  all,  it  is  the  local  authority’s 
duty  to  ascertain  and  find  out  what  cases 
there  are  and  to  provide  some  supervision. 
I do  not  think  it  matters  so  much  with 
idiots  and  imbeciles,  but  I think  it  does 
matter  with  the  feeble-minded.  I am  think- 
ing of  the  question  of  ascertainment.  The 
risks  involved  are  not  very  great,  but  I 
do  think  there  would  be  a certain  danger 
in  fairly  high  grade  feeble-minded  persons 
being  placed  in  hospitals  without,  at  least, 
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the  consent  of  the  patient,  under  any 
system. 

6309.  (Dr.  Rees):  But  they  can  be  placed 
in  a mental  hospital  without  consulting  the 

local  authority  up  to  .the  age  of  16? 

Yes.  In  paragraph  32  I say,  “ Feeble- 
minded persons  ascertained  as  ‘ subject  to 
be  dealt  with’  and  of  less  than  sixteen 
years  of  age  might  be  ‘ placed  ’ in  a 
manner  similar  to  idiots  and  imbeciles  as 
suggested  in  paragraph  29  above.  If,  how- 
ever, these  feeble-minded  persons  are  more 
than  sixteen  years  of  age  their  consent 
should  also  be  obtained  and,  if  it  is  sub- 
sequently withdrawn,  steps  should  be  taken 
to  discharge  the  patient.”  When  I say 
“ feeble-minded  persons  ” I am  envisaging 
the  practically  normal. 

6310.  { Chairman j:  If  one  really  wishes  to 
Increase  voluntary  placing,  I would  not  have 
thought  that  the  way  to  do  it  would  be  to 
oblige  the  parent  to  advertise  to  the  muni- 
cipal authority  that  he  has  a feeble-minded 

child. 1 appreciate  the  point,  my  Lord, 

but  I think  it  is  very  important  that  the 
local  authority  should  know  the  incidence 
of  mental  defect  of  various  types. 

6311.  (Mr.  Simon):  Tt  could  very  easily 

be  done  administratively?  That  would  be 
a way  out? The  point'  I was  rather  try- 

ing to  make  was  that  if  the  procedure  of 
ascertainment  had  already  been  followed 
then  it  would  be  very  simple  to  put  patients 
in  and  out  of  hospital.  If  one  has  not  got 
this  process  of  ascertainment,  then  the  hos- 
pital has  got  to  do  it. 

6312.  (Chairman):  By  ascertainment,  do 
you  mean  ascertainment  by  the  Medical 
Officer  of  Health  of  the  local  authority? 

What  I mean  is  that  the  case  is  reported 

to  the  local  authority,  who  make  certain 
inquiries  and  decide  whether  supervision  or 
certification  is  necessary. 

6313.  (Mr.  Jackson):  There  is,  of  course, 
an  appreciable  difference  between  obliging 
parents  to  give  notification  and  giving  the 
local  authority  power  to  enquire.  I do  not 
mind  the  local  education  authority  inquiring 
what  arrangements  I have  made  for  the 
education  of  my  children  ; they  have  to 
be  satisfied  that  proper  arrangements  are 
made.  One  would  take  a different  view  if 
one  had  to  notify  when  it  had  been  done. 
I think  there  is  a feeling  in  that  direction. 

What  I do  greatly  fear  is  that  the  wrong 

sort  of  feeble-minded  person  will  come  in  as 
a voluntary  patient  to  the  exclusion  of  the 
feeble-minded  person  who  needs  care,  if  the 
voluntary  system  is  extended  to  any  great 
extent. 

6314.  (Chairman):  In  paragraph  30  you 
mention  the  proviso  about  parents  un- 
reasonably withholding  consent.  You  want 
this  clarified  in  the  light  of  a relevant  High 

Court  decision.  Which  decision  is  that? 

I am  afraid  I cannot  remember  the  exact 
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case  but  I have  heard  about  it  from  officers 
of  the  London  County  Council.  I believe 
it  was  a case  in  which  a parent  refused  to 
agree  to  a patient  being  sent_  to  an  institu- 
tion on  some  quite  extraordinary  grounds, 
but  the  law  as  it  stands  rather  implies  that 
if  the  parent  said  that  he  was  objecting 
for  the  patient’s  good,  then  it  could  not  be 
maintained  that  his  consent  was  being 
unreasonably  withheld. 

6315.  (Mr.  Simon):  The  Section  contains 
a proviso  that  consent  shall  not  be  deemed 
to  be  unreasonably  withheld  if  withheld 
with  the  bona  fide  intention  of  benefiting 
the  defective.  (Sir  Cecil  Oakes):  I remem- 
ber the  case.  The  parent  said  he  did  think 
benefit  would  result  if  he  kept  her  at  home. 
The  judge  said  that  if  that  was  in  the  mind 
of  the  parent  that  was  not  unreasonable 

within  the  meaning  of  the  Act. That 

seems  to  be  quite  absurd. 

6316.  (Mr.  Simon)  : All  you  would  want 

to  do  would  be  to  leave  out  that  proviso, 
and  simply  retain  the  words,  “ such  consent 
is  unreasonably  withheld  ”? 1 think  so. 

( Chairman ) : We  have  had  this  in  evidence 
before.  The  statement  by  the  judge  was 
that,  unless  it  could  be  proved  that  there 
was  an  ulterior  motive  on  the  part  of  the 
person  withholding  consent,  it  could  not  be 
said  there  was  not  a bona  fide  intention  to 
benefit  the  patient. 

6317.  Paragraph  34  makes  an  important 
point.  You  wish  the  visiting  justices  _ to 
have  power  to  discharge  on  each  occasion 
that  they  review  orders.  That  will  not 
affect  the  right  of  the  Superintendent  to 

discharge? The  Superintendent  has  no 

such  right  at.  the  present  time. 

6318.  Do  you  not  consider  that  he  should 

have  the  right? 1 have  mixed  feelings 

on  that.  I have  often  wished  I had. 
On  the  other  hand,  the  interests  of  the 
community  are  a factor  and  it  may  be  that 
there  should  be  some  other  body  to  be  con- 
sulted to  represent  the  community  interest. 
I have  a fairly  open  mind  about  that 
question. 

6319.  I confess  it  strikes  me  as  extra- 
ordinary that  the  sole  power  of  discharge 
should  lie  in  the  hands  of  a Government 

Department. My  general  feeling  is  for 

extending  the  power  of  discharge  fairly 
widely. 

6320.  In  paragraph  37  I am  rather  sur- 
prised that  you  suggest  that  _ all  licences, 
at  any  rate  in  ordinary  circumstances, 
should  be  limited  to  a period  of  two  years. 

Is  that  not  a very  short  period? Not 

really  in  the  case  of  the  feeble-minded, 
with  whom  I have  been  dealing  chiefly. 
The  general  procedure  under  Circular  850 
of  the  Board  of  Control  was,  towards  the 
end  of  two  years’  licence,  to  consider 
recommending  discharge,  and  in  most  cases 
where  the  person  on  licence  has  been 
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fending  for  himself  discharge  is  effected 
at  the  end  of  two  years.  I think  that  two 
years  may  even  be  a little  too  long  in  some 
case6,  particularly  for  high-grade  defectives, 
because  the  strain  of  obeying  some  of  the 
rules  about  licence  is  probably  a bit  un- 
reasonable for  as  long  as  two  years. 

6321.  Do  you  wish  to  express  an  opinion 

on  some  of  the  conditions  of  licence? 

It  is  very  difficult  to  do  that  because  there 
are  certain  cases  in  which  they  are  very 
necessary  and  others  in  which  they  are  not, 
but  I think  it  would  be  unwise  to  say 
that  they  should  be  wiped  out  completely. 
Perhaps  a little  discretion  should  be  left 
to  the  Management  Committee.  The  1948 
Regulations  specify  that  the  conditions  of 
licence  set  out  in  the  statutory  form  should 
not  be  substantially  altered.  “ Substan- 
tially ” I think  is  the  operative  word  in  this 
context ; strictly  speaking  under  the  existing 
Regulations  one  is  not  really  entitled  to 
alter  the  terms  of  licence  very  considerably. 

6322.  You  would  like  there  to  be  greater 

discretion? Yes.  I think  it  is  necessary 

for  the  existing  conditions  to  be  applied  in 
some  cases.  The  other  point  I wanted  to 
make  was  that  a patient  on  licence,  who  is 
licensed  some  distance  from  the  hospital,  is 
under  the  supervision  of  the  local  authority. 
The  local  authority’s  social  workers  see  him 
at  certain  intervals  and  at  the  end  of  two 
years  the  local  authority  know  more  of  the 
patient  than  the  hospital  authority  which 
sent  the  patient  out.  If  supervision  of  the 
patient  has  to  be  continued,  I think  those 
cases  should  revert  to  supervision  by  the 
local  authority  and  let  them  part  company 
with  the  hospital.  Two  years  would  seem  to 
be  long  enough. 

6323.  Do  you  find  that,  even  after  the 
licence  period  has  ended,  a discharged 
feeble-minded  person  would  prefer  to  be 
supervised  by  the  hospital  rather  than  by 

the  local  authority? Sometimes  he 

would.  He  might  like  to  consult  the  local 
authority  or  the  hospital ; it  depends  on  cir- 
cumstances and  I think  the  situation  varies 
a lot.  A patient  with  an  intelligence 
quotient  of  60  who  is  discharged  may  be 
dependent  on  some  sort  of  friendly  super- 
vision for  the  rest  of  his  life.  Another  man 
who  is  discharged  with  an  intelligence 
quotient  of  90  may  want  nothing  whatever 
to  do  with  the  hospital  for  the  rest  of  his 
life  and  may  not  want  anybody  to  know  he 
was  ever  there. 

(Chairman):  Are  there  any  other  ques- 
tions, either  on  the  recommendations  or 
on  the  body  of  the  memorandum? 

6324.  (Mr.  Simon):  May  I ask  one  ques- 
tion on  paragraph  24  (a)?  You  recommend 
that  aetiology,  i.e.,  the  phrase  “whether 
arising  from  inherent  causes  or  induced  by 
disease  or  injury  ”,  should  be  omitted  from 
the  definition  of  mental  defectiveness.  1 
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wonder  why  you  wish  this  to  be  omitted. 

Do  you  regard  it  as  surplusage? 1 think 

in  existing  practice  there  is  rather  an 
assumption  that  we  really  know  a great  deal 
more  about  mental  deficiency  than  we  do. 
The  existing  definition  says,  “ arising  from 
inherent  causes,  disease  or  injury”,  but 
there  is  a tendency  for  the  group  “inherent 
causes  ” to  become  a sort  of  residual  cate- 
gory. People  say,  “ This  person  looks  a de- 
fective, probably  he  is.  a defective.  We 
cannot  say  that  his  defect  is  due  to  disease  ; 
we  cannot  say  that  his  defect  is  due  to 
injury ; therefore  his  defect  must  be  due  to 
inherent  causes  ”.  An  example  of  that  par- 
ticular type  of  argument  will  be  found  if 
one  turns  to  the  Report  of  the  Depart- 
mental Committee  on  Sterilisation,  page  93, 
quoting  the  memorandum  submitted  by  the 
London  County  Council,  which  says  that 
primary  amentia  is  a residual  category  in 
which  cases  are  placed  which  are  not  due 
to  disease  or  injury. 

6325.  Yes,  but  what  arises  from  that  cate- 

gorisation you  have  described?  Does  it  in 
some  way  determine  the  effects  of  subse- 
quent treatment? 1 do  not  think  it  does. 

A great  many  people  who  are  socially  in- 
competent and  feeble-minded  do  not  owe 
their  mental  defect  to  disease,  injury  or  “ in- 
herent causes  ”,  if  that  term  is  interpreted 
extremely  widely.  They  owe  it  to  adverse 
conditions  of  the  home  and  that  is  not  mqji- 
tioned  as  a cause  in  the  Act. 

6326.  Your  point  is  that  the  words  unduly 

narrow  the  definition? Yes,  I think  so, 

and  in  practice  they  are  often  misinter- 
preted ! 

6327.  (Chairman):  You  would  not  like  to 

see  the  words  “under  the  age  of  18"  dis- 
appear as  well  as  the  aetiology? 1 am 

afraid,  my  Lord,  if  we  excluded  that  too, 
practically  half  of  the  population  could  be 
covered  by  the  definition.  Mental  defect 
would  cease  to  have  any  particular  meaning 
at  all. 

6328.  Was  not  the  phrase  about  age  18, 
or  from  an  early  age  originally  included  as 
part  of  the  assumption  about  inherent  causes 

which  we  have  just  been  discussing? 1 

think  age  18  was  put  in  to  cover  the  sleepy 
sickness  cases  that  arose  at  that  particular 
time.  They  were  a problem,  a great  many 
of  those  cases  were  normal  when  born  and 
for  several  years  of  childhood. 

6329.  If  you  happen  to  find  a low-grade 
feeble-minded  person  at  an  advanced  age 
who  has  always  been  at  home  and  never 
ascertained,  there  may  be  no  educational 
record  or  medical  record  from  which  you 
could  say  that  the  disease  had  been  detected 
under  the  age  of  18  or  had  arisen  under  the 

age  of  18. -l  agree.  That  issue  also 

came  up  in,  I think  it  was,  the  Heath  mur- 
der. Nothing  cou'ld  be  found  in  this  man  s 
earlier  history  to  show  that  he  was 
abnormal  before  the  age  of  18  years,  and 
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therefore  the  plea  of  the  defence  that  he  was 
a moral  defective  failed.  If  the  defence  had 
been  able  to  produce  evidence  that  he  had 
been  abnormal  before  the  age  of  18,  that  is 
to  say,  showed  signs  of  incomplete  or 
arrested  development,  he  might  have  been 
treated  as  a moral  defective. 

6330.  You  would  be  content  to  leave  the 
law  as  it  is  at  the  moment  in  that  respect. 

Is  there  anything  else  you  would  like  to  say 
to  us  or  any  point  to  which  you  attach 

importance  that  we  have  not  covered? 1 

do  not  think  so,  my  Lord,  I have  said  what 
I wanted  to  say  in  my  memorandum  and  I' 
think  it  is  all  there. 

6331.  (Mr.  Bartlett ):  I would  like  to  ask 
hbout  your  views  on  the  desirability  or 
'otherwise  of  the  Hospital  Management 
Committee  being  financially  responsible  for 
patients  while  on  leave.  You  specifically 
•say  it  should  be  the  responsibility  of  the 

local  public  assistance  authority? 1 do 

not  think  the  Management  Committee  or 
the  administration  of  a hospital  should  be 
open  to  the  remotest  suspicion  that  the  ques- 
tion of  money  is  involved  in  their  decision 
to  send  a patient  out  or  keep  a patient  in. 
Short  leave  I think  must  be  a matter  for 

{The  witness 


the  Management  Committee,  but  for  longer 
licence  or  anything  like  that  the  position 
should  be  the  same  as  for  other  members 
of  the  family. 

6332.  I was  thinking  particularly  of  short 

periods  of  leave. 1 do  not  think  it 

could  be  done  in  the  time  by  the  National 
Assistance  Board. 

6333.  (Mr.  Jackson):  Your  point  is  that 

the  hospitals  should  be  relieved  of  it?  You 
do  not  mind  who  does  it? It  is  very  dif- 

ficult not  to  be  influenced  by  the  fact  that 
one  has  got  to  pay  a certain  amount.  I 
think  that  is  a matter  entirely  for  national 
assistance. 

6334.  (Dr.  Rees):  Who  would  be  in- 
fluenced by  that  fact? Perhaps  the  Man- 

agement Committee  might  be.  But  what  I 
think  is  more  important  is  that  there  might 
be  some  suspicion  that  they  were,  even 
though  they  Were  not. 

6335.  The  average  Medical  Superinten- 

dent would  not  be  influenced  by  it,  would 
he? 1 think  not. 

(Chairman):  Thank  you  very  much,  Dr. 
MacMahon. 

withdrew .) 
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Memorandum  submitted  by  the  Association  of  Chief  Police  Officers  of 
England  and  Wales 

Review  of  the  Present  System  in  so  far  as  it  affects  the  Police  Role  in 

ATTEMPTING  TO  PROTECT  THE  PUBLIC 


The  present  situation 

1.  The  police  are  concerned  with  persons  suffering  from  mental  illness  or  defect 
mainly  in  two  ways : first  to  assist  the  proper  authorities  in  restraining  or  controlling 
those  who  are  making  a nuisance  of  themselves  and  inconveniencing  the  public  and 
secondly  in  detecting  crimes  which  have  been  committed  by  such  people.  In  each 
case  both  the  present  broad  classifications  of  mental  illness  feature,  but  it  is 
primarily  the  “ persons  of  unsound  mind  ” rather  than  the  “ mental  defectives  ” 
who  cause  both  sorts  of  trouble.  Generally  speaking  the  method  of  dealing  initially 
with  persons  causing  trouble  and  disturbing  the  peace  gives  the  police  little  anxiety 
and  is  not  in  itself  worthy  of  representation. 

2.  Crime  committed  by  persons  known  to  suffer  from  mental  illness : the  steps 
taken  to  restrain  and  supervise  such  persons  and  so  prevent  them  from  committing 
further  crime,  and  the  information  about  such  persons  available  to  the  police  who 
have  to  detect  such  crimes  are,  however,  matters  of  considerable  concern  to  the 
police. 

3.  The  commission  of  thefts  and  similar  offences  by  those  who  are  mentally  ill 
or  deficient  causes  some  but  not  an  undue  amount  of  trouble  and  concern : that  of 
arson  in  particular  and  other  forms  of  malicious  damage  cause  somewhat  more 
trouble  and  concern ; but  it  is  the  sexual  and  assault  type  of  case  which  gives  the 
police  most  cause  for  worry.  It  is  only  in  respect  of  persons  who  may  commit  the 
last  type  of  offence  that  the  police  really  have  cause  to  make  representations. 
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(a)  The  case  of  the  mental  defective 

4.  The  mental  defective,  once  so  classified,  is  probably  under  close  control  and 
supervision  for  the  rest  of  his  life.  As  an  inmate  of  a colony,  whether  allowed 
considerable  outside  licence  or  not,  or  as  a defective  under  the  supervision  of  the 
local  authority’s  authorized  officer,  his  whereabouts  or  activities  can  generally  be 
traced,  whilst  if  a serious  assault  is  committed  there  is  little  likelihood  that  a 
defective  with  such  tendencies  will  have  come  into  the  area  from  far  afield  or  that 
enquiries  of  the  local  authorized  officers  and  Superintendents  of  institutions  will 
fail  to  let  the  police  know  all  that  they  want  to  know  about  all  mental  defectives 
likely  to  have  been  in  the  district  when  the  crime  was  committed.  The  mental 
defective  may  resort  to  petty  larceny  or  even  housebreaking,  he  may  well  be 
responsible  for  arson  and  other  forms  of  wilful  damage  and  he  may  even  be 
responsible  for  carnal  knowledge  offences,  mostly  against  co-defective  victims. 
With  certain  exceptions  however  the  more  serious  forms  of  assault  are  not  normally 
attributed  to  him.  The  mental  defective  is  a frequent  culprit  of  indecent  exposure  ; 
this  may  appear  at  first  sight  to  be  relatively  harmless,  but  it  has  two  serious  aspects. 
Indecent  exposure  may  corrupt  the  young  or  do  serious  mental  injury  to  either  the 
young  or  to  the  over  sensitive  type  of  woman  ; in  addition  it  often  leads  to  other 
forms  of  sexual  exhibitionism  or  assault  (generally  of  the  milder  type)  against  male 
or  female,  with  even  greater  liability  to  corruption  or  to  mental  injury  than  in 
the  case  of  indecent  exposure.  It  should  be  noted  that  the  Superintendent  of  the 
institution  is  obliged  to  inform  the  Commissioner  of  Police,  New  Scotland  Yard, 
of  the  release  or  transfer  of  a mental  defective  who  has  been  sent  there  from  a 
court  or  from  a prison  or  approved  school  (Sections  8-9  Mental  Deficiency  Act, 
1913). 

(b)  The  case  of  the  person  of  unsound  mind 

5.  This  type  of  case,  from  a police  point  of  view,  presents  a much  more  serious 
and  difficult  problem.  Unlike  the  case  of  the  mental  defective,  the  hazard  may 
present  itself  suddenly  and  without  warning,  and  in  its  most  dangerous  form,  on 
the  first  occurrence  of  illness.  There  can  be  no  remedy  or  safeguard  against  that, 
nor  can  anything  be  done  to  assist  the  police  in  detecting  such  an  offender  if  his 
identity  is  unknown.  If  the  identity  of  the  offender  is  known  the  normal  process  of 
the  criminal  law  or  the  provisions  of  the  Lunacy  Act  gives  sufficient  power  for  the 
necessary  initial  action  to  be  taken  -to  protect  the  public.  It  is  however  by  this  type 
of  mental  sufferer  that  some  of  the  worst  forms  of  offence  against  the  person  are 
committed.  Unfortunately,  too,  it  is  in  respect  of  these  persons  that  the  present 
system  seems  to  lack  something  in  subsequent  control  and  safeguard ; the  interests 
of  the  public  seem  to  be  weighed  too  lightly  against  the  chance  of  a return  to 
normality  in  the  patient.  Healthy  persons  who  experience  the  depredations  of  the 
dangerous  persons  of  unsound  mind  may  themselves  become  seriously  deranged — 
perhaps  with  lasting  ill-effects.  It  is  this  fact  which  the  Association  asks  the  Royal 
Commission  to  keep  ever  in  mind. 

6.  Sample  enquiries  suggest  that  somewhere  between  -05  per  cent,  and  T per  cent, 
of  the  population  are  dealt  with  initially  or  for  a second  or  subsequent  time  each 
year  for  mental  illness.  Only  a small  percentage  of  these  are,  or  are  likely  to  be, 
of  a potentially  dangerous  character  but  the  field  of  enquiry  is  clearly  great  if  an 
investigation  of  a serious  assault  points  in  the  direction  of  a “ madman  ", 

7.  It  is  understood  that  when  Criminal  Records  Office  at  New  Scotland  Yard 
know  of  the  certification  under  the  Lunacy  Act  of  a person  with  a criminal  record, 
the  Office  ask  the  Superintendent  of  the  institution  concerned  to  inform  them  of  his 
release,  transfer  or  death.  Criminal  Records  Office  in  turn  notify  the  Force  to  which 
the  patient  is  released  if  he  has  a record  of  a violent  nature.  This  does  not  of 
course  cover  voluntary  patients  and  the  many  criminals  who  are  certified  without  the 
knowledge  of  the  police  ; nor  does  it — nor  could  any  practical  system— guard  against 
subsequent  changes  of  address  of  those  whose  discharge  has  been  notified. 

8.  In  view  of  the  above  comments  on  the  present  position,  subsequent  considera- 
tions are  almost  entirely  confined  to  persons  of  unsound  mind  dealt  with,  or  capable 
of  being  dealt  with,  under  the  Lunacy  Act,  1890. 
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Some  defects  of  flic  Lunacy  Act  procedure 

9.  In  theory  the  various  provisions  of  the  Lunacy  Act,  1890,  Section  30  of  the 
Magistrates’  Courts  Act,  1952,  and  the  “Broadmoor  powers”  of  the  Secretary  of 
State  in  respect  of  a prisoner  found  by  a Court  of  Record  “ unlit  to  plead  ” or 
“ guilty  but  insane  ”,  should  be  sufficient  to  ensure  that  an  offender  who  is  of 
unsound  mind  may  be  dealt  with  as  a certified  or  as  a Broadmoor  patient.  In 
effect  however  it  is  said  that  on  the  first  threat  of  trouble  some  offenders  at  once 
place  themselves  in  an  institution  as  voluntary  patients,  with  a view  to  avoiding  court 
proceedings  and  in  full  knowledge  of  the  fact  that  they  may  discharge  themselves 
at  will  when  they  consider  that  the  risk  of  proceedings  has  passed.  The  advice 
on  this  matter,  given  by  the  Director  of  Prosecutions,  is  that  if  the  offence  is  a serious 
one — especially  if  against  the  person — the  presence  of  the  prisoner  should  be  secured 
before  the  Court.  However  the  initial  action  taken  by  the  prisoner  is  in  most  cases 
bound  to  attract  some  sympathy  from  the  Court  who  will  be  more  prone  to  exercise 
their  powers  under  Section  4 of  the  Criminal  Justice  Act  of  1948  than  to  take  more 
effective  action. 

10.  Unlike  a mental  defeotive,  a person  of  unsound  mind  is,  in  the  majority  of 
cases,  fortunately,  regarded  as  having  a chance  of  complete  recovery.  Institution 
authorities  are  therefore  anxious  to  give  a promising  patient  the  opportunity  of 
proving  his  return  to  good  health  by  allowing  him  out  on  trial  or  by  discharging 
him  altogether.  Unlike  the  more  permanently  affected  defective  the  period  and 
method  of  control  over  persons  allowed  out  on  trial  or  parole  is  much  shorter  and 
less  severe ; in  fact  we  understand  that  the  local  authorities'  authorized  officers  have 
no  function  whatsoever  in  this  supervision  which,  on  the  rare  occasions  that  there 
is  any,  is  carried  out  by  the  psychiatric  worker  attached  to  the  institution. 

11.  A person  of  unsound  mind  is  frequently  detained  in  an  institution  far  distant 
from  his  home  or  place  of  normal  resort.  When  released  temporarily  therefrom  he 
may  well  travel  many  miles  away  to  places  of  his  former  resort ; no-one  locally 
is  aware  of  the  fact  and  any  lapses  that  he  may  have  at  such  times  can  hardly  he 
attributed  to  him  if  diligent  enquiry  fails — as  frequently  it  must— to  reveal  his 
presence  in  that  locality. 

12.  For  the  same  reasons,  and  in  the  same  way,  a certified  patient  may  be  quickly 
discharged  and  thereafter  his  whereabouts  will  be  a mallei'  of  his  own  choice  and 
of  no-one  else’s  knowledge  save  in  the  somewhat  unusual  event  of  the  procedure 
at  paragraph  7 having  been  carried  out.  Again,  diligent  police  enquiries  to  find  out 
what  former  persons  of  unsound  mind  there  may  be  in  the  neighbourhood  may  lie 
of  no  avail.  This  is  alarming  when  it  is  realized  that  a number  of  men  who  lmve 
committed  the  most  savage  and  brutal  offences  have,  when  subsequently  delected, 
proved  to  have  been  certified  patients  who  have  been  released  for  several  or  even 
many  years.  Former  patients  who  are  regularly  resident  in  the  districts  of  their 
original  homes,  or  in  the  locality  to  which  they  have  long  since  been  released,  may 
travel  long  distances  to  commit  most  serious  assaults  and  once  again  the  police 
enquiries  are  extremely  difficult  if  not  almost  hopeless. 

The  dangers  of  the  more  modern  or  progressive  tendency  inherent  in  the  terms  of 
reference  of  the  Royal  Commission 

13.  To  some  of  the  above  objections  there  can  clearly  be  no  effective  solution, 
but  if  there  is  to  be  a tendency  towards  the  use  of  voluntary  submission  rather  than 
certification,  the  chances  of  voluntary  discharge  must  be  increased  and  of  effective 
extra-institutional  control  must  be  complicated.  As  a result  of  both  tendencies  the 
likelihood  of  such  a person  being  present  in  a locality  where  his  presence  is  unknown, 
and  where  subsequent  enquiries  are  unlikely  to  trace  his  presence  or  identity,  is 
greatly  increased.  Numbers  of  such  persons  who  are  believed  lo  have  been  cured 
under  the  present  system  have  subsequently  repeated  their  offences  and  have  been 
difficult  to  trace — we  fear  that  the  numbers  are  bound  to  increase  under  the  proposed 
more  liberal  procedure  unless  some  effective  counter  measures  are  instituted. 

Suggestions  for  possible  improvement 

14.  Remedies  which  at  first  come  to  mind  prove  oil  a moment's  reflection  to  ho 
of  no  avail.  The  maintenance  of  either  a central  or  local  index  of  persons  who 
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have  been  certified  and  who  have  displayed  vicious  tendencies  would  prove  to  be 
not  only  self  crippling  on  account  of  the  numbers  involved  but  would  also  be 
incapable  of  being  kept  up  to  date  due  to  changes  of  residence,  save  in  the  less 
densely  populated  areas.  Nor  would  such  indexes  meet  the  difficulties  created  by 
the  ex-patient  who  travels  extensively  in  his  normal  business  or  who,  though 
normally  static,  travels  for  the  express  purpose  of  committing  his  crime.  Moreover, 
the  extensive  use  of  any  such  index  would  inevitably  lead  to  the  accusation  that  the 
police  were  “ badgering  ” those  who  are  innocent  and  who,  if  not  fully  recovered, 
are  well  on  their  way  to  recovery  ; perhaps  even  that  the  police  had  once  more 
driven  them  out  of  their  minds. 

15.  It  seems  that  to  improve  the  present  position,  and  to  offset  the  natural 
tendencies  of  any  further  reforms,  responsible  authorities  must  pick  out  the  vicious 
type  of  patient  and  also  the  sexually  inclined  patient  for  prolonged  and  effectual 
extra-institutional  control  and/or  supervision  even  if,  in  his  interest,  his  period  of 
residence  in  an  institution  tends  to  become  shorter  than  was  formerly  the  case.  This 
would  involve  a new  principle  of  supervision  ; perhaps  it  could  be  added  to  the 
burden  of  the  local  authorities’  authorized  officers  for  mental  deficiency,  even  if  it 
means  appointment  of  additional  personnel. 

16.  To  be  effective  it  would  be  necessary  that  any  such  supervision  should  continue 
for  a long  period,  and  for  supervising  officers  to  be  clearly  empowered  to  disclose 
to  the  police  the  names  of  any  supervisees  known  to  be  living  or  to  have  recently 
lived  within  their  areas,  should  certain  forms  of  crime  be  committed. 

Miscellaneous  points 

17.  Several  Chief  Constables  are  worried  by  the  fact  that  there  is  no  power 
corresponding  to  that  under  Section  30  of  the  Magistrates'  Courts  Act,  1952,  for 
Courts  of  Record  (nor  was  there  under  the  repealed  Section  24  of  the  Criminal 
Justice  Act,  1948).  But  such  Courts  have  ample  powers  on  arraignment  or  conviction 
under  the  Criminal  Lunatics  Act,  1800,  and  Trial  of  Lunatics  Act,  1883. 

18.  Section  32  of  the  Mental  Deficiency  (Scotland)  Act,  1913,  provides  funda- 
mentally the  same  powers  of  arrest  as  Section  42  of  the  English  Act — but  they  do 
not  apply  in  England.  This  brings  about  a theoretical  if  not  a serious  practical 
difficulty  in  respect  of  escapes  of  certified  patients  across  the  Border.  We  understand 
there  are  other  anomalies  not  affecting  the  police  which  require  a reconciliation 
between  Scottish  and  English  law. 

19.  A “ barring  certificate  ” against  an  application  by  a relative  for  the  discharge 
of  a patient  (including  one  received  under  Section  30  of  the  Magistrates’  Courts  Act, 
1952)  is  only  operative  if  the  patient  can  be  certified  as  having  suicidal  or  homicidal 
tendencies.  A sexual  assault  menace  can  therefore  be  released  almost  at  once 
against  the  better  judgment  of  the  mental  health  authorities. 

Conclusions 

20.  In  conclusion  it  must  be  repeated,  and  emphasized,  that  Chief  Officers  of 
Police  have  reason  to  be  concerned  about  the  apparent  ease  with  which  persons 
certified  to  be  of  unsound  mind,  and  who  have  displayed  sexual  and  other  vicious 
tendencies,  obtain  freedom  to  move  as  they  will  on  parole,  on  trial,  or  by  securing 
their  complete  discharge.  They  point  out  that  the  police  experience  great  difficulty 
when  investigating  serious  crime  apparently  committed  by  persons  with  such 
tendencies,  due  to  their  inability  to  make  sure  that  the  presence  in  the  locality  of 
former  patients  with  such  tendencies  is  revealed.  They  point  out  that  in  the 
absence  of  very  special  new  measures  to  compensate  the  natural  consequence  of 
any  relaxation  of  the  present  system  of  certification  and  supervision,  such  relaxation 
may  have  serious  effects  upon  the  actual  safety  of  the  ordinary  citizen,  and  upon 
his  sense  of  safety,  and  that  perhaps  this  aspect  is  being  subordinated  to  the  under- 
standable ideal  of  affording  the  patient  the  maximum  possible  sense  of  freedom 
and  self  reliance  to  assist  him  in  his  recovery. 
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Examination  of  Witnesses 


6336.  {Chairman):  Good  morning.  I 

think  I would  like  to  say,  to  start  with, 
that  we  appreciate  the  point  that  you  want 
us  to  bear  in  mind,  about  the  risk  con- 
nected with  any  relaxation  of  certification 
procedure.  1 think  what  we  want  to 
address  ourselves  to  this  morning  is  the 
extent  and  the  degree  of  the  risk.  You 
begin,  rather  surprisingly,  by  saying  that 
the  category  which  .interests  you,  from  the 
point  of  view  of  recurrent  crime,  is  the 
person  of  unsound  mind,  rather  than  the 
mental  defective.  It  surprises  me,  because 
I should  have  thought  that  there  was 
more  risk  from  the  mental  defective  with 
a record  of  violence,  rather  than  from  the 
so-called  ‘‘person  of  unsound  mind”? — -• 
{Mr.  Simpson ):  Yes,  my  Lord.  You  appre- 
ciate, of  course,  that  we  have  no  very 
great  technical  knowledge  of  mental  defec- 
tives, or  of  persons  of  unsound  mind,  the 
categories  or  forms  of  illness  from  which 
they  suffer,  and  .the  treatment  they  get.  We 
are  mostly  concerned  with  what  happens 
in  the  early  -stages  when  it  first  comes  to 
notice  that  a person  is  of  unsound  mind, 
and  with  the  after-effects,  about  which  you 
are  now  talking.  But  it  is  our  impression 
that  the  worst  cases  are  probably  people 
who  are  of  unsound  mind,  and  not  mental 
defectives.  We  may  have  got  the  wrong  im- 
pression there,  S'ir,  but  I am  afraid,  because 
of  our  position,  we  arc  not  so  inclined  to 
look  at  the  case  and  sec  what  type  of 
case  he  is.  What  we  look  to  is  what  he 
has  done,  and  what  the  effect  has  been. 


6337.  How  many  oases  in  a year  do  you 
have — I am  not  asking  for  exact  statistics, 


but  for  your  impression — of  persons  who 
have  committed  offences  of  violence, 
assault,  or  sexual  assault,  and  so  on,  who 
have  had  a previous  history  of  confinement 

in  a mental  hospital? Speaking  without 

detailed  statistics.  Sir,  I would  not  put  it 
at  more  than  a dozen. 


6338.  1 should  have  thought  it  was  rare 
for  a criminal  of  .that  kind  to  have  any 
previous  history  of  mental  hospital  treat- 
ment.--— I have  a schedule  of  cases  here, 
taken  at  random  from  various  sources  over 
a number  of  years.  [Schedule  handed 
round.]  This  schedule,  Sir,  docs  not  dis- 
tinguish  between  those  who  may  have  been 
classified  as  persons  of  unsound  mind  or 
as  mental  defectives.  An  example  of  the 
type  of  case  we  have,  perhaps,  most  in 
mmd  is  the  third  one  on  the  first  page 
It  was  a case  of  indecent  assault,  which 
followed  a previous  charge  of  indecent 
assault  and  certification  for  treatment  in 
an  institution.  The  person  was  certified 
and  sent  to  an  institution  in  February,  after 
the  first  charge  of  indecent  assault  and  in 
August  of  the  same  year  he  was  released 
to  the  care  Of  has  father.  In  September 


of  the  same  year  he  committed  this  second 
case  of  indecent  assault  on  a boy  of  7, 
after  which  he  was  returned  to  the  institu- 
tion. That  is  all  in  the  one  year. 

6339.  It  looks  to  me  as  though  he  was 
certified  as  a mental  defective.  Your  infer- 
ence there  is  that  he  was  released  before 

he  should  have  been  released? And  the 

lact  that  the  police  had  no  knowledge  of 
that  case.  * 

6340.  {Dr.  Thomas):  In  the  case  of  a 
normal  person  committing  an  indecent 
assault  of  this  kind,  what  kind  of  record 
uo  the  police  keep,  subsequent  to  convic- 
tipn?-~-(Mr.  Plume):  if  a person  is  con- 
victed before  the  ordinary  Court,  Sir,  he  is 
on  the  records  and  those  records  arc  always 
available  to  us.  He  is,  perhaps,  sentenced 
to  a term  of  imprisonment  or  lined,  which 
depends  on  the  Court,  and  those  records 
are  available  to  us.  We  would  not  chase 
him  or  keep  a special  eye  on  him.  of 
course,  but  we  do  know  where  he  is  if 
anything  of  the  kind  happens  again.  Then 
if  we  get  evidence  of  anything  similar,  or 
ol  his  association  with  a person  which 
might  lead  to  a similar  assault  we  keep 
a special  eye  on  him.  (Mr.  Robinson ): 
I-hcre  ts  a point  about  the  keeping  of  those 
records.  The  Commissioner  of  Police  in 
the  Metropolis  is  compelled  by  Act  of 
Parliament  to  keep  records  of  all  persons 
convicted  of  indiotablo  crimes,  whatever 
the  punishment  has  been.  In  effect  they 
go  further  than  that.  If  a case  of  indecent 
assault  is  reported  to  the  Yard,  we  would 
start  forming  a new  record,  hut  any  case 
ol  indecent  assault  must,  by  Statute,  be 
maintained  in  the  records  at  the  Criminal 
Record  Office. 

6341.  If  a person  has  served  his  sen- 
ence,  or  been  otherwise  dealt  with  bv 
the  Court,  do  you  then  continue  to  super- 
visc  his  whereabouts?--  -(Mr.  Simpson) : No, 

That  ns  one  thing  we  must  not  do. 

Sf*  \?2uf  *ei  mt0  vory  hot  water  for 

whether  it  was  a criminal  or  mental 
uisl.  There  .must  be  no  overt  supervision 
and  we  must  look  to  some  other  body  to 
carry  out  the  supervision  which  is  neccs- 
saiy,  either  through  the  probation  system, 
m connection  with  ordinary  delinquency, 
or  some  other  system  in  the  case  of  mental 
delinquency.  But  it  has  always  been  the 
X .we4  out  in  our  memoran- 
dum, that,  whereas  a mental  defective  is 
under  some  continuous  form  of  control, 
the  person  of  unsound  mind  after  being 
discharged  or  discharging  himself  is  under 
no  supervision  whatsoever,  and  if  he  has 
a relapse  in  his  illness  nobody  knows  where 
he  is  and  nobody  can  tell  us  about  him 

yZ,^Ve.-.\8„cri0,u“  which  looks 
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are  not  very  frequent  they  can  be  very 
horrid  crimes,  and  are  given  a lot  of  pub- 
licity when  they  do  come  up — one.  of  the 
first  things  one  does  is  to  say,. “This  looks 
like  the  work  of  a madman,-’  talking  m 
general  tennis,  and  police  enquiries  are 
directed,  to  a great-  extent,  to  finding  out 
what  persons  there  are  on  licence  or 
recently  discharged  from  institutions  in  the 
neighbourhood.  But  we  can  never  find 
anybody  who  has  a complete  record,  or 
who  can  tell  us  anything  about  people  dis- 
charged from  mental  hospitals,  as  they  can 
in  the  case  of  the  mental  defectives.  I 
think  I am  correct  in  saying  that  , the  duly 
authorised  officer,  who  is  responsible,  per- 
haps with  the  police,  for  the  initiation,  of 
treatment  for  a person  of  unsound  mind, 
knows  nothing  about  what  happens  to  that 
person  after  he  enters  an  institution  on 
certification. 

6342.  I see  your  point.  But  have  you 
any  evidence  that  the  incidence  of  crimes 
of  the  kind  which  you  have  mentioned  is 
higher  among  discharged  mental  hospital 
patients  than  it  is  among  the  general 

population? That  . is  a very  difficult 

question  to  answer.  Sir,  because  if  you  are 
drawing  a comparison  there  you  have  got 
to  have  totals  from  which  to  strike  a per- 
centage. But  it  is  surprising,  in  the  number 
of  histories  which  are  read  out,  how  often 
there  is  some  mental  hospital  history  m 
the  case  of  the  person  who  is  so  convicted. 

6343.  The  reason  for  my  asking  these 
questions  is  that  I think  it  is  necessary  to 
safeguard  the  ordinary  person  who  suffers 
from  a temporary  mental  illness  from  pre- 
ferential supervision  by  the  police,  or  any 
other  authority,  as  compared  with  the 
ordinary  citizen  who  has  not  suffered  from 

mental  illness. (Mr.  Plume) : I think. 

Sir,  that  any  supervision  which  could  be 
effected  in  that  way  should  be  effected  by 
a body  other  than  the  police.  Our  point 
is  that  if  some  supervision  of  those  persons 
who  are  released  after  having  been  certified 
as  persons  of  unsound  mind  and  detained 
in  an  institution  could  be  effected  in  the 
same  way  as  a mental  defective  is  super- 
vised, or  perhaps  a little  more  strictly  than 
a mental  defective  is  supervised,  by  some 
officer  of  the  local  authority,  I think  that 
would  meet  our  point.  We  are  chiefly 
concerned  about  the  person  who  has, 
perhaps,  been  certified  and  detained  in  a 
mental  institution  and  is  then  released, 
either  because  he  has  recovered  or  has 
partially  recovered  and  it  is  felt  that  he  has 
reached  the  stage  when  he  can  quite 
properly  be  released,  but  then,  so  far  as  we 
know,  does  not  come  under  the  supervision 
of  the  local  authority.  The  only  super- 
vision he  has  is  from  a psychiatrist,  or 
some  individual  attached  to  the  institution, 
and  he  does  not  really  come  under  the 
direct  supervision  of  any  local  authority 
official,  or  any  person  of  that  description, 
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in  the  same  way  as  the  mental  defective 
does. 

6344.  (i Chairman ):  The  mental  defective 
does  not,  necessarily,  come  under  the  super- 
vision of  the  local  authority,  if  he  is 

released  on  licence. He  is  under  some 

kind  of  supervision  by  the  officer  of  the 
local  authority.  The  officer  of  the  local 
authority  knows  who  he  is  if  he  is 
a registered  mental  defective.  To  the  best 
of  my  knowledge,  the  officer  of  the  local 
authority  knows  where  he  is,  where  he 
lives,  and  knows  that  he  is  registered,  but 
of  course  we  do  not,  and  I do  not  think 
we  ourselves  really  want  to  know  that.  The 
only  thing  that  we  would  like  to  know  is 
that  we  can  be  informed  of  persons  of 
unsound  mind  who  are  released.  We  would 
like  to  be  informed  by  some  responsible 
officer,  as  in  the  case  of  mental  defectives, 
if  we  are  pursuing  a certain  line  of  enquiry 
in  connection  with  any  offence. 

6345.  (Mr.  Jackson):  In  effect,  you  are 
concerned,  really,  with  certain  sexual 
offences,  violence  to  the  person,  and 
arson?  You  do  not  want  information 

about  all  discharged  patients? Those 

are  the  three  main  things. 

6346.  They  would  cover  nearly  every- 
thing that  matters? Those  would  cover 

the  main  things  we  want  to  emphasise— 
sexual  offences  and  crimes  of  violence  and 
arson,  as  you  say. 

6347.  (Dr.  Thomas):  In  other  words  you 

are  asking  for  a record,  only  of  those  cases 
who  have  been  certified  with  a history  of 
this  kind  of  offence? That  is  so,  Sir. 

6348.  You  are  not  asking  for  a record 
to  be  kept  of  all  people  who  have  been  in 

mental  hospitals? No.  We  are  not 

asking  for  that. 

6349.  Subsequent  to  being  released  on 

licence,  a certified  mentally  defective  person 
is  normally  discharged  entirely? Yes. 

6350.  You  therefore  have  no  further 

record  available  of  his  movements? 

That  is  quite  so.  We  are  only  concerned 
with  those  with  a history  of  moral  subver- 
sion, violence  or  arson.  (Mr.  Simpson)  : Or 
O'f  a tendency  in  that  direction.  There  may 
not  necessarily  have  been  a conviction,  be- 
cause there  are  a number  of  people  who 
are  cute  enough  to  go  into  hospital  for 
treatment,  perhaps  when  the  police  have 
been  notified  of  the  crime  or  act  which 
they  have  committed,  which  has  brought  the 
matter  to  a head.  We  may  perhaps  know 
nothing  about  it  at  all,  'but  there  are  some 
cases  in  which  we  do  know  about  it,  and 
after  an  interview,  perhaps,  with  an  inves- 
tigating officer,  the  person  who  committed 
the  crime  thinks  it  would  be  wise  for  him 
to  go  in  straight  away  as  a voluntary 
patient,  which  creates,  perhaps,  a better  im- 
pression in  court  and  he  might  think  he  will 
thereby  avoid  being  charged  at  all.  I have 
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had  one  case  this  week,  it  is  of  course 
sub  judice,  where  there  is  a serious  charge 
against  a man.  The  authorised  officer  was 
called  in  and  when  he  was  taking  the  man 
to  the  ambulance,  to  take  him  to  the  hos- 
pital, he  whipped  out  a jack-knife  and 
opened  it  very  quickly  and  slashed  at  the 
authorised  officer’s  stomach.  Luckily  there 
was  a policeman  on  each  side  and  they 
managed  to  get  hold  of  him,  without  him 
doing  any  harm.  That  man  was  taken  to 
what  is  known  as  one  of  the  designated  hos- 
pitals, where  they  have  five  beds,  and  he 
was  kept  there  for  observation.  The  Medical 
Superintendent  said,  “ No,  I cannot  certify 
him,”  although  the  authorised  officer  feels 
« thf  most  dangerous  person  he  has 
had  to  deal  with  for  twenty  years.  What 
we  feel  is  that  the  treatment  of  mental 
patients,  even  if  it  is  to  be  progressive, 
must  not  lose  sight  of  this  side.  It  is  only 
a smaU  section  of  all  the  persons  who  are 
dealt  with  every  year  for  mental  illness  and 
mental  disorder  with  whom  we  are  con- 
cerned,  but  we  do  not  want  the  treatment  to 
be  so  progressive  that  it  is  going  to  cause 
a great  deal  more  trouble  and  danger  to 
the  general  population. 

6351.  In  the  case  you  have  just  described, 

however,  it  appears  that  the  doctor  con- 
cerned did  not  accept  it  as  a psychiatric 
case? 1 cannot  be  involved  in  a techni- 

cal discussion  on  this,  Sir,  but  all  I know 
is  that  when  the  doctor  saw  him  he  was 
clever  enough  to  pull  himself  together  and 
be  perfectly  normal,  and  when  the  doctor 
went  away  he  told  the  nurses  exactly  whom 
he  was  going  to  beat  up  or  knife,  but 
because  he  did  not  do  it  in  front  of  the 
doctor  he  is  not  certified  and,  therefore, 
he  is  at  large.  That  worries  not  only  us 
Chief  Constables,  but  also  the  inhabitants  of 
the  neighbourhood. 

6352.  {Dr.  Rees.):  Would  not  such  a case 
be  immediately  notified  to  the  police  at  the 

present  time? It  would,  but  it  shows, 

rightly  or  wrongly,  a tendency  not  to  cer- 
tify. I do  not  know  why  the  man  com- 
mitted that  assault,  but  one  wonders 
whether  a normal  sane  person  would  have 
done  so  under  the  eyes  of  the  police  while 
being  taken  to  hospital.  Look  also  at 
what  led  up  to  the  authorised  officer  being 
called  in  at  all.  We  have  received  com- 
plaints about  his  foul  mouth  and  threats 
and  so  on,  in  the  district.  The  authorised 
officer  from  his  own  observations,  as  a 
layman,  made  up  his  mind  that  this  was  a 
case  for  a three-day  order. 

6353.  (Mr.  Jackson):  I am  rather  puzzled 
about  what  can  be  done  to  meet  your  diffi- 
culty. I cannot  help  feeling  that  it  arises 
mainly  from  the  increasing  mobility  of 
people  in  this  country.  In  the  time  when 
people,  on  the  whole,  tended  to  go  on 
living  where-  they  had  grown  up,  these 
things  really  solved  themselves;  you  more 
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or  less  knew  who  lived  in  any  place  and 
who  came  and  went.  But  increasingly 
people  now  move  about  to  almost  anywhere 
in  the  whole  country,  and  you  have  a large 
section  of  the  population  whom  you  and 
your  men  will  not  know.  Is  that  not  really 
the  cause  of  your  trouble? It  com- 

plicates the  trouble,  Sir.  What  we  are  really 
saying  is  that  things  are  bad  enough  as 
they  are  at  the  -moment  and  we  do  not  want 
them  made  any  worse.  That  is  really  the 
sum  total  of  our  observations. 

6354.  Notification  of  the  release  of  a per- 
son in  one  of  these  categories  would,  of 
course,  only  help  you  for  a short  while? 

Yes,  that  is  our  difficulty,  Sir.  When 

we  came  to  consider  this  evidence  we 
thought  the  Commission  would  want  to 
know  all  the  constructive  suggestions  we 
had  to  make.  The  first  one  is  that  these 
people  should  not  be  let  out  when  they 
are  dangerous,  and  the  second  is  that  there 
should  be  some  record  kept,  preferably  not 
by  the  police — we  have  got  enough  to  do 
as  it  is— but  by  some  officials,  of  -the 
whereabouts  of  these  people.  Even  then 
I appreciate  your  point  that  that  is-  not 
going  to  stop  them  moving  from  Edin- 
burgh to  Cornwall. 

6355.  (Dr.  Greenwood  Wilson):  Assuming 
we  had  a really  good  system  of  follow-up 
with  patients  from  mental  hospitals,  in  the 
same  way  as  we  have  under  good  local 
health  authorities  for  mental  defectives, 
what  system  of  co-operation  would  the 

police  recommend? To  any  proposal  we 

might  make  the  Ministry  of  Health  might 
reply,  “No,  that  would  be  most  improper. 
We  must  not  disclose  this  information  ”. 
It  would  be  a matter  for  negotiation.  But 
what  we  would  say  is  that  if  somebody  has 
any  information  when  a serious  crime  has 
been  committed  he  should  disclose  to  us 
what  persons  there  are  in  the  neighbour- 
hood, to  his  knowledge,  who  are  likely  to 
have  committed  this  sort  of  crime.  In  addi- 
tion, of  course,  there  might  be  some  pre- 
ventive factor  in  the  supervision  itself.  I 
know  this  applies  probably  more  to  mental 
defectives,  but  when  somebody  had  been 
classified  as  a person  of  unsound  mind, 
and  treated  in  a mental  hospital,  there 
might  be  somebody  like  a Probation  Officer 
keeping  an  eye  on  him,  who,  if  he  saw  that 
he  was  losing  his  stability,  and  that  sort  of 
thing,  might  be  able  to  put  up  the  yellow 
light  and  say,  “ Look  here,  you  know  what 
happened  before.  If  you  are  not  careful 
you  will  find  yourself  requiring  mental 
treatment  again.”  I do  not  know  whether 
that  is  possible,  Sir.  It  has  really  got  very 
little  to  do  with  us. 

6356.  (Chairman) : The  person  you  are 
worried  about  is  the  man  who  has  been 
discharged  from  a mental  hospital.  He  is 
not  under  the  Probation  Officer.  Pie  is  an 
ordinary,  sane  citizen,  but  he  may  have 
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propensities  which  might  recur.  We  have 
aM  got  propensities  which  might  break  out? 

Yes,  1 know,  and  much  the  same 

physiological  and  mental  processes  go  on 
in  the  person  with  ordinary  criminal 
tendencies,  but  there  there  is  a system  of 
supervision  for  him,  there  is  the  probation 
system. 

6357.  (Sir  Cecil  Oakes):  But  the  great 
majority  of  criminals,  once  they  are  freed 
from  prison,  are  not  on  probation  or  under 

supervision  at  all. That  is  perfectly 

true.  Sir.  (Mr.  Robinson ):  If  I may  say, 
Sir,  on  the  question  of  supervision  there 
is  one  thing  which  strikes  us  and  that  is 
that  the  ordinary  criminal,  not  having  some 
mental  incapacity,  is  dealt  with  by  the  law 
if  he  flouts  the  law  subsequently.  He  flouts 
it  in  possession  of  his  full  mental  capacity. 
But  a man  who  has  had  and  still  retains 
some  mental  incapacity  we  feel  should  be 
protected  to  a greater  extent  against 
himself. 

6358.  (Chairman):  One  could  not  say 
because  a man  is  not  in  a mental  institu- 
tion he  therefore  has  a full  mental  capacity. 
Although  he  may  not  be  certifiable,  he  may 
be  mentally  very  wrong  indeed.  To  come 
down  to  practice,  it  might  be  possible  to 
arrange  for  the  institutions  to  notify  their 
own  police  of  the  discharge  of  any  person 
who  has  a serious  criminal  history  of  sexual 

offences,  arson  or  violence. (Mr. 

Simpson):  In  the  same  way  as  Broadmoor 
patients  are  notified. 

6359.  It  might  be  possible  for  hospitals 
to  be  obliged  to  notify  the  police  directly 
or  indirectly  of  that  class  of  person  when 
he  is  discharged.  But  I do  not  see  how 
anybody,  except  the  police,  can  possibly 
keep  track  of  the  movements  of  that  person 
throughout  the  country.  Mental  hospitals 
are  not  organised  as  a detective  service,  and 
this  is  a free  man  who  has  in  the  eyes  of 
the  law,  so  to  speak,  purged  his  offence. 
And  it  would  be  very  difficult  to  require 
them  to  notify  any  other  sort  of  patients. 
In  the  instance  you  gave  in  which  a person 
was  taken  to  an  observation  ward  by  the 
duly  authorised  officer  and  found  not  to  be 
certifiable,  it  would  be  very  difficult  to  put 
a special  obligation  on  the  doctor  who  sees 
him  in  the  observation  ward  to  notify  the 
police.  No  doubt  every  citizen  has  a duty 
to  inform  the  police  of  anything  suspicious 
or  dangerous  Which  is  going  on,  but  beyond 
that  I do  not  see  how  you  can  say  that  a 
■man  who  has  been  under  observation  and 
who  has  been  discharged  as  not  certifiable 
should  be  notified  to  the  police.-^— (Mr. 
Plume):  If  a person  committed  a crime  of 
some  violence  or  a sexual  crime,  and  was 
taken  to  an  institution  and  was  not  certified, 
we  should  follow  it  up  by  charging  the 
individual,  if  the  evidence  justified  it,  and 
having  the  law  take  its  full  course. 
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6360.  (Mr.  Jackson):  If  you  were  noti- 
fied of  the  discharge  of  a person  in  those 
categories  with  an  actual  criminal  record, 
as  the  Chairman  suggested  might  be 
possible,  would  that  be  worth  having  from 

your  point  of  view? That  would  be 

very  helpful,  Sir,  but  we  were  hoping  that 
perhaps  some  form  of  supervision  could  be 
exercised,  or  some  local  person  or  body 
could  have  particulars  of  those  individuals, 
so  that  if  we  had  a particular  crime  in  the 
neighbourhood  which,  as  Mr.  Simpson  said, 
pointed  to  the  work  of  a person  of  unsound 
mind,  we  might  go  to  that  individual  and 
say,  “ We  have  got  this  particular  crime. 
Have  you  got  anyone  on  the  record  who 
has  been  guilty  of  an  offence  of  this  kind, 
and  who  might  be  concerned  in  this  case?  ” 
It  would  help  our  enquiries  considerably  in 
the  initial  stages. 

6361.  (Dr.  Rees) : You  do  that  at  the 

present  time,  do  you  not? We  can  do 

that  with  mental  defectives,  Sir,  but  we 
cannot  with  a person  of  unsound  mind, 
because  there  is  no  one  in  the  area  who 
has  been  notified  that  those  people  are  there. 

6362.  But  you  do  get  in  touch  with 

mental  hospitals  at  the  present  time? 

We  can  contact  mental  hospitals,  but  we 
might  have  a person  in  our  midst  who  has 
been  discharged  from  a mental  hospital  in 
some  other  part  of  the  country. 

6363.  (Sir  Cecil  Oakes):  That  is  the  whole 
point.  How  would  anything  but  a central 

register  be  of  any  use  to  you? (Mr. 

Simpson):  We  do  appreciate  that  it  would 
be  extremely  difficult.  We  hope  that  it 
might  be  a little  better  than  it  is  now.  I 
do  not  think  we  should  have  put  that  in 
our  memorandum  at  all,  if  we  had  not 
feared  that  things  were  going  to  become 
even  a little  more  difficult  for  us. 

6364.  (Chairman) : I wonder  whether  you 
have  noticed  any  serious  increase  in  the 
incidence  of  this  kind  of  offence  since  the 
National  Health  Service  Act,  which  greatly 
extended  the  power  of  relatives  to  order 

the  patient’s  discharge? No,  Sir.  All 

I can  say  is  that  we  are  aware  of  cases 
where  discharges  have  taken  place  under 
circumstances  which  cause  us  some  alarm. 
(Mr.  Robinson):  If  I may  say  so,  Sir,  it 
puts  us  in  a rather  difficult  position,  because 
we  do  not  know  to  what  extent  relatives 
have  taken  advantage  of  that  power.  I 
know  of  no  cases  where  a relative  has 
exercised  his  right,  under  that  Act,  to 
obtain  a discharge,  which  has  subsequently 
led  to  a crime.  I cannot  say  more  than 
that  and  I do  not  think  we  have  any  in- 
formation on  that  subject.  (Mr.  Simpson): 
We  do  not  know  how  they  come  out  of 
hospital. 

6365.  After  all,  the  one  circumstance  in 
which  Superintendents  of  mental  hospitals 
may  issue  a barring  certificate  is  when 
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patients  are  dangerous.— — That  only  applies 
to  patients  who  are  considered  homicidal  or 
suicidal. 

6366.  I think  it  might  include  other  crimes 

of  violence? (Mr.  Plume):  On  the 

sexual  side  there  is  no  power,  as  I see  it, 
to  issue  a barring  certificate. 

6367.  What  surprises  me  about  your 

whole  schedule  is  the  great  predominance 
of  sexual  olfences.  And  I should  say — I 
cannot  tell  absolutely,  of  course — that  more 
than  half  the  cases  of  this  in  your  list  were 
mental  defectives. {Mr.  Simpson ):  Al- 

though they  may  not  have  been  treated  as 
such  up  until  then?  You  mean  that  they 
may  be  mental  defectives  who  have  never 
come  into  the  net? 

6368.  I should  think  that  over  half  had 
always  been  treated  as  mentally  defective 
and  not  as  cases  of  insanity,  but,  as  I say,  1 
cannot  be  sure.  There  are  certainly  some 
who  are  specifically  stated  tO’  be  mentally 
defective  and  your  only  complaint  there 
presumably  is  that  they  got  out  too  easily. 

6369.  {Dr.  Rees):  Are  you  asking  that, 

if  a man  has  committed  a sexual  offence 
before  going  into  a hospital,  even  if  he  has 
not  been  charged,  and  the  police  know 
nothing  about  his  sexual  perversions,  that 
you  should  still  be  notified  of  his  dis- 
charge?  (Mr.  Robinson):  I had  in  mind 

to  ask  that,  Sir,  because  a man  may  reveal 
tendencies  of  that  nature  while  he  is  under 
care  in  the  hospital.  Unless  he  has  been 
charged  we  would  not  know  anything  about 
it  on  his  discharge. 

6370.  ( Sir  Cecil  Oakes):  And  you  are 

asking  that  you  should  know? .1  feel  that 

we  should  know.  In  addition  to  that,  the 
voluntary  patient — I appreciate  I am  tread- 
ing on  very  thin  ice  here — is  to  us  rather 
more  dangerous  than  any,  because  one  may 
very  well  get  the  case  of  some  interference 
within  the  home  and,  naturally  appreciat- 
ing their  desire  to  have  this  matter  kept 
quiet,  confidential  arrangements  are  made 
for  the  individual  to  be  treated  voluntarily. 
Having  received  certain  treatment  he 
returns.  We  know  nothing  of  his  propensi- 
ties and,  in  the  event  of  something  serious 
occurring  in  the  neighbourhood,  we  would 
have  no  reason  to  look  in  his  direction  as 
a possible  culprit.  We  can  quite  appreciate, 
of  course,  the  difficulties  we  are  up  against 
on  the  question  of  the  voluntary  patient. 

6371.  (Chairman):  It  is  not  a question 

of  their  being  voluntary  patients  ; I do  not 
think  that  necessarily  makes  any  difference. 
The  difficulty  is  that  every  sane  person 
suffers  from  those  tendencies  in  greater  _ or 
lesser  degree.  I do  not  know  what  the  line 
between  a pathological  tendency  and  the 
liability  to  temptation  may  be,  but  you 
would  not  require  that  any  ordinary 
hospital,  which  came  across  a case  of  that 
kind  in  dealing  with  any  other  kind  of 
illness,  should  notify  it  to  the  police? If 
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one  could  not  go  so  far  .as  that,  my  Lord, 
I would  ask  that  in  the  event  of  a police 
enquiry  they  might  assist  us.  At  the 
moment  they  will  not.  I think  I am  right 
in  saying  that  if  _we  went,  as  a result  of  a 
crime  committed  in  a certain  neighbourhood, 
to  an  institution  which  dealt  with  voluntary 
patients,  and  asked  for  information  about 
anybody  who  had  been  recently  discharged 
who  had  possible  propensities,  we  would  be 
told  and,  if  I may  say  so,  quite  rightly, 
“ No.  The  information  is  confidential  ”, 
and  we  would  not  get  anywhere  with  our 
enquiry. 

6372.  But  that  would  be  the  case,  equally, 

if  a man  had  been  a certified  patient? 

That  is  so.  Sir. 

6373.  The  hospital-patient  relationship  is 

the  same  jn  both  cases? That,  of  course, 

is  where  we  are  in  a difficulty.  Having  a 
duty  to  the  public  I do  not  think  I am  going 
too  far  in  saying  that  we  sometimes  feel 
that  that  confidence  is  kept  a little  too 
strictly,  because,  after  all,  we  are  all  under 
the  Official  Secrets  Act,  and  in  the  event  of 
a serious  crime  we  feel  that  we  ought  to 
have  all  the  information  which  can  possi- 
bly be  given  to  us,  to  help  us  to  clear  up 
that  crime,  and  there  is,  perhaps,  a little 
frustration  there. 

6374.  You  do  not  find  any  more  difficulty 
with  a mental  hospital  than  you  would  find 
with  a bank  if  you  were  enquiring  into  the 

man’s  account? (Mr.  Simpson):  Not 

quite  as  much ! (Mr.  Plume) : It  depends  on 
the  hospital  authorities  entirely,  Sir. 

6375.  (Dr.  Rees) : Are  not  a high  pro- 

portion of  sex  offenders  treated  as  out- 
patients, not  as  in-patients? (Mr. 

Robinson):  That  may  be  so.  I would  not 
know. 

6376.  Would  you  expect  to  be  given  the 

same  information  about  those  people? 

Yes. 

6377.  It  would  be  a breach  of  medical 

confidence? (Mr.  Plume):  Yes,  it  would 

be.  I do  not  think  we  should  ever  get 
that.  (Mr.  Simpson) : When  it  was  a really 
bad  case,  like  the  recent  towpath  murder,  I 
think  that  the  doctor  would  have  to  weigh 
up  his  conflicting  responsibilities,  and  per- 
haps on  those  particular  occasions  he  might 
come  down  on  our  side. 

6378.  They  do  sometimes,  do  they  not? 
— —(Mr.  Robinson):  Some  of  them.  I put 
this  forward  with  some  temerity,  of  course, 
my  Lord,  and,  of  course,  not  by  any  means 
do  I suggest  that  it  should  apply  in  what 
I might  term,  an  ordinary  everyday  indecent 
assault,  or  anything  of  that  sort.  I should 
never  expect  that.  I was  really  confining 
my  remarks  to  the  serious  crime. 

6379.  (Chairman):  Yes,  but  after  all, 

there  you  are  not  only  up  against  questions 
of  medical  confidence,  but  you  are  also  up 
against  English  common  law.  If  I came 
and  told  you  there  has  been  a serious 
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crime,  and  that  someone  confessed  to  me 
that  he  had  serious  notions  to  cut  people’s 

throats,  I should  be  liable  for  slander? 

We  should  have  to  go  rather  a long  way 
on  that  on  the  question  of  corroboration 
and  all  that  sort  of  thing,  but  I appreciate 
your  point. 

6380.  Do  you  not  feel  you  are  going 
altogether  too  far  if  you  want  communica- 
tion of  suspicions  of  that  kind? — —I  am 
sorry,  my  Lord,  if  I ever  gave  that  impres- 
sion. What  I had  in  mind  was  where  a 
man  is  under  treatment  and  he  definitely 
shows  sexual  tendencies  or  violent  tenden- 
cies, in  those  cases  we  should  have  infor- 
mation. I do  not  mean  mere  statements 
made  by  a man,  not  by  any  means.  1 hope 
I did  not  give  that  impression.  I meant 
if  he  shows  it  by  his  conduct. 

6381.  His  conduct  inside  an  institution  is 

not  likely  to  go  beyond  the  confession  of 
tendencies? Perhaps  not. 

6382.  (Mr.  Jackson ):  You  appreciate  that 
so  long  as  you  keep  to  the  notification  of 
the  discharge  of  people  who  have  a criminal 
record,  you  are  suggesting  something  that  is 
presumably  workable,  but  if  you  go  beyond 
that  you  get  into  all  sorts  of  difficulties? 

(Mr.  Simpson ):  I think  we  realise  that 

we  could  not  ask  the  Commission  to  recom- 
mend anything  which  would  put  us  in  a 
much  better  position  than  we  are  in  at 
the  moment,  and  if  when  the  Commission 
publishes  its  report  it  recommends  nothing 
which  makes  the  position  worse,  we  shall 
continue  to  do  our  duty  and  draw  our 
pay  with  comparative  equanimity. 

6383.  (Dr.  Thomas):  But  is  there  not  a 
fundamental  danger  in  the  suggestion  you 
have  made,  in  the  sense  that  if  you  were 
to  have  all  the  concessions  that  you  have 
asked  for  in  the  way  of  notification,  is  there 
not  a serious  danger  then  that  work  which 
is  being  done  in  the  hospitals,  towards  the 
improvement  of  sexual  perversion  and  other 
tendencies,  by  voluntary  treatment,  is  going 
to  be  seriously  interfered  with,  because  the 
patient  will  not  go  near  the  hospital  if  it 
means  that  the  police  get  to  know  about 
it?  You  may  be  destroying  the  very  thing 
that  is  helping  the  situation? — —We  appre- 
ciate that,  definitely.  (Mr.  Plume):  The 
fact  that  we  make  an  enquiry  would  not 
necessarily  in  any  way  hamper  the  possi- 
bility of  a man  rehabilitating  himself.  We 
would  not  necessarily  have  an  enquiry,  or 
supervise  him,  in  any  strict  sense.  We 
would  just  simply  know  he  was  about. 
(Mr.  Simpson):  You  will  notice  that  in  our 
memorandum  we  have  not  really  asked  for 
anything.  We  have,  I am  afraid,  made  only 
one  constructive  suggestion  and  that  is  that 
somebody,  not  the  police,  should  keep  a 
better  record,  if  it  is  possible,  of  persons 
of  unsound  mind,  in  the  same  way  that  the 
mental  defectives  are  supervised. 
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6384.  (Chairman):  But  your  record  is  no 
good  unless  you  know  where  that  person  is 

now? We  appreciate  that,  Sir,  and  wc 

realise  that  it  would  be  impossible  to  keep 
it  100  per  cent,  up  to  date.  But  if  it 
could  only  be  25  per  cent,  correct  it  might 
help  us,  and  might  take  us  25  per  cent, 
nearer  detection  in  some  of  these  difficult 
cases. 

6385.  I doubt  whether  that  is  possible. 
It  would  not  be  possible  even  in  the  case 
of  mental  defectives  after  discharge.  It  is 
not  possible,  is  it,  for  you  get  that  record 
from  approved  schools,  even  now?  I mean 
after  a boy  has  been  discharged  from  an 
approved  school,  is  there  any  record  of 

where  he  has  gone  to? The  Children’s 

Department  of  the  Home  Office  deals  with 
that.  (Mr.  Plume):  If  he  is  released  on 
licence  he  is  under  some  supervision  by  an 
officer  in  the  district. 

6386.  Yes,  while  the  is  on  licence ; but 

the  persons  we  are  concerned  with  here  are 
persons  who  have,  so  to  speak,  purged  their 
offence  and  have  been  completely  dis- 
charged. Moreover,  the  original  offence 
does  not  always  correspond  to  the  sub- 
sequent offence.  For  instance,  'in  your 
schedule  here  is  a case  of  burglary  with 
violence ; the  second  olfence  is  intercourse 
with  a girl  below  the  age  of  consent.  There 
is  no  relation  between  the  two. It  is  sur- 

prising how  often  this  sexual  tendency 
comes  out  in  the  person  of  unsound  mind 
or  the  mental  defective,  as  you  will  well 
know.  We  have  known  of  many  cases  of 
mental  defectives  who  are  involved  in  minor 
cases  of  indecent  assault,  or  even  more 
serious  cases  of  rape,  and  there  seems  to 
be  a genuine  tendency,  in  connection  with 
the  person  of  unsound  mind  or  the  mental 
defective,  towards  sexual  matters. 

6387.  That  is  why  I should  have  queried 
what  you  said  in  paragraph  12,  “This  is 
alarming  when  it  is  realised  that  a number 
of  men  who  have  committed  the  most 
savage  and  brutal  offences  have,  when  sub- 
sequently detected,  proved  to  have  been 
certified  patients  who  have  been  released 
for  several  or  even  many  years.”  It  does 
not  seem  to  me  that  savage,  brutal  cases 
are  typical  of  the  cx-certified  mental 

hospital  patient. (Mr.  Simpson):  As 

you  said  at  the  outset,  my  Lord,  those 
really  bad  cases  are  comparatively  few  in 
each  year  and,  perhaps,  a better  way  of 
looking  into  this  would  be  to  start  from 
the  other  end  and  for  some  research  to  be 
made  over  future  years  by  analysing  the 
previous  history  of  every  person  convicted 
of  that  sort  of  offence,  and  having  a record 
kept  of  them.  But  we  did  not  tackle  it  that 
way.  It  could  have  been  done  with  more 
thorough  research,  and  one  could  obtain  that 
sort  of  information  if  the  Commission 
wanted  it. 
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6388.  (Mr.  Jackson ):  An  enquiry  into 
crimes  of  violence  is  going  on,  as  you  know, 
and  there  will  be  more  information  on  this. 

6389.  {Chairman):  Incidentally,  is  the 

sort  of  information  you  want  available  in 
relation  to  Broadmoor  patients?  Does 
Broadmoor  keep  a record  which  is  available 
to  the  police? (Mr.  Plume):  Yes,  Broad- 

moor does.  Broadmoor  notifies  the  Crimi- 
nal Record  Office  of  al'l  releases  and 
transfers  to  mental  institutions.  We  also 
get  information  in  the  case  of  Broadmoor 
patients  who  are  released  for  some  short 
period  of  leave.  We  get  information  about 
Broadmoor  patients,  all  right. 

6390.  But  is  there  a record? (Mr. 

Simpson):  That  is  up  to  us,  and  that,  of 
course,  is  the  answer  to  your  question  about 
approved  school  boys.  They  often  have  a 
criminal  record,  and  it  is  the  duty  of  the 
police,  if  they  are  able,  to  notify  neigh- 
bouring forces,  for  their  own  local  records, 
of  the  release  of  any  of  those  criminals, 
whether  they  are  approved  school  boys,  old 
offenders,  or  Broadmoor  patients.  The 
Broadmoor  patients  are  very  few  in  number 
and,  therefore,  1 doubt  whether  anyone 
would  notice  them  for  a matter  of  weeks, 
if  not  months,  and  then  enquiries  would 
be  made  to  find  out  where  they  had  gone. 

6391.  Do  you  think  you  should  get  the 
same  information  from  other  mental 

hospitals  as  you  do  from  Broadmoor? 

I am  not  sure  that  we  could. 

6392.  You  realise  that,  although  this 

is  not  your  suggestion,  the  idea  that  because 
you  have  been  once  mentally  ill  the  State 
thereafter  shall  always  have  its  eye  on  you, 
is  rather  an  unpleasant  idea,  unless  it  is 
absolutely  necessary? It  is  just  a ques- 

tion whether  it  would  be  possible  to  sort 
out  the  especially  vicious  or  the  sexually 
inclined  type  of  patient.  As  we  pointed 
out  in  our  paper,  generally  it  is  only  that 
type  which  we  are  really  interested  in. 

6393.  C Or.  Greenwood  Wilson):  Did  you 

know  that  some  local  health  authorities 
already  have  a system  of  following  up  all 
ex-mental  hospital  patients  through  their 
officers? 1 did  not  know  that. 

6394.  They  do  so  for  the  welfare  of  the 

patient,  of  course,  but  that  sort  of  super- 
vision would  suit  your  purpose? Yes. 

6395.  And  at  what  stage  would  you  want 

them  to  work  with  you? As  we  have 

said  before,  df  we  are  enquiring  into  a 
sexual  crime  in  our  area  and  we  have 
reason  to  think  that  it  might  have  been 
committed  by  a person  with  this  kind  of 
tendency,  of  unsound  mind  or  temporarily 
deranged,  we  might  go  to  this  officer  of 
the  local  authority  and  say  to  him,  “ Would 
you  mind  telling  me  if  you  have  got  anyone 
within  your  area  who  would  be  likely  to 
commit  this  kind  of  crime,  or  has  a pre- 
vious history  of  this  kind  of  offence?  ” 


6396.  (Chairman):  Your  schedule  does 
not  wholly  bear  out  the  utility  of  that.  Here 
is  a fairly  serious  case  of  indecent  assault 
on  a girl  under  8 ; the  man  was  previously 
in  a mental  institution  and  had  twenty-one 
previous  convictions,  mostly  for  breakings 
and  larceny,  though  it  is  quite  true  one  was 
for  indecency.  His  previous  propensities 
seem  to  have  had  nothing  to  do  with  the 

subsequent  offence. The  previous  history 

would  be  of  little  use  in  that  case,  but  there 
are  any  number  which  would  be.  Those 
are  only  a few  examples  picked  out  by 
Chief  Constables  for  your  information,  to 
illustrate  the  points  we  were  making.  But 
if  that  kind  of  thing  were  always  effective 
it  would  be  helpful. 

6397.  (Dr,  Greenwood  Wilson):  That 

covers  co-operation  with  the  local  authority 
in  relation  to  patients  discharged  from  a 
mental  hospital  in  the  authority’s  area,  but 
it  might  not  cover  the  patient  who  had 
moved  into  that  area  after  discharge  from 
another  hospital ; the  local  authority  might 
or  might  not  know  of  a patient  who  had 
moved  in.  They  would  know  of  all  the 
patients  who  had  come  out  of  the  hospital 

or  hospitals  in  their  neighbourhood. 

(Mr.  Plume):  That  would  cover  a large 
majority  of  them.  (Mr.  Simpson):  Surely, 
if  such  a system  were  to  be  universally  m 
operation,  the  chance  of  this  sort  of  thing 
happening  with  this  comparatively  small 
section  of  the  population  would  be  reduced, 
and  in  those  comparatively  few  cases  in 
which  they  were  concerned  there  would 
be  more  chance  of  coming  to  some  sort  of 
compromise  about  making  use  of  that  in- 
formation, and  I think  we  would  find  the 
job  more  simple.  (Mr.  Plume):  As  I 
pointed  out  before,  it  would  not  affect  the 
patient  in  any  way.  It  might  be  thought 
that  if  the  police  were  informed  in  these 
cases  it  would  be  detrimental  to  the  indi- 
vidual, and  detrimental  to  his  rehabilitation, 
but  that  would  not  be  so  at  all.  Our 
principle  is  generally  that  if  they  can  be 
protected  against  themselves  we  are  only 
too  pleased  that  they  should  be,  and  we 
should  only  enter  into  it  if  we  had  reason 
to  believe  that  from  the  offence  it  might 
have  been  committed  by  one  of  these  in- 
dividuals. We  should  not  in  any  way  keep 
track  of  them  themselves. 

6398.  (Chairman):  I see  another  case  in 
your  schedule  where  the  only  history  of 
admission  to  a mental  institution  was  under 
Section  4 of  the  Criminal  Justice  Act, 
where  voluntary  attendance  at  a mental 
hospital  was  a condition  of  probation.  When 
he  came  up  again  for  robbery  with  violence, 
after  a long  history  of  offences  of  the  same 
kind,  he  was  again  sent  to  a mental  hospital. 

As  you  know,  that  is  a matter  for  the 

Court,  and  in  that  case  the  treatment  by 
the  mental  hospital  was  considered  the  best 
treatment  for  that  individual  although,  as 
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you  quite  rightly  point  out,  he  had  pre- 
viously been  placed  on  probation  for  three 
years  with  a condition  to  enter  a mental 
hospital  for  twelve  months.  He  was  dis- 
charged in  March,  1953,  after  a period  of 
treatment  and  then,  in  January,  1954,  he  was 
again  in  trouble  for  robbery  with  violence. 

It  must  be  very  difficult  for  the  Courts  to 
know  which  is  the  best  method  . of  dealing 
with  an  individual  of  that  description,  and 
in  the  discretion  of  the  Court  they  felt 
that  he  should  be  dealt  with  in  that  way. 

6399.  What  do  you  think  of  a proposal 
that,  in  the  case  of  a court  order  for  an 
offence  which  would  have  been  otherwise 
punishable  by  imprisonment,  the  length  of 
the  period  of  confinement  in  a mental  defi- 
ciency institution  should  not  be  greater  than 

the  maximum  sentence  for  that  offence? 

Usually,  my  Lord,  iri  my  experience  the 
length  of  confinement  is  not  specified  in 
that  case. 

6400.  Yes,  but  one  comes  across  cases 

where  boys  have  been  convicted  of  petty 
larceny  and  have  been  in  a mental  defi- 
ciency hospital  for  ten  or  fifteen  years,  and 
it  is  often  said  that  that  is  unjustifiable  and 
that  a person  should  not  be  confined  in  a 
mental  deficiency  hospital,  after  court  pro- 
ceedings, for  a longer  period  than  the  maxi- 
mum sentence  for  the  offence. 1 think 

the  length  of  confinement  depends  on  the 
medical  authorities  at  the  mental  deficiency 
hospital.  The  Court  does  not  specify  the 
length  of  time  that  he  is  to  remain  there. 

6401.  I was  asking  what  view  you  would 
have  of  the  proposal  that  the  maximum 

{The  witnesses 


period  of  detention  at  a mental  deficiency 
institution  should  not  exceed  the  maximum 

penalty  for  the  offence? {Mr.  Simpson ): 

I think  the  Association  can  only  say  that 
is  something  on  which  we  could  not  offer 
any  opinion.  {Mr.  Plume):  It  is  entirely  a 
matter  for  the  Court.  Wc  never  really  enter 
into  any  suggestion  as  to  what  the  sentence 
should  be.  As  police  officers  we  are  con- 
cerned with  bringing  a case  before  the 
Court,  and  it  is  within  the  discretion  of  the 
Court  as  to  how  it  shall  be  dealt  with.  I 
do  not  think  it  is  up  to  us  to  venture  an 
opinion  as  to  what  sentence  a person  should 
get,  even  if  he  was  in  a mental  institution. 

6402.  (Dr.  Thomas ):  On  your  paragraph 
18,  do  you  often  get  this  difficulty  with 
regard  to  the  difference  between  Scottish  and 

English  Law? {Mr.  Simpson):  No,  Sir. 

I could  not  get  much  evidence  on  that. 

6403.  Have  you  any  indication  of  the 
number  of  patients  in  England  who  abscond 
to  Scotland?— — No,  Sir.  I think  it  would 
be  difficult  to  get  that,  from  our  point  of 
view.  Not  all  those  who  do  abscond,  of 
course,  would  come  to  the  notice  of  the 
police,  even  if  they  did  subsequently  return. 

{Chairman):  Is  there  anything  you  would 
like  to  add? 1 do  not  think  so,  Sir. 

{Chairman):  We  are  very  grateful  to 
you  for  coming  to  give  evidence  to  us. 

{Mr.  Simpson):  We  are  very  grateful 
indeed  for  having  the  opportunity  of 
appearing  before  you. 

withdrew.) 
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